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President’s Post

By Carlos Vasquez, RT(R), CRA, FAHRA, FACHE

Spring Renewal

Spring is a season associated with renewal, rejuvenation, and
most commonly cleaning. Coincidentally the AHRA board ded-
icates a great portion of its spring meeting to rejuvenating our
strategic plan and planting the seeds for programs and initia-
tives that we believe correspond with the needs and chal-
lenges facing our members.

The AHRA Board of Directors held its spring meeting last
month in Chicago. With a hefty agenda we went right to work,
discussing and sharing ideas with the objectives of strengthen-
ing membership growth, developing educational tools to
assist our members with operational challenges, and examin-
ing the strategic plan as the foundation of our sustainability.
Some of the highlights of the board meeting included:

- The introduction and approval of a military membership pro-
gram. We are proud to be initiating this program with the Air
Force and look forward to extending this program to all the
branches of our armed forces. This program is of particular
importance to AHRA as it’s designed to assist medical imaging
specialists who are transitioning to the civilian healthcare envi-
ronment by providing mentorship, networking, and all of our
resources to make this a successful transition.

- We approved the development of an industry standard labor
productivity benchmark to serve current and next generation
imaging administrators. We are acutely aware that labor is the
largest manageable expense and is critical to quality and
patient satisfaction outcomes. Therefore, we are crafting the
project as a foundation for industry wide acceptance to be
used to support deployment of staff across modalities and for
budget justification in the C-suite.

- We are increasing AHRA’s level of involvement in advocacy.

We approved support for the “Are You Dense?” advocacy effort,
which promotes education around dense breast tissue and its
significance for the early detection of breast cancer. We believe
the goals of this advocacy effort are worthy of our support and
are relevant to our members. The goals of “Are You Dense?” are:
Educate the public about dense breast tissue; improve the
condition of women diagnosed with breast cancer by raising
awareness about the physical, mental, and spiritual aspects of
living with the disease; advocate changes to public policy and
breast cancer detection guidelines; and support new and exist-
ing research for the early detection of breast cancer for women
with dense breast tissue.

The AHRA Education Foundation’s Expanding Excellence
Campaign has reached 80% of its $3 million goal, and we are
cautiously excited that we will reach the goal when we meet in
Minneapolis for our Annual Meeting in July.

It takes an army of volunteers to put our association’s strategic
plan into action, and we are proud to count on all of you when
AHRA needs you, and to work collaboratively on positioning
AHRA as a resource and catalyst for the development of pro-
fessional leadership in medical imaging management.

May you have a spring renewal, a rejuvenating spring break,
and a refueling of your learning tank while attending the
Spring Conference in LA.

Carlos Vasquez, RT(R), CRA, FAHRA, FACHE is president of the
2012-2013 AHRA Board of Directors. He is the division director of
radiology services at Franciscan-St. Elizabeth Health in Lafayette,
IN and can be reached at Carlos.vasquez@franciscanalliance.org. 
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Regulatory Review

ICD-10: CMS Updates Implementation Tools 
By Adrienne Dresevic, Esq. and Carey F. Kalmowitz, Esq..

On October 1, 2014, all healthcare providers must begin using
the ICD-10 diagnosis codes. The transition to ICD-10 was man-
dated by the Health Insurance Portability and Accountability
Act of 1996 (“HIPAA”) and will replace the use of ICD-9, which
was originally adopted in the 1970s and no longer accurately
represents many of the diagnoses and treatments used by the
modern healthcare system. Adoption of ICD-10 will have a
major impact on the healthcare industry as all HIPAA covered
entities are required to adopt ICD-10. While proponents of the
law argue that the new codes will improve the quality of infor-
mation available for quality improvements, payment purposes,
and medical research, the transition will be and has already
proven difficult as evidenced by CMS’s multiple decisions to
delay the final implementation date, first from 2011 to 2012,
and finally this past August extending the date to October
2014. In anticipation of that transition, the CMS recently
released a number of tools to assist providers in adopting the
new coding system and is encouraging providers to begin
planning for and implementing the new codes now to lessen
the potential impact the change will have, such as delays in
billing and payment.

Background on ICD-10

By way of quick background, the 10th edition of the
International Classification of Diseases (“ICD-10”) was originally
endorsed by the World Health Organization (“WHO”) in the
1990s and has already been adopted by most developed coun-
tries around the world. The United States will be one of the last
developed countries to adopt the codes.  The NationalCenter
for Health Statistics (“NCHS”) at the U.S. Centers for Disease
Control and Prevention (“CDC”) is the primary agency charged
with leading the implementation of ICD-10 and to that end has
developed modifications for use by US healthcare providers.
These modifications include both Clinical Modifications (“ICD-
10-CM”), which will be used by all providers, and a Procedural
Coding System (“PCS”), which will be used to document inpa-
tient care. The transition to ICD-10 will not directly impact the
use of Current Procedural Terminology (“CPT”) and Healthcare
Common Procedure Coding System (“HCPCS”) codes used to
bill for outpatient procedures.

One of the most significant changes for providers in adopting
the new system will be the sheer number of codes compared
to ICD-9. For example, ICD-10-CM will include approximately
68,000 codes compared to ICD-9’s 4,000 diagnosis codes, and
ICD-10-PCS will include 87,000 codes, up from 13,000 in ICD-9.
The larger number of codes will allow for more specificity
when coding diagnoses and procedures, possibly lowering the
rate of denials (or increase them if a provider is not prepared)
by payers and improving the data available for research pur-
poses. Another significant difference between the two coding
systems is the structure and format of the codes themselves.
Whereas ICD-9 was a 3-5 digit numeric code, ICD-10 is a 3-7
digit alphanumeric code.

Potential Issues with Implementing ICD-10

The number of codes available and the structure of the new
codes will present challenges during ICD-10’s adoption, with
providers working towards adoption needing to consider
issues such as updating technology, educating and training
staff on the new codes, updating health plan contracts to
accommodate the new codes, and ensuring documentation
accurately describes diagnoses and treatments for accurate
billing. Dealing with these issues may come at a significant
cost to  imaging providers and suppliers in both time and
money.  Furthermore, once adoption of ICD-10 has occurred in
October of 2014, imaging providers will likely face additional
issues, including delays in payment if payers are not ready to
handle the change, or denials for procedures currently covered
due to the change in the level of information payers will have
as a result of the code’s specificity. Because providers may also
be required to change documentation to support the level of
specificity, it is imperative that current compliance programs
incorporate these issues and ensure that the appropriate per-
sonnel are properly trained in order to ensure accurate report-
ing of diagnoses and treatment and submission of claims.

CMS ICD-10 Implementation Tools

CMS recently released a number of tools that are designed to
assist providers in planning and implementing ICD-10 and mit-
igate some of the potential problems the transition will pose.
These tools are broken down by provider type, such as small
and medium practices, large practices, small hospitals, and
payers, and include timelines, checklists, and implementation
guides.

Imaging providers and suppliers are well advised to pay partic-
ular attention to the timelines and checklists that CMS has
developed as they provide guidance with respect to the
amount of time it is expected providers will need to be ready
for the transition in October 2014.  The guidance also provides
a basic outline of what providers should expect and where
they should currently be in the implementation process. For
example, the timelines and checklists anticipate providers will
need significant time to work with vendors (ie, vendors for
electronic health record systems) to ensure that systems (eg,
billing systems, electronic health records) are compatible with
the new codes. Likewise, training is anticipated to take signifi-
cant time due to the complexity of the new codes and the dif-
ferences between ICD-9 and ICD-10.

CMS has also updated its Implementation guides for providers.
These booklets incorporate the timelines and checklists and
also provide detailed information on the steps providers
should consider when planning and implementing ICD-10. For
example, tables are provided that examine the various risks
healthcare providers may face and set forth mitigating strate-
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gies to avoid those risks. The guides also assist providers
through various steps they’ll need to take, such as contacting
vendors, billing entities, and clearinghouses to gather informa-
tion on those entities implementation plans, as well as reach-
ing out to payers to determine how to work with those entities
to ensure all parties are ready for the transition.

Conclusion

Although the transition to ICD-10 is a year and a half away,
CMS has made it clear that providers must begin to plan for
the transition now in order to ensure compliance with ICD-10
and avoid delays in payments or other issues once the transi-
tion to ICD-10 is mandatory on October 1, 2014. While CMS has
previously extended the deadline, imaging providers and sup-
pliers should not count on the agency moving the date again.
At a minimum, imaging providers and suppliers should review
the CMS resources in order to understand what must be done
in order to have a compliant transition in October of 2014. In

addition, imaging providers and suppliers that have not yet
started planning should consider designating a transition lead
or transition team to work through the many issues the transi-
tion will pose to any practice. Finally, providers should consider
beginning to test their own internal readiness for the transition
as CMS has encouraged.

Adrienne Dresevic, Esq. graduated Magna Cum Laude from
Wayne State University Law School. Practicing healthcare law, she
concentrates in Stark and fraud/abuse, representing various diag-
nostic imaging providers, eg, IDTFs, mobile leasing entities, and
radiology and multi-specialty group practices.

Carey F. Kalmowitz, Esq. graduated from NYU Law School.
Practicing healthcare law, he concentrates on corporate and
financial aspects, eg, structuring physician group practice transac-
tions; diagnostic imaging and ancillary services, IDTFs, provider
acquisitions, CON, compliance, and Stark and fraud/abuse.

Regulatory Review

Implementing a Radiation Safety Initiative
By Neil Singh

Radiation safety entered the limelight after the multiple radia-
tion overexposure incidents in California from 2008-2009.
Increased media attention on patient safety requirements has
helped spread radiation awareness. The general population
began questioning their safety from a substance they could
not see, hear, smell, taste, or touch. California was the first to
regulate radiation dose from CT scans, and now Texas has
done the same (effective May 1, 2013). It has been nine
months since the California radiation dose safety mandate
took effect (mandated July 1, 2012). Many healthcare providers
outside of California may be facing a similar mandate in the
future and today they are developing their own internal radia-
tion safety programs (moving from departmental to enter-
prise) and are looking to California for advice.

To demystify California’s response to the mandate, initiative
was taken to discuss radiation safety with one of the largest
integrated delivery networks in California, Sutter Health. A
Q&A session was held with Jack Dobbins, Assistant Radiology
Manager at Sutter Memorial Medical Center (MMC) in
Modesto, CA, who is responsible for the institution’s radiation
safety measures. We discussed the organization’s reaction and
response to the California Radiation Dose Safety mandate
SB1237, which centered around three pillars of radiation safe-
ty:

1. Good patient care practices.

2. Minimizing litigation risks.

3. Good marketing tool to bring focus on the institution’s
patient radiation safety practices.

It is imperative that a good radiation program include these

three pillars in its radiation safety program foundation.

Ascendian: Describe your catalyst for initiating the dose
reduction program.

JD: MMC’s catalyst in initiating a radiation safety program was
not only the California radiation safety mandate, but also the
desire to promote safe use of imaging medical devices, sup-
port informed clinical decision-making, and increase patient
awareness on radiation safety.

Ascendian: Describe your vision, assessment, and develop-
ment and delivery strategy for a dose reduction program
across your organization’s people, processes, and techno-
logic components.

JD: Our vision is to:
- Optimize our current scanning protocols and CT dose stan-
dards;
- Establish appropriate imaging studies for the patient based
on history and prognosis;
- Provide our physicians with the best decision making tools
when ordering CT imaging procedures; and
- Derive patient information from the RIS/PACS system (i.e
patient history, weight etc.) for proper imaging planning and
scanning needs, as well as storing and providing historical radi-
ation dose information at the time of care.

Ascendian: What organizational changes and workflow
transformations are being considered, required, or under-
way?

JD: We are currently storing all CT dose information in PACS for
all patients and all exams. The organization is also looking at
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implementing an enterprise wide radiation dose reduction and
a radiation dose monitoring software. We want to ensure we
are doing our best when it comes to patient radiation safety.

Ascendian: What are your next steps or lessons learned as
you move to a truly enterprise wide dose reduction pro-
gram?

JD: To be successful in our enterprise wide dose reduction pro-
gram, we will be conducting a VMT process to find an automat-
ed solution that will help us track radiation dose on not just CT
procedures, but other modalities as well. Our goal is to
increase patient safety, track radiation dose history on all
patients, create efficient workflows, and be compliant.

Radiation safety will continue to gain awareness nationally.
Sutter Health provides good insight on how organizations that
may be facing a similar mandate or are being proactive in
anticipation of one can be successful in their radiation safety
initiatives. When developing your radiation safety program,
keep in mind the three pillars of radiation safety, and you
should have a program that increases patient safety, promotes
the organization’s patient care initiatives, and minimizes litiga-
tion risks associated with radiation dose.

Neil Singh is a consultant at Ascendian Healthcare Consulting.
If you have questions you can contact Neil via email
nsingh@ascendian.com.

Regulatory Review

The Three Day Payment Policy Window & Use of the Modifier
–PD
By Stacie L. Buck, RHIA, CCS-P, RCC, CIC

After two decades of hospitals struggling to manage billing
compliance with what was commonly referred to as the “72
hour rule” or “3 day payment window,” CMS issued revised
instructions in accordance with the provisions of Section 102
of the Preservation of Access to Care for Medicare Beneficiaries
and Pension Relief Act of 2010 (PACMBPRA) passed in June of
2010.  Transmittal 2373 (CR7502) was issued on December 21,
2011 with an effective date of January 1, 2012 and an imple-
mentation date of January 3, 2012. As of July 1, 2012 providers
were expected to be in compliance with the new policies.

The transmittal specified the following changes:

Broadened the definition of related non-diagnostic services
and removed the requirement that the ICD-9-CM principal
diagnosis assigned for both the non-diagnostic preadmission
services and the inpatient stay must match digit for digit to be
“bundled” with the inpatient claim;
Specified a new modifier ( –PD) that must be utilized on physi-
cian Part B claims and appended to all “related” services – both
diagnostic and non-diagnostic that are required to be submit-
ted as part of the inpatient claim.

Calculation of the 3 Day Payment Window

The 3 day payment window is calculated based on the date of
admission and is determined by calendar date, so it is a bit mis-
leading to refer to it as the “72 hour rule.”  The 3 day payment
window includes services performed on the date of admission
as well as services provided on the 3 calendar days prior to the
admission date; therefore it is possible that the actual time
period may be longer than 72 hours prior to admission.

Example:  A patient has outpatient services completed Monday
morning, August 13th at 10:00AM and is admitted on
Thursday, August 16th at 3:00PM.  All related diagnostic and
nondiagnostic services performed Monday, Tuesday,

Wednesday, or Thursday morning prior to admission are sub-
ject to the 3 day payment window. Although the services ren-
dered on Monday morning are outside of 72 hours prior to the
time of actual admission, they occurred on one of the three
calendar days prior to the date of admission.

There is also what is called a 1 Day Payment Window which
includes services provided the date of admission and the
entire calendar preceding the date of admission, therefore it is
possible that the actual time period may be longer than 24
hours prior to admission.

Definitions

Wholly Owned or Wholly Operated
Wholly owned or wholly operated entities are defined in 42 CFR
§412.2; "An entity is wholly owned by the hospital if the hospital is
the sole owner of the entity.” And, “an entity is wholly operated by
a hospital if the hospital has exclusive responsibility for conduct-
ing and overseeing the entity’s routine operations, regardless of
whether the hospital also has policymaking authority over the
entity” (Transmittal 2373)

Non-Diagnostic Service
A non-diagnostic service subject to the three day payment
window is defined as “any non-diagnostic service that is clinically
related to the reason for a patient’s inpatient admission, regard-
less of whether the inpatient and outpatient diagnoses are the
same.” (Frequently Asked Questions CR 7502)

Examples of non-diagnostic services are evaluation and man-
agement services or surgical procedures.

Diagnostic Service
The Medicare Benefit Policy Manual, Chapter 6, Section 20.4
provides the definition of a diagnostic service:
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Commentary

The Art of Mastering Change: Navigation
By Terry Dowd, CRA, FAHRA

In his book Managing Transitions : Making the Most of Change,
William Bridges states, “it is not the changes that do us in; it’s
the transitions.   Change is situational; transition is the psycho-
logical process people go through.”1(p.3)  When we think
about the changes we encounter every day in healthcare, tran-
sitions are certainly one of our biggest challenges.

As imaging leaders, we know that when changes are upon us,
we are responsible for helping our teams move through the
transition.  Learning about a change happens very quickly –
and often changes occur one after another in rapid succession.
Transitions, however, mean “leaving something behind, an
ending to the familiar and moving on to a new process.”1(p.20)
We must help our employees move from the current state,
which is the known and comfortable, to the new beginning.

We recently had the opportunity to manage a transition in our
facility.  We were implementing the physician order entry
aspect of our electronic medical record (EMR).  This was of
course a significant change for our providers and was
addressed through a multi-faceted approach.  The second
group of team members dramatically affected by this change
was the health unit coordinators.  These employees were criti-
cal to the nursing units.  Many were long term employees who

had been in their positions for many years.  A large part of their
job prior to the implementation of physician order entry was
to interact directly with the physicians and enter the orders for
tests and procedures for our patients.  They were going to have
to leave that aspect behind.  They were feeling the loss and
many were afraid their relationships with the physicians and
their status on the units would be negatively affected.  It was
important to honor the contributions of these long term
employees.  We focused on the fact that there would be a gain
in efficiency for their teams and reiterated that all the work
they had been doing over the years led us to this improvement
in how we captured information.

A team was formed to help the health unit coordinators navi-
gate through this transition.  Since we felt this change could be
an opportunity to directly affect patient care, the role of the
health unit coordinator was changed to more directly interact
with the patients and families on the nursing units.  We under-
stood this might be a difficult transition for some people who
were in a job with little patient contact to one that would focus
on the patients and their families as opposed to tasks.

We conducted a series of meetings for all team members in
this job class on all shifts.  We first discussed the reasons for the

A service is “diagnostic” if it is an examination or procedure to
which the patient is subjected, or which is performed on materials
derived from a hospital outpatient, to obtain information to aid in
the assessment of a medical condition or the identification of a
disease.

Examples of diagnostic services are blood chemistry, diagnos-
tic x-rays, isotope studies, EKGs, pulmonary function studies,
and thyroid function tests.

Generally speaking, any tests given to determine the nature
and severity of an ailment or injury are considered diagnostic.

Application of the –PD modifier

Modifier –PD is utilized to identify a “diagnostic or related non-
diagnostic item or service provided in a wholly owned or operated
physician office to a patient who was admitted as an inpatient
within 3 days”. Modifier –PD is applied to each individual line
item that meets this definition.

As of July 1, 2012, modifier –PD should be utilized on all claims
submitted for services that are subject to the 3 day payment
window.

Although the wholly owned or wholly operated physician’s
office is responsible for ensuring that modifier –PD is append-
ed to all preadmission diagnostic services and admission-relat-

ed nondiagnostic services, CMS has stated that the hospital
that owns the wholly owned or wholly operated physician
practice or other owned Part B entity, is responsible for making
the determination as to whether a non-diagnostic service is
related to an inpatient admission for which it submits an inpa-
tient claim and the claim for services paid under Part B, must
be submitted accordingly.  Therefore there must be a mecha-
nism put in place through which the hospital is responsible for
notifying the Part B entity of patients who have been admitted
as inpatients, who have had services within the 3 calendar days
prior to admission and the day of admission.  Part B entities
will need to hold claims for services to ensure compliance with
the new instructions issued by CMS and prevent instances of
overpayments.

Payment for Service

When the –PD modifier is appended to a service line, only the
professional component will be paid for services that have
both professional component and technical component split.
For those codes that do not have a professional component
and technical component split, the service will be paid at the
facility rate.

Stacie L. Buck, RHIA, CCS-P, RCC, CIC is the President & Senior
Consultant at RadRx. She can be reached at sbuck@radrx.com
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change: the system was working toward a complete EMR and
this was one step in that process.  We understood that the
change might be threatening to some.  Anxiety, anger, sad-
ness, fear of the unknown, and feelings of loss were common
emotions.  In the meetings and in private conversations we
allowed a specific amount of time for people to express these
feelings.  We acknowledged the difficulty and were sympathet-
ic, but we also made a distinction between “expressing these
feelings and unacceptable behavior.”1(p.25)

Next, we conducted exercises with the groups.  Two posters
were used.  One was titled “What My Job Looks Like Today,” and
the other “What My Job Will Look Like Tomorrow.”  We listed
the aspects of the old processes and asked them to envision
the future.  What tasks would be eliminated?  What tasks would
remain?  What might be new contributions to the flow of their
units?  What could we start doing? What opportunities would
there be for new learning?  We distributed these lists to every-
one in the unit coordinator position.  At the end of the exercise
we “buried” all the past tasks that would be going away and
actually placed them in a box and threw them away.  As the list
of positives grew, acceptance also started to improve.

Most people became excited and were more open to the
change.  A few chose to find another position.  New position
descriptions were written for the system based on the feed-
back and the needs of the units. It took some time, but work-
ing diligently on the transition proved well worth the effort.

Next month I’ll be focusing on the Neutral Zone:  when the old
is half gone and the new has not been fully implemented!

References:

1. Bridges, W. Managing Transitions: Making the Most of
Change. New York: HarperCollins; 1991.

2. Change Management Learning Center web site. 2012.
Available at: http://www.change-management.com. Accessed
February 23, 2013.

Terry Dowd, CRA, FAHRA is the senior clinical manager at Banner
Health System-Baywood in Mesa, AZ. She can be reached at
terry.dowd@bannerhealth.com.

Commentary

An Intimate Look at ELM
By David J Waldron, ELM Program Facilitator

It is amazing to me that the AHRA Executive Leadership and
Mentoring Program (ELM) is already two years old.  The time
has flown by! The concept for ELM was devised at the AHRA
RSNA booth back in November 2010 and was tweaked and fine
tuned with the AHRA leadership team before being launched
in the spring of 2011.  Why was ELM created?  To add a new
executive level dimension to the educational options that
AHRA offers to its members.  ELM also adds a unique aspect:
personal mentoring for a full year for every participant!

Each year, ELM kicks off at the AHRA Annual Meeting with 20
hours of intense classroom sessions on five topics that are so
important in this time of healthcare reform:

- Strategic thinking and business planning
- Using financial and operational reports as management tools
- How to be organized as a lean, low cost operation
- Leading staff to exceptional performance with management
skills and emotional intelligence
- Go-to-market strategy

While working through these five topics, participants form
small breakout groups. Every participant takes a turn as chair
of a breakout group and also as a presenter for their group.
The breakouts address real radiology leadership challenges
and require participants to learn how to effectively use
PowerPoint to present their conclusions and solutions in a
compelling manner.

It has been very noticeable with both the 2011 and 2012 ELM
classes that the participants achieved significant personal
growth during the program in two key areas:

1. The breakouts do not have enough time available to fully
address the breakout topic – just as in real life, decisions have
to be made with as much information as can be developed
quickly in the time available.  The quality of the conclusions
and the decision making process improved dramatically as the
breakout chairs learned to allocate tasks to team members and
thus achieve more in the time allotted.  Achieving productivity
from all team members is a real life issue for all of us in 2013!

2. The quality of the PowerPoint presentations also improved
dramatically.  It was obvious that the teams were developing a
more engaging and persuasive approach to describing the
problem, explaining their analysis, and justifying their deci-
sions.  Being able to deliver compelling presentations to execu-
tive management is a critical skill for the next generation of
radiology leaders.

The classroom sessions really achieve two goals: the partici-
pants dive deeply into some of the hottest management topics
in radiology while achieving a big increase in confidence from
their improved ability to analyze problems and present solu-
tions.

But the ELM program goes even further than that with a men-
toring aspect that begins as soon as the participants have
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returned home from the Annual Meeting.  This is where I have
seen the biggest impact on participants.  I have seen the
approach to analyzing problems and projects become more
structured and thoughtful as the problem solving process
becomes broader and more mature.

I have been asked many times to summarize ELM for radiology
leaders considering their own participation.  I have usually
described the five modules, the classroom and breakout ses-
sions, and the mentoring calls.  But now that the program is
matured, I describe it very differently.  ELM is all about personal
growth for the participants.  Yes, we address the key manage-
ment competencies directors need and we work on practical
problems, but the real essence of ELM is the personal growth
in confidence that comes from working with the other partici-

pants and with me, your facilitator, to fine tune your decision
making, your presentation skills, and your leadership skills.

I am very happy to speak with any radiology director or sea-
soned manager considering participating in the program.
Please email me at djwaldron@tracbiz.com and we will set a
time when I can answer any questions and discuss the pro-
gram. Once you’re ready, you can register for the ELM program
on the AHRA website.

David Waldron is Chief Executive Officer at Traction Business
Development and the facilitator of the ELM Program. He can be
reached at djwaldron@tracbiz.com.

CRA

The RACC – What Do They Do?
By Jacqui Rose, CRA

This past fall, the CRAs were gracious enough to elect me to a
second term as a RACC commissioner, and for that I am truly
grateful.  I thought it would be helpful to share with you what
the RACC does for its current and future CRA members.

The marketing team is working to bring additional value to our
credential.  We are strategically partnering with other imaging
organizations and human resources departments to increase
the importance of the credential within our industry.  We are
also expanding to include the non-traditional market to maxi-
mize our value and market base.  We have broadened our
reach to social media also!  Have you visited us on Facebook or
LinkedIn?  We are also introducing a new line of logo-wear –
click here to check it out!

The entire commission works on item (question) writing for the
test and recruiting interested individuals to assist in this effort.
After the new items are complete, then we do the cut score
testing to determine and validate the pass point.  This is partic-
ularly fun since we all get to take the test again.  Imagine
preparing for it once, then taking it multiple times as a RACC
commissioner.  I remember the first time I was involved in the
cut score function and the panic that set in when they shared
that, yes, I would be taking the test again!  I was so nervous the
first time, and I prepared for about nine months.  This time,
there was no preparation period and all I could think was “what
if I bomb it this time?!”  As it goes, I have been a commissioner
for just over three years and have taken that test two addition-

al times.  The good news is that I did pass, every time!  It is a
great process to experience.

We wouldn’t want to forget everyone’s favorite pastime: writ-
ing, reviewing, and updating policies.  No matter how hard we
try, they follow us everywhere!  We just finished an extensive
review of the current policies to assure that they are current
and evidence based.  A great deal of time was spent research-
ing similar organizations to assure that our policies are evi-
dence based, just like in our other jobs.

Commissioners also deal with questions and requests from
individuals.  Each request or question is brought to the month-
ly commission meetings for resolution.  And let’s not forget
budgeting - we do that too.  As you can see, we do much the
same as each of us do in our “regular” job,  not to mention hit-
ting every one of the domains that the CRA exam covers, asset
management, communications and information, fiscal man-
agement, human resources and operations management.
Being a RACC commissioner is certainly not easy, but it is
rewarding.  Thank you for this opportunity, and please be sure
to contact us if you have specific ideas for us to work on!

Jacqui Rose, CRA is the director of imaging services at Upper
Valley Medical Center in Troy, OH. She can be reached at
jfrose@uvmc.com.
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AHRA News

AHRA New York Group: Winter Meeting
By Daniel DiPaola MS, RT(R), CRA

With increasing demands for radiology department statistics
becoming a way of life, diagnostic imaging leaders gathered
on Friday, March 15 to discuss best practices for organizing
department data. The meeting, which included over 50 repre-
sentatives from New York area hospitals as well as free stand-
ing diagnostic imaging centers, focused on the theme:  “The
Changing Landscape in Medical Imaging: Metrics and
Analytics.”

There were two presentations on the agenda for the winter
meeting. The first was delivered by Gene Bernieri, Diagnostic
Imaging Administrator at OrangeRegionalMedicalCenter, on
the topic: “Effective Dashboards: A Necessity for Success in
Today’s Complex Diagnostic Imaging Department.” Mr.
Bernieri’s presentation demonstrated how the radiology man-
ager can create an effective organizational dashboard that is
fully alignedwith the organization’s strategic mission, as well as
its vision and values. Copies of the PowerPoint® presentation
can be obtained directly from Gene Bernieri at
gbernieri@ormc.org.

The second presentation was by Brian Baker of Regents Health
Resources on the topic: “Datalynx: The Impact of Reform on
Imaging – Four Things You Need to Know.” Mr. Baker’s discus-
sion explored the use of AHRAdatalynx, a sophisticated bench-
marking tool created specifically for medical imaging profes-

sionals. The software includes metrics on productivity, utiliza-
tion, financials, turnaround times, and much more.
AHRAdatalynx is populated with data supplied by AHRA mem-
bers.

Mr. Baker also spoke about his company’s premium product,
Radiology Advisor. This software package can transform exist-
ing radiology department data into meaningful information for
managing operations. Radiology Advisor can track referrals by
physician, modality, and location; review historical, current,
and live data through dashboard displays; and provides bench-
marking and many other functions. The package connects
automatically to enterprise systems, thus no manual entries are
required.  For further information, contact Regents Health
Resources at http://www.regentshealth.com.

Between the two presentations, refreshments were served and
the traditional networking opportunities were in full swing.

The organizers of the meeting wish to thank all those who
attended this informative gathering. Special thanks to the
sponsors of the meeting, AHRA and Regents Health Resources.
The AHRA-NYG also thanks the organizers of this event:
Ernesto Cerdena, Gene Bernieri, Viviana Ruscitto, Becky King,
Rhonda Makoske and Daniel DiPaola.

AHRA News

Seven Reasons to Attend the Annual Meeting
By The Annual Meeting Design Team 

The 2013 AHRA Annual Meeting is fast approaching.  The
Annual Meeting Design Team, along with numerous others
behind the scenes, is hard at work planning an incredible
meeting for YOU, AHRA members and supporters.

Here are seven reasons why you absolutely don’t want to miss
this year’s Annual Meeting taking place in Minneapolis, MN,
July 28-31:

1. Networking. Attending an annual meeting gives you the
ability to network with friends and fellow AHRA members face-
to-face over several days, giving you countless opportunities to
share best practice information with your colleagues and grow
as a leader.  Many life-long professional and personal friend-
ships have begun at an AHRA Annual Meeting.

Reminder: Bring an ample supply of your business cards to
share with your colleagues!

2. 40 years. This year, AHRA celebrates its 40th anniversary. Be
sure to attend the Presidential Reception being held Sunday,
July 28th to spend an exciting evening with past, present, and

future AHRA presidents, Gold Award winners, and Emeritus
members.

3. CEUs. There will be countless opportunities to attend
keynote, break-out, and vendor symposia presentations by
content experts on current industry hot topics, advancements
in technology, regulatory compliance, and evidence based
leadership techniques.  Attending an annual meeting is a great
way to obtain Continuing Education credits.

4. Keynote speaker lineup. Eric Wahl, one of today’s most
sought after professional speakers, motivator and “un-thinker,”
has been confirmed as our opening keynote.  Liz Jazwiec,
Studer Group coach and author, has been confirmed as
Tuesday’s keynote.  Motivational speaker and humorist Scott
Christopher will be the closing keynote on Wednesday with an
entertaining presentation entitled “The Levity Effect”.  This is
one of the best keynote lineups ever and you will not want to
miss a single one!

