
If passed, the Children’s Health and Medicare 

Protection Act of 2007 (CHAMP) could mandate imaging 

center accreditation standards and nonphysician certifica-

tion requirements for radiology professionals. The House 

approved the legislation in August. It will soon hit the 

Senate floor as part of the Congressional effort to reau-

thorize the State Children’s Health Insurance Programs 

(SCHIP). Although many radiology officials support fed-

erally mandated quality measures for imaging services, 

there’s plenty of financial and compliance details in the 

proposal to cause concern.

Proposal details

The House proposal would, among other items,  

condition Medicare Part B payment for diagnostic  

imaging services on accreditation and impose personnel  

CHAMP legislation targets 
radiology reimbursement 
and accreditation

credentialing requirements. CHAMP calls for annual sur-

veys and personnel certification for a large number of 

diagnostic imaging modalities.  

The proposal would require those working with 

diagnostic imaging to obtain certification from a profes-

sional organiza-

tion, licensure, 

or by another 

method. Although 

many states have 

begun to imple-

ment minimum 

requirements for 

radiology technol-

ogists and other nonphysician imaging practitioners, no 

standard, nationwide credentialing requirement exists. 

Further, CMS currently only requires nonphysician per-

sonnel to meet any credentialing standards if the imag-

ing center is enrolled as an IDTF.

Industry reaction

Despite general support for the legislation, some in-

dustry associations hope to convince Congress to change 

certain parts of the proposal.

CHAMP’s current provisions act merely as an  

equipment certification requirement, says Orrin 

Marcella, assistant director of congressional affairs  

for the American College of Radiology (ACR). 

“[Although] the framework of a good accreditation 

policy is there, [the proposal] is not [a true] accreditation, 

because language added in the final markup removes the 

physician component of facility accreditation,” Marcella 

explains.  

He believes the current language neglects to indi-

cate whether technologist certification for accreditation 

applies. The ACR says it will advocate for full certification 
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“�[Because] imaging is 

a fast-growing Part B 

service, the likelihood 

is that it will be subject 

to large reimbursement 

reductions year after year 

under this policy.”
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requirements for all providers of advanced modalities 

as the bill moves forward in the legislative process, says 

Marcella.

The American Society of Radiologic Technologists 

(ASRT) says CHAMP should incorporate the educational 

and certification standards set forth in another bill—

Consistency, Accuracy, Responsibility, and Excellence in 

Medical Imaging and Radiation Therapy (CARE). 

The CARE bill sets out stronger educational and cer-

tification standards than CHAMP, according to ASRT. 

In an August 2 press release, the society also criticizes 

CHAMP for failing to set standards for “all individuals 

performing medical imaging and radiation therapy in all 

healthcare settings instead of only setting standards for 

diagnostic imaging examinations and leaving out inter-

ventional and therapeutic procedures.”

The CHAMP and CARE bills differ in their defini-

tions of radiation imaging, according to Christine Lung, 

director of government relations for ASRT. The CARE 

bill definition is more expansive than that in the CHAMP 

legislation. It applies to anyone who performs radiation 

imaging and therapy. CHAMP’s definition excludes radia-

tion therapy and interventional radiology.

Reimbursement changes

CHAMP also proposes the following reimbursement 

changes that might adversely affect radiology: 

➤ Pay cuts. Although the bill would end global 

billing—a move the ACR supports—it also increases the 

discount from 25% to 50% for the technical component 

of multiple procedures performed in a single imaging ses-

sion involving consecutive body parts. 

Although the bill focuses on Medicare Part B pay-

ments and nonhospital services, the 50% reduction for 

contiguous body parts will certainly affect hospital-based 

imaging, says Lung.

Meanwhile, CMS has suggested sweeping imaging 

changes in proposed rules for the Medicare physician 

fee schedule (MPFS), outpatient prospective payment 

system, and inpatient prospective payment system, adds 

Pam Kassing, MS, senior director of economics and 

health policy for the ACR. “The provisions in the pro-

posed legislation would be additive to whatever Medicare 

has proposed for these payment systems and the Deficit 

Reduction Act of 2005,” she says. 

➤ Separate conversion factors. The CHAMP 

legislation could also affect future reimbursement for 

radiologists because it divides physician services into six 

categories with different conversion factors, according to 

the ACR. 
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“A separate service category with its own reimburse-

ment calculation for imaging services is troubling for 

radiologists,” says Marcella. 

One of Congress’s reasons for creating the six catego-

ries is to hold physicians accountable for growth in their 

specific service area. “[Because] imaging is a fast-grow-

ing Part B service, the likelihood is that it will be subject 

to large reimbursement reductions year after year under 

this policy,” says Marcella. However, this strategy doesn’t 

work for radiologists, who are consulting physicians 

dependent on referrals from others, explains Marcella. 

