
 

 

September 11, 2017 
 
The Honorable Seema Verma 
Administrator  
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
P.O. Box 8013 
Baltimore, MD 21244-8013 
 
Submitted electronically via http://www.regulations/gov 
 
RE: Proposed Policy, Payment, and Quality Provisions Changes to the Medicare Physician Fee Schedule for 
Calendar Year 2018 
 
Dear Administrator Verma: 
 
The Radiology Business Management Association is pleased to offer these comments regarding the proposed 2018 
Medicare Physician Fee Schedule.  
 
ABOUT RBMA 
 
Founded in 1968, the RBMA represents over 2,300 radiology practice managers and other radiology business 
professionals. In the aggregate, RBMA’s influence extends to over 24,000 radiologic technologists and 26,000 
administrative staff. RBMA is the leading professional organization for radiology business management, offering 
quality education, resources and solutions for its members and the health care community, and helping shape the 
profession’s future.  
 
APPROPRIATE USE CRITERIA (AUC) & CLINICAL DECISION SUPPORT MECHANISMS (CDSM) 
 
AUC in 2019  
RBMA supports CMS’ initiative to move forward with implementation of AUC/CDSM effective January 1, 2019 and 
the parameters as outlined in Section 218(b) of the Protecting Access to Medicare Act of 2014 (PAMA). As noted in 
RBMA’s comments regarding the Quality Payment Program (QPP) rule, we support the “direct tie between MIPS and 
the AUC program” regarding the use of a CDSM as a “high-weight” improvement activity. (See CY 2018 Quality 
Payment Program Proposed Rule (83FR 30010 (/citation/82-FR-30010).   
 
RBMA supports the language of the proposed rule and notes that it is important for the integrity of this program to 
follow PAMA as Congress intended — with the ordering provider performing the consult through a qualified CDSM. 
The “educational and operations testing period,” as defined by CMS for calendar year (CY) 2019, will allow referring 
physicians to plan for a more practical implementation of CDSM. This additional testing year will allow ordering 
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professionals to utilize AUC consultation information on claims without the risk of penalizing the rendering 
physician if the information is not reported correctly.  
 
Claims Reporting 
RBMA continues to be vigilant in urging CMS to develop and test a claims-reporting solution that includes the AUC 
consultation information. Notably, PAMA emphasizes that ordering physicians should not shift the requirement to 
consult AUC to radiologists, and imaging providers should not perform AUC administrative duties for referring 
providers. To meet the statutory mandates outlined in PAMA, RBMA believes it is critical for CMS to specify that 
responsibility for performing and documenting consultation of AUC via CDSM resides with the ordering provider or 
a designee within their own practice. CMS should provide direct and clear guidance on this reporting process. 
 
Further, RBMA recommends that in order to develop a seamless claims process, CMS should develop a HCPCS G code 
that would denote a rendering provider was not given information that a CDSM was consulted. During a voluntary 
reporting period that CMS expects to begin in July 2018, there may be an opportunity for CMS to collect the data and 
provide focused education for providers not consulting CDSM. Further, CMS should consider including this G code in 
meeting the CDSM mandate and allow payment to the rendering physician-radiologist once the educational and 
operations testing period has ended.  
 
Hardship Exemption 
CMS is providing a hardship exemption from AUC consultation for ordering providers who are not required to meet 
Advancing Care Information (ACI) under MIPS.  Currently, ACI hardship determinations are done retroactively in the 
year after the performance period. 
 
Starting in 2019, Medicare payment for CT, MRI, PET and Nuclear Medicine services will be contingent upon AUC 
consultation, as documented on rendering provider claims.   RBMA believes rendering providers will be reluctant to 
accept such orders in the absence of required AUC consultation information. Therefore, it will be critical for 
rendering providers to know well in advance of receiving an order for a study requiring AUC consultation whether 
the ordering provider has been granted an exemption for the planned date of service. This conflict between AUC 
consultation documentation being required for reimbursement to the rendering provider and the lack of required 
AUC consultation by exempt ordering providers could result in a loss of both the financial gains AUC CDSM has 
promised, and also the improvement in medical necessity and appropriateness leading to improved quality of care. 
 
RBMA believes that CMS should not allow for exemption from CDSM utilization. All ordering providers will have 
access to CDSM through the rendering providers or their associated facilities either as a licensed participant or free 
portal access. It is only through the uniform application of CDSM that the financial and quality gains of this tool will 
be demonstrated. 
 
