
 

______________________________________________________________________________________ 

490-B Boston Post Road, Suite 200 • Sudbury, MA 01776  

Toll-Free: (800) 334-2472 • Phone: (978) 443-8046 • Email: info@ahra.org • www.ahra.org 

 

 

 

October 5, 2020 

 

The Honorable Seema Verma, Administrator 

Centers for Medicare and Medicaid Services 

CMS-1734-P 

P.O. Box 8016 

Baltimore, MD 21244 

 

Dear Administrator Verma: 

 

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

submit the following comments on the 2021 Medicare Physician Fee Schedule (PFS) proposed 

rule (CMS-1734-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 5000 members reach across the country and around the world.  

 

Our comments are focused on the following issue areas: 

 

 -Payment for Evaluation and Management Services 

 -Supervision of Diagnostic Test by Certain Non-Physician Practitioners (NPPs) 

 -Appropriate Use Criteria 

 

Payment for Evaluation and Management (E/M) Services 
 

The AHRA is concerned about the sizable cuts this update will impose upon both the technical 

component and professional component of radiology paid through the physician fee schedule. 

This revaluation of E/M codes will result in significant cuts to specialties who do not frequently 

bill E/M codes. Particularly in light of the COVID-19 public health emergency (PHE) shifting 

reimbursement in such a manner is inappropriate and will ultimately negatively impact patients.  

 

While we do not object to the E/M codes being modernized and revalued we believe that CMS 

should work with Congress to waive the budget neutrality requirements that lead to such 

drastic cuts to certain specialties during the middle of a PHE. If budget neutrality is not 

waived by Congress, CMS should delay these E/M revaluations. 

 

A significant payment shift and shake up of this nature should not be done during a pandemic 

when it is still very unclear what healthcare will look like going forward. The E/M revaluation 

was designed before COVID-19 and key assumptions made about things like the utilization of 

imaging equipment no longer are valid.  

 



 

 

 

Imaging facilities are scheduling patients at a less frequent rate in order to provide time to 

disinfect equipment and the 90% efficiency assumptions used to underpin the E/M revaluation 

are out of date. 

 

The normal turn-around time for MRI and CT scans has increased from 5 minutes to 15 minutes 

or more for many of our members. While some of our members are beginning to approach the 

imaging volume they had before the pandemic, they are only able to do this through extended 

hours. Profit margins for many imaging centers are still down even if patient volume is back to 

normal levels.  

 

Again, we hope that CMS will delay this revaluation if Congress does not waive the budget 

neutrality requirements. This is simply not the time to make permanent shifts in reimbursement 

policy.  

 

Supervision of Diagnostic Test by Certain Non-Physician 

Practitioners (NPPs) 
 

AHRA does not support extending the interim policy that allows Nurse Practitioners, 

Certified Nurse Specialists, Physicians Assistants, and Certified Nurse Midwives to 

supervise diagnostic tests.  
 

Extending this policy presents unnecessary risks for patients. Radiologists remain the most 

qualified professionals to supervise diagnostic tests and we believe CMS should not defer to state 

scope of practice when it comes to supervision of diagnostic tests. Imaging diagnostic tests 

should primarily be supervised by radiologists who have the expertise and training required to 

ensure a high quality of care for the patients. Lastly, we believe that these NPPs should not be 

allowed to interpret images, as they have not undergone the training necessary to properly read 

medical imaging.  

 

Appropriate Use Criteria  
 

AHRA recognizes that Appropriate Use Criteria policy was not proposed in the 2021 Physician 

Fee Schedule Proposed Rule. However, we feel that it is important for us to comment on this 

policy as it remains the most significant long-term policy issue for our members.  

 

The Appropriate Use Criteria (AUC) program was recently delayed, once again, until 2022. 

AHRA is appreciative of CMS’s willingness to delay the program to ensure that rollout of the 

AUC mandate is smooth, and we believe that this latest delay to 2022 is appropriate. 

 

However, AHRA is concerned that the path forward on AUC is unclear. CMS offered no 

commentary on the decision to move back the start of the program, and some stakeholders are 

beginning to wonder if the program will ever begin in earnest. We have been advising hospitals 

and providers to prepare and invest in qualified Clinical Decision Support Mechanism (qCDSM) 

systems to get ready for full implementation, but some now worry that their investment might be 

all for not.   



 

 

 

 

We are now scheduled to begin this program 5 years after the implementation date mandated in 

section 218(b) of the Protecting Access to Medicare Act of 2014. The delay has been necessary 

to ensure that medical imaging is not significantly disrupted by this new mandate. However, 

AHRA believes that CMS should publicly indicate whether or not they believe they can 

implement the mandate as described in the statute; or if they believe statutory changes are 

necessary to properly implement the program. 

 

We understand that the real time reporting aspect of the mandate has been a significant challenge 

for CMS to implement and is primarily responsible for the delays thus far. If reporting the 

information on each and every advanced imaging claim is too difficult to effectively administer, 

we believe that the spirit of the mandate may still be met by requiring providers to occasionally 

submit data from their qCDSMs to CMS for evaluation. Using the qCDSM as a registry could 

allow CMS to still collect data on ordering providers and the appropriateness of their orders 

without requiring each and every claim to have AUC information. If CMS and Congress opted to 

go in that direction as an alternative, AHRA would be ready and willing to provide technical 

feedback on that option.  

 

If CMS wants to initiate this policy, (without a change in the statute) in totality by January 1, 

2022 AHRA suggests laying out, publicly, exactly what challenges still exist for the entire 

community to see. Increased transparency surrounding this program would help the entire 

medical imaging community and our ordering professionals make more informed decisions 

regarding investing in and preparing for AUC.  

 

The biggest concern we continue to have with the AUC policy is the fact we believe the 

language surrounding who the ordering professional may delegate the consultation to is 

vague and open for interpretation.  

 

Currently, ordering professionals are allowed to delegate to “clinical staff under the direction of 

the ordering professional.” This language simply allows too much room for interpretation. We 

are concerned that ordering professionals will “direct” imaging centers to perform the 

consultation on their behalf and that the clinical staff actually performing the AUC consultation 

may not have a direct relationship with the ordering professional.  

 

Under this policy, we predict that some imaging centers will offer to take care of the AUC 

consultation for the ordering professional. In this scenario, the ordering professional will not be 

exposed directly to either the qCDSM system or sets of Appropriate Use Criteria.  

 

Without this exposure, ordering professionals will not receive the feedback they need to improve 

their ordering habits. and undermines the purposes of the mandate. Furthermore, providers may 

gravitate towards and push their patients towards the imaging centers or independent diagnostic 

testing facilities that offer to do the AUC consultation for the ordering professional.  

 

If this were to occur, which we believe is likely, the intent of the program to educate ordering 

professionals on the appropriate use of imaging will be significantly undermined. Instead the 



 

 

 

onus of checking the sets of appropriate use criteria via qCDSMs will be put on the imaging 

centers and facilities performing the technical component of the advanced imaging.  

 

In the coming months, AHRA hopes to work with CMS on the next steps for the Appropriate 

Use Criteria Mandate. We appreciate the careful approach CMS has taken thus far in rolling out 

this policy and we are hopeful that we can work together to achieve full implementation.  

 

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, 

 

Daniel Kelsey 
 

Daniel Kelsey, MS, MBA, CAE 

Chief Executive Officer 
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