“ACR believes all physicians who order imaging services 

over the course of treatment for their patients should be 

responsible for the growth in volume of imaging.”

Challenges to the bill

The final SCHIP reconciliation product may be quite 

different than the current CHAMP version. Congress 

might also put the matter aside until later in the legisla-

tive session. This would give the radiology industry more 

time to influence the final product. Regardless, Marcella 

expects Congress to continue its focus on accreditation 

and credentialing for radiology. 

That’s because private payers have already adopted 

facility accreditation standards, says Lung. The CHAMP 

bill confirms that Congress is paying attention to industry 

trends. 

More and more insurers are requiring facilities to be 

accredited to perform MRI, CT, PET, and nuclear medicine 

studies. This means the equipment, technologists, and 

physicians must meet certain standards in order to receive 

payment, Marcella adds. So far, this is a quality measure-

ment mechanism that imaging organizations support. 

The most important concerns are education and 

credentialing standards, not only for patient safety, but 

also to ensure the proper performance of the imaging 

exam, says Lung. Administrators and practice managers 

should educate physicians about the potential impact of 

the CHAMP provisions, says Marcella. Facilities should 

either pursue facility accreditation now or build the 

costs for future accreditation requirements into upcom-

ing budgets, says Lung. Also examine staff members’ cre-

dentials to ensure they have the appropriate experience 

and qualifications to perform their current duties, she 

says. Make sure staff members have completed appropri-

ate continuing education and competency requirements 

for the accreditation programs. n

Insider sources
Pam Kassing, MS, senior director of economics and health policy, 
American College of Radiology, 1891 Preston White Drive, Reston, VA 
20191, 703/648-8936; www.acr.org.
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  Questions? Comments? Ideas?

“Center City Hospital? Hi, I need to pick somebody’s  

brain in radiology about their credentialing process.”
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Don’t settle when hiring technologists
Directors share their experience and advice 

Demand for radiologic technologists and techni-

cians will grow faster than the average demand for all 

occupations through the year 2014, according to the U.S. 

Department of Labor’s Occupational Outlook Handbook. 

However, the supply side of the staffing equation appears 

unable to satisfy that demand.

In such an atmosphere, it’s tempting to subscribe to 

the old adage that “any warm body will do.” But such 

hiring methods can eventually harm even a well-run 

radiology department, says Jay Mazurowski, CRA, 

FAHRA, director of radiology services for Concord (NH) 

Hospital.

“When I first came to this department, we had what I 

would call a ‘warm body’ approach to hiring. If a candidate 

had a pulse and could start right away, [we hired him or 

her]. This led to high turnover, low satisfaction, and many 

associated costs—financial and otherwise,” he says. 

Approaches to candidate selection

Many department managers believe it’s best to 

post open positions internally before seeking external 

candidates from traditional avenues (e.g., newspaper 

advertisements and job boards), says Alicia Vasquez, 

administrator for Arcadia (CA) Radiology Medical 

Group. 

“Once the qualifications are clearly defined, we look 

in-house to give existing technologists the opportunity to 

move to another modality if they have the capability to 

do so,” says Vasquez. If that is not an option, she broad-

ens her search to radiology technologist schools in the 

area, and then to online and print advertisements.

Applicants at Advanced Medical Imaging Center in 

San Antonio often seek available positions through the 

center’s Web site, says Mary Lou Jew, RT(R)(M), direc-

tor of outpatient imaging. After HR reviews an applica-

tion, it goes on to the hiring manager. 

Regardless of how the candidate’s resume comes 

to you, complete a thorough investigation of his or her 

experience, credentials, and personality in a straightfor-

ward, nondiscriminatory way.

Ask probing, multipart questions that force candi-

dates to describe a past situation or challenge they faced, 

says Mazurowski, who takes a behavioral-based approach 

to interviewing potential employees. 

“Behavioral-based interviewing is based on the 

premise that past performance or behavior is the best 

predictor of future performance,” he says. For example, 

he might ask a potential technologist to explain how and 

why he or she chose a particular action in response to 

a specific challenge that technologists frequently face. 

Mazurowski then inquires about the outcome of the 

applicant’s behavior and whether he or she would do it 

differently next time. 

Such anecdotal information offers insights into how 

an employee might conform to your department’s compli-

ance and organizational structures. It also offers you valu-

able information about how the candidate could fit with 

the rest of your radiology team. To ensure a good fit, can-

didates typically meet a cross-section of current depart-

ment employees after an HR screening. Mazurowski then 

asks his staff members for feedback. “This is essential, in 

that existing staff get to weigh in on hiring decisions and 

also take responsibility for outcomes,” says Mazurowki. “It 

builds both trust and accountability.” 

At Advanced Medical Imaging, hiring managