
 

September 10, 2018 

 

The Honorable Seema Verma, Administrator 

Centers for Medicare and Medicaid Services 

Attention: CMS-1693-P 

P.O. Box 8016 

Baltimore, MD 21244–1850 

 

Dear Administrator Verma: 

 

On behalf of AHRA, The Association for Medical Imaging Management, we are pleased to 

submit the following comments on the 2019 Medicare Physician Fee Schedule (PFS) proposed 

rule (CMS-1693-P). AHRA is the professional organization representing management at all 

levels of hospital imaging departments, freestanding imaging centers, and group practices. 

Founded in 1973, AHRA’s 5500 members reach across the country and around the world.  

 

Our comments are focused on two issue areas: 

 

1-The Appropriate Use Criteria policy for advanced diagnostic imaging services; and 

2-The proposals surrounding radiologist assistants. 

 

Appropriate Use Criteria ~ Proposals for Continuing 

Implementation 
 

A. Expanding Applicable Settings 

 

AHRA appreciates CMS clarification of adding Independent Diagnostic Testing Facilities 

(IDTFs) to the list of applicable settings. We agree that adding IDTFs as an applicable setting 

would ensure that the Appropriate Use Criteria (AUC) program is consistently applied across the 

range of outpatient settings where applicable imaging services are furnished.  

 

B. Consultation by Ordering Professionals 

 

AHRA is concerned with the proposed rule regarding who must consult AUC through a qualified 

Clinical Decision Support Mechanism (qCDSM).  

 

We are concerned that CMS is allowing delegation of AUC consultation to other personnel. We 

strongly believe that the ordering professionals should consult the AUC themselves.  
 

If ordering professionals are allowed to delegate the AUC consulting task to auxiliary personnel, 

the purpose of the AUC program is undermined. Our concern is that auxiliary employees will 

learn how to query the AUC through the qCDSM in a manner that results in a response of 

“adheres” for the type of image the ordering professional requests. 

 

Furthermore, feedback from the AUC set may not be fully understood by the auxiliary personnel 

and therefore may not be properly conveyed to the ordering professional if this task is delegated 
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out. If the goal of this initiative is to educate ordering professionals on the most appropriate 

modalities for various diagnostic information, then direct communication with the AUC by the 

ordering professional is essential. 

 

While the ordering professionals may also quickly learn how to finesse the AUC process to get 

the desired adhere result, if they are required to interact with the mechanism themselves, they 

will at least be directly exposed to the latest clinical thinking on appropriate imaging.  

 

Furthermore, we believe that the language in Section 218 of PAMA is quite clear that the 

ordering professional, and no other personnel must consult the AUC. 

 

an ordering professional shall— 

(i) consult with a qualified decision support mechanism listed under paragraph 

(3)(C); and 

(ii) provide to the furnishing professional the information described in clauses (i) 

through (iii) of subparagraph (B). 

 

We understand and appreciate that CMS is seeking ways to minimize the burden of this new 

Medicare requirement; however, we strongly believe that any delegation to any staff defeats the 

purpose of the program and will ultimately yield inaccurate ordering data. 

 

Additionally, we are concerned that CMS justifies their approach by stating that this “still 

accomplishes the goal of promoting the use of AUC.” The goal of the program is not to promote 

AUC for the sake of needing to use AUC. Instead, the goal of the program should be to promote 

evidenced-based care and improve imaging utilization. This is an important distinction to make, 

and if we are to achieve the true goals of the program, we believe that ordering professionals 

must consult AUC themselves.  

 

CMS is appropriately recognizing that certain health professionals who are not physicians 

(Physician Assistants, Nurse Practitioners, Clinical Nurse Specialists, etc.) may either 

independently or under physician supervision (depending on state law), order advanced imaging 

procedures. We support the inclusion of these professionals as “ordering professionals” and this 

is consistent with the statute.   

 

Our concern is with the ability of the ordering professional to delegate the consultation 

responsibility to so-called auxiliary personnel. This term is undefined by CMS and can refer to 

anyone meeting the incident to requirements which have no requirement for clinical education or 

experience.  

  

C. Reporting AUC Consultation Information 
 

AHRA appreciates the clarification that AUC consultation information must be included on the 

practitioner’s claim for the professional component and on the furnishing professional’s claim 

for the facility portion or technical component.  

 

D. Claims-Based Reporting 
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AHRA remains primarily concerned with the administrative burden and cost of implementing the 

appropriate use criteria policy. We are disappointed to see that CMS is once again proposing to 

use G-codes and modifiers to report AUC information on claims. As we pointed out last year, we 

feel that this methodology will be particularly costly and burdensome to implement. We strongly 

urge CMS to consider alternatives to AUC reporting. 

 

If CMS chooses to finalize the AUC reporting policy as is, we believe it should only be a short-

term, temporary solution, while better AUC reporting methods are developed. AHRA continues 

to support a Unique Consultation Identifier (UCI) methodology as the final claims reporting 

methodology. We recommend that CMS provide a timeline with specific dates detailing the 

transition away from modifier-based claims reporting towards a UCI-based system. AHRA 

believes that this transition should occur within two to three years.  

 

As we have stated in previous comments, it takes an average of eighteen months to implement 

new IT systems or processes in a hospital environment and that is after the project scope and 

funding has been approved.  

 

The primary reason we oppose the G-code plus modifier approach to AUC reporting involves the 

transfer of adherence data from the ordering professional to the billing department. Adding a G-

code that indicates which qCDSM was used is relatively easy to implement. However, there is 

currently no IT solution that can identify adherence results reported on an order per line item and 

automatically append the proper adherence modifier with the proper HCPCS code after the claim 

is generated. We do not anticipate that such a solution could be implemented in time for a 

January 1, 2020 start date. As a result, AHRA projects that significant manual intervention will 

have to occur for each and every claim affected by the AUC policy.  

 

This problem is magnified by the large prevalence of paper orders, whereby imaging 

departments and centers will have to manually key in the G code and adherence information. The 

latest AHRA AUC/CDS Implementation survey revealed that responding organization reported 

current volumes of paper claims ranging from 25-50%.   

 

We understand that there are significant hurdles to the development of a single UCI, but we 

believe that CMS must work with the imaging community to overcome these hurdles if we wish 

to create a sustainable policy.  

 

AHRA encourages CMS to revisit the concept of a qCDSM registry as a way to ascertain 

AUC information through a UCI system. 

 

We note that the Protecting Access to Medicare Act (PAMA), the law that mandates AUC 

consultation, states that each claim must contain “information about” which qCDSM was 

consulted, and “information regarding” adherence. We believe that the presence of information 

(such as a UCI) on the claim that does not directly indicate qCDSM used or adherence, but rather 

links to a registry, maintained by the qCDSM, that contains all necessary AUC information, 

would satisfy the law.  
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Using a registry would potentially allow CMS to gather other useful data about the AUC 

consultation that they will not be able to ascertain with the G-code plus modifier approach. For 

instance, if an ordering professional decides to change the image he or she orders based on the 

AUC consultation, that information could be captured by the qCDSM and analyzed by CMS to 

make future decisions regarding appropriate use criteria. With the current G-code plus modifier 

approach, this type of data will not be captured by CMS.  

 

CMS should standardize the qCDSM requirement to produce a UCI and require that this 

number be appended to all orders. 

 

AHRA believes other helpful steps could be made by CMS in the interim to develop a UCI-

based claims reporting system. CMS should 1-standardize UCI numbers across qCDSM systems 

and 2-require that these UCI numbers be appended to each order. This would allow the qCDSMs 

to become “smart” numbers that could contain the information therein necessary to enable UCI-

based reporting. If CMS initiates these steps now we believe that a UCI-based claims reporting 

solution could be developed relatively quickly. 

 

Equally important, this type of approach would, we believe, allow facilities to use the same 

administrative and operational processes that are currently in use for the capturing and reporting 

prior authorization information on commercial claims.   

 

E. Significant Hardship Exception 

 

AHRA generally supports the proposal regarding significant hardship exceptions. We believe 

that modifier codes would be a good way to communicate these exceptions. CMS should clarify 

if they expect to use one modifier for all the different significant hardship categories or if they 

expect to use different modifiers for the different hardship categories.  

 

Other Issues Related to Appropriate Use Criteria 

 

Holding Furnishing Providers Harmless 

 

AHRA urges CMS to clearly state that furnishing professionals will be held harmless if the 

ordering professional conveys incorrect AUC information to the furnishing professional on 

the order. Furnishing providers should be able to trust the information given to them on the 

order and proceed without fear that what was given to them is fraudulent or incorrect.  

 

Without this assurance, many furnishing providers will feel obligated to re-verify the AUC data. 

Essentially, creating a second query of the AUC data to ensure that what is on the order is 

correct. This would create additional and unnecessary administrative burden, and thus should be 

avoided if possible.  

 

If the imaging facility faithfully passes along the qCDSM/AUC information the facility receives 

on an order, the imaging facility should feel confident that Medicare will not recoup any of the 

furnishing professional’s reimbursement for those advanced imaging services based on AUC 

grounds. If the ordering professional is found to be fraudulently or inaccurately appending AUC 
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information to orders, then that ordering professional should be held liable, not the furnishing 

providers.   

 

Ordering Professional NPI Not Addressed 

 

AHRA notes that this proposed rule contained no mention of how CMS expects the ordering 

professional’s NPI to be appended to facility CMS1450/UB04 claims. We are concerned that this 

important aspect of claims reporting is not getting more consideration.  

 

During our discussions with imaging stakeholders and standards committees, we learned that the 

electronic version of the institutional claim (837i) does not currently have any field that might be 

able to host the ordering NPI data. We also learned that readying a field for this data may require 

years. 

 

AHRA has submitted change requests to the NUBC and X12 standards bodies informing them of 

the need to, at a minimum, ready the claims forms they oversee for AUC claims reporting. 

However, since CMS has the final say this request must come from CMS as soon as possible. 

The standards organizations will not make changes to their forms until they know exactly what 

CMS expects. We urge CMS to consider how you expect the ordering professional’s NPI to be 

reported on both the CMS-1450 (UB-04) as well as the electronic equivalent 837i.  

 

Needless to say, it is important that imaging centers and departments be able to bill for advanced 

imaging electronically. Our understanding is that it may be easier and quicker to update the paper 

forms, but getting the electronic crosswalk to work properly will require some time and the 

involvement of X-12. We urge CMS to provide as much language as possible on the location 

of the ordering professional’s NPI on the claims forms in the final rule. This will allow the 

standards organizations to begin working through their processes.  
 

Radiologist Assistant 
 

CMS is proposing to revise their regulations to specify that designated diagnostic imaging tests 

which currently require a personal level of supervision may be furnished under the direct 

supervision of a physician when performed by a Registered Radiologist Assistant or Radiologist 

Practitioner Assistant in accordance with state law and state scope of practice rules governing 

RRA or RPA practice.   

 

In order for an individual to qualify as an RRA or RPA, he/she must be a Registered Radiologist 

Assistant (RRA) certified by The American Registry of Radiologic Technologists (ARRT) or a 

Radiology Practitioner Assistant (RPA), certified by the Certification Board for Radiology 

Practitioner Assistants.   

 

AHRA is pleased to provide strong support for this change in supervision standards for 

RRAs and RPAs to allow them to perform tasks and services under a level of supervision 

commensurate with their formal education and certification as a Radiologist Assistant or 

Radiology Practitioner Assistant in accordance with state law. 
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Conclusion 

 

Your consideration of these comments/questions is appreciated. Should you have any questions 

or need any additional information, please do not hesitate to contact: Sheila M. Sferrella, CRA, 

FAHRA, ssferrella@regentshealth.com Chair, AHRA Regulatory Affairs Committee. 

 

Sincerely, 

 
Edward J. Cronin, Jr., CAE 

Chief Executive Officer 

 

mailto:ssferrella@regentshealth.com