5. Vendors. The Exhibit Hall will be packed with hundreds of
medical imaging’s leading vendors who will be demonstrating
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AHRA News

The Spring Conference is Going Mobile!
By AHRA Staff

Attendees and exhibitors at our Spring Conference in Los Angeles (April 9-11) are in for a special treat! If you’re attending the
Spring Conference, you will be receiving an email with a link to download our new mobile app.

You’ll be able to access the latest schedule information, maps, exhibitor info, a personalized schedule/to-do list, and more on
your smart phone or tablet - completely free (on iPhone, iPad, and Android devices).  Make sure to pack your phone charger if
you’re joining us in Hollywood – you’re going to want to use this app!

and explaining their current offerings.  This is a great opportu-
nity for attendees to spend quality one-on-one time with
many of the leading technology vendors in the industry.

Vendor Gratitude: Please remember to say ‘thank you’ to all
vendors who support the AHRA.  Their invaluable participation
and ongoing support of the AHRA help make the Annual
Meeting possible.

6. Physician Track. A new Physician Track has been added to
the Annual Meeting itinerary this year!  It will be held on
Sunday, July 28, 2013, and many highly respected physicians
will be presenting information on current topics of interest.
This is the perfect time for the imaging department’s physician
leadership and administrative leadership to come together as a
team and attend a mutually beneficial learning conference.

7. Minneapolis. The location of this year’s meeting is
Minneapolis, Minnesota - a truly beautiful and incredible city!
There are numerous hotels that offer economical accommoda-
tions within walking distance of the Minneapolis Convention
Center.  The easy to navigate downtown area has countless
restaurants, pubs, coffee shops, retail shopping, and cultural
offerings.  And don’t forget the Mall of America is only a short
cab or rail ride from downtown Minneapolis for our ‘shopa-
holic’ attendees.

There are so many reasons to attend the 2013 Annual Meeting.
Why are you waiting?  Register today, and we’ll see you in July!

AHRA News

Member Appreciation
By AHRA Staff

Here, we warmly welcome new members, acknowledge the
tenure of our most committed members, and recognize any
recent successes among all members. If you would like to
acknowledge a colleague, announce a promotion, or make us
aware of an accomplishment please let us know.

New Members (as of March 2013)

Michelle Aines, Middlebury, VT
Brad Albertina, Fairview Heights, IL
William Anderson, Cobin, KY
Mark Arnold, Lake Forest, CA
Kellie Ashley, Winter Park, FL
Cory Avera, Tallahassee, FL
Britt Bennett, Tallahassee, FL
Roberta Bibeault, Belvidere, NJ
Dave Bowen, O Fallon, IL
Jan Brule, Granite City, IL
Tina Buehner, Chicago, IL
Michele Butalla, Marathon, WI
Kim Butcho, Smithfield, PA
Ken Buttone, Austin, TX

Casey Carlson, Bakersfield, CA
Valerie Carter, Lake Forest, CA
Steven Chapman, Lake Forest, CA
Scott Claudin, Libertyville, IL
Denise Cole, Lovelock, NV
Cathy Coleman, New Britain, CT
Lori Cummins, Lake Forest, CA
Chuck Davis, High Ridge, MO
Carissa Exler, Perryville, MO
Gregg Flittner, Lake Forest, CA
Mandee Fulwiler, Tonasket, WA
Robert Garcia, Austin, TX
Vicki Garcia, Breese, IL
Michelle Garza, Chicago, IL
Lisa Gebhart, Belleville, IL
Amanda Gegoux, Austin, TX
Nancy Genetti, St. Louis, MO
Lin Gentile, Akron, OH
Laura Germinario, Clifton, NJ
Josua Gonzalez, New York, NY
Samantha Goodrich, St. Louis, MO
Joshua Greene, Johnson City, TN
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Maria Grismore, Austin, TX
Davida Haas, Stoughton, MA
Susan Heath, Columbus, OH
Jeannie Hedgecorth, Troy, MO
Amanda Henderson, St. Louis, MO
Marlon Johnson, Pittsburgh, PA
Evy Jones, Wenatchee, WA
Gena King, Flemingsburg, KY
Zehra Kujundzic, St. Louis, MO
Haley Lankford, Austin, TX
Adrienne Ledvina, Austin, TX
Rhonda Lennon, Columbus, IN
Joe Lombardo, Brighton, IL
Shawn Lovelady, Woodland, CA
Kenneth Luminais, Sr., Lutcher, LA
Amanda Lutz, Belleville, IL
Sherri Lynn, Austin, TX
Marie Macaluso, Austin, TX
Kellie Markovich, Fayetteville, NC
Curtis Mundy, Gilbert, AZ
Jim Naes, Imperial, MO
Laurie Oberholtzer, Freeburg, IL
Cynthia Oleson, Austin, MN
Angie Otero, Austin, TX
Tammy Overstreet, Midlothian, VA
Jacqueline Owens, Belleville, IL
Chris Petterson, Belleville, IL
David Piazzo, Norwood, MA
John Pineiro, Merrimack, MA
Liz Quam, Lake Forest, CA
Terry Rabideau, Lake Forest, CA
Teresa Rangel, Visalia, CA
Clint Ratliff, Clarksville, AR
Marc Renn, Quakake, PA
Derek Robinson, Gilbert, AZ
Julie Rodriguez, Austin, TX
Ken Roos, Minneapolis, MN
Michael Rubin, Akron, OH
Christopher Salgado, El Centro, CA
Don Salyer, Wexford, PA
Fred Scherman, Minneapolis, MN
Sharron Scott, Tinley Park, IL
Ashley Serra, Ladera Ranch, CA
Anthony Sikorski, Moon Township, PA
DeLynn Silvestros, Affton, MO
John Steinbrenner, Franklin, WI
Jacqueline Stewart, Belleville, IL
Nita Toth, St. Louis, MO
Thomas Tran, Stanford, CA
Sanya Tyler, Washington, DC
James Varcarolis, Lafayette, LA
Kevin Vernon, Lake Forest, CA
Jane Weir, Rockville, MD
Jeffery Westerholt, Concord, NC
Dave Williams, Horsham, PA
Ute Woods, Alton, IL
Nitin Yadav, Birmingham, AL

Do you know someone who can benefit from an AHRA mem-
bership? Let us know! Send contact information to our mem-
bership department at memberservices@ahraonline.org.

Member Anniversaries (as of April 2013)

25+ Years

Larry Kirschner (39)
Roland McGraner (36)
Michael Newton (33)
Debra Duke (28)
Gary Britt (26)
John McHargue (26)

10-24 Years

Jeffrey Palmucci (24)
Frank Crua (21)
Rhonda Tully (18)
David Bowlsby (17)
Terry Cayton (17)
Brian Hennebry (17)
Sherrie Kinney (17)
Maria Francesco (16)
Kathleen Manhan (16)
George Ochoa (14)
Russell Smith (14)
Walter Bowman (14)
Chuck Fritz (14)
Onalee Shinn (13)
Beverley Sorci-Roberts (13)
Cindy Wise (13)
Constance White (13)
Gregory Scott Miller (12)
Al Corwin (12)
Michelle Waldrop (12)
Robin Brown (12)
Victor Ghioni (12)
Kim Halliburton (12)
Lori McClure Smith (12)
Rita Warren (12)
Pamela Addy (12)
Diane Weber (12)
Christopher Balbi (12)
Dennis DePascal (12)
Debra Brightwell (11)
Roberto Floro (11)
Lynn Graves (11)
Maureen Green (11)
Scott Hartman (11)
Matthew McKinney (11)
Linda Womack (11)
Kristy Trent (11)
Sheryl Abercrombie (11)
George Lowe (11)
Robert Earnest (11)
Kristen Moak (11)
Eddy Mahaffey (11)
Patricia Duncan (10)

     

ahra



     

ahraLink April 2013 011

Donna Kinslow (10)
Charles Pietrangelo (10)
Robyn Austin (10)
Randall Gray (10)
Shelly Meese (10)
Robert Weisbecker (10)
Karen Herczeg (10)
Kenneth Damron (10)

5-9 Years

Mary Thomas (9)
Mary Ellen Wilson (9)
Ronald Knuutila (9)
Peter McCormack (9)
Joyce Cothren (9)
Michael Cragin (9)
James Greene (9)
Paula Gonyea (9)
Robert Wilkins (9)
Deborah King (9)
Gregory Fenstermaker (9)
Tanaine Hukill (9)
Michael Blakeslee (9)
Cynthia Robertson, M. ED. (9)
Cynthia Reed (8)
Billie Slinde (8)
John Detelich (8)
Lee Swanson (8)
Becki Cumbach-Perkins (8)
Amanda Daugherty (8)
Bernadette Kennedy (8)
Pamela Mitchell (8)
Donald Moore (8)
Randy Packard (8)
Christina Oliver (8)
Mark Everett (8)
Gaetano Fata (8)
Aileen Garrett (8)
Brian James (8)
Laurie Slater (8)
Donald Elting (8)
Richard White (8)
Norene Mullaney (8)
Robert White (8)
Cheryl Hoover (7)
Anna Kinney (7)
Rhonda Makoske (7)
John Mayben (7)
Sue Rysted (7)
Lanamaria Smallwood (7)
William Stepaniuk (7)
Fred Maier (7)
Debra Casey (7)
Sixto Garza (7)
Syed Haidry (7)
Dawn McNeil (7)
Donna Morris (7)
Christopher Hayman (7)

Constance Wagers (7)
Deanna Roe (7)
Carmen Saunders (7)
Charles Nagel (7)
Bart Thompson (7)
April Hammarsten (7)
Benny Hopper (7)
Anthony Lunsford (7)
Krista Christensen (6)
Shannon Daniel-Carter (6)
Kim Lamb (6)
Timothy Moore (6)
Shane Ryan (6)
Scott Bracci (6)
Richard Golab, Jr. (6)
Rae Kaare (6)
Kathleen Kennedy (6)
Connie Mitchell (6)
James Temme (6)
Corinne Watson (6)
Susan Woodward (6)
Harold Blair (6)
Sean Cowman (6)
Laurie Hitzel (6)
Jeneen Simmons (6)
Michele Elliott (5)
Kimberly Mahoney (5)
Chol Kim (5)
Monica Caldwell (5)
Barbara Becker (5)
Jennifer Eligon (5)
Sharon McKinney (5)
Karen Lebiednik (5)
Georgann Bruski (5)
Anthony Graphenreed (5)
Jim Wall (5)
Mark Keller (5)
Hannah Sparks (5)
Thomas Quinn (5)
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