If CMS is not able to remove the exemption, RBMA is concerned about the scope of the hardship exemptions under 
the criteria listed in § 495.102(d)(4)(iv)(A) and (B). Specifically, the exemption for “inability to control the 
availability of Certified EHR Technology” and “lack of face-to-face or telemedicine interaction with patients” could 
be broadly interpreted to apply to many hospital-based physicians, including emergency room (ER) providers, most 
of whom should be apt to meet AUC requirements.  
 
If CMS allows exemptions from AUC consultation requirements, and payment to rendering providers is contingent 
upon AUC consultation by ordering providers, then it will be critical that CMS publish lists of exempt providers 
names and NPI numbers prospectively, so that rendering providers will be able to verify exemption at the time an 
order is received. 
 



SITE NEUTRAL POLICY 
 
RBMA does not support the proposed reduction in payments to Hospital Outpatient Departments (HOPD) from 50% 
to 25% of the Outpatient Prospective Payment System rate. We believe that payments to HOPD should remain at the 
50% level for several reasons: 
 

• CMS’ own analysis comparing MPFS payment levels to Ambulatory Payment Classification (APC) payment 
levels have the average at 45%.  

• CMS assumes that reimbursement of the Technical Component (TC) of imaging in the MPFS covers the cost 
for the procedure. Realistically, most providers of outpatient imaging will report that the current TC payment 
does not cover the cost of the TC and, therefore, most HOPDs require higher private payor reimbursement 
to cover the differential, therefore, driving up the cost of imaging in this setting.  

• HOPDs have higher regulatory scrutiny (Joint Commission, Department of Health & Human Services, state 
and local licensing and regulatory health agencies, etc.) than a private physician office setting that provides 
outpatient imaging.  

• CMS should continue to analyze the data collected in 2016 under the “PO” modifier and scrub the current 
data submitted under the “PN” modifier in order to determine the financial impact and also make that 
information available for public review and comment. 

 
PROPOSED PAYMENT CUTS 
 
RBMA appreciates CMS using the CY 2018 MPFS proposed rule to expand on innovative policy ideas and to address 
radiology industry concerns. However, RBMA remains concerned about the continued reduction of payments to 
providers of imaging services. Over the course of the past 10 years, these cuts to imaging payments under Medicare 
have imposed severe financial hardships on radiology practices and facilities and have challenged the efforts of these 
practices to provide and maintain a high quality of radiology services.  
  
The CY 2018 MPFS proposed rule continues this trend. CMS proposes updates to the practice expense (PE) Relative 
Value Units (RVUs), which will have a negative impact on a range of imaging specialties, including radiology (-1%), 
diagnostic testing facilities (-6%), interventional radiology (-1%), and radiation oncology and radiation therapy 
centers (-1%).  
 
As RBMA has expressed in the past, there are few businesses or professions that can absorb these continued payment 
cuts — amounting to greater than 50% over the last 12 years — and remain financially viable. RBMA is concerned 
that continued erosion of Medicare payments for imaging services will have serious consequences to not only 
providers, but also to Medicare beneficiaries. The ongoing reduction in payments to radiology practices threatens to 
undermine the existing quality standard, which requires an increasingly elevated and complex level of training for 
radiologists, technologists and medical information technology personnel, as well as continuous maintenance and 
replacement of expensive imaging equipment and related software.  
 
A number of imaging centers have closed in the last year and we expect further access challenges in the near future. 
These payment reductions may have unintended consequences of an unforeseen magnitude, as commercial payors 
ften follow CMS’ lead in reducing payments for services, which, of course, further exacerbates the impact of these 
policies. We suggest CMS look more intently to reduce expenditures by eliminating unnecessary and inappropriate 
utilization of imaging through a strong AUC CDSM program as proposed above. 
 
 



Thank you for your attention to these issues.  RBMA stands ready to assist the agency with the 2018 Medicare 
Physician Fee Schedule implementation.  Please contact Robert Still, Executive Director (bob.still@rbma.org) if you 
wish clarification of any of our comments or wish to discuss further. 
 
Sincerely, 
 

    
Thomas C. Dickerson, Ed.D, FACHE  Linda Wilgus, CPA, CMPE 
President     Chair, Federal Affairs Committee 
CEO Clinical Radiologists    Executive Director/CFO 
Quincy, Illinois     Northwest Radiology Network 
      Indianapolis, Indiana 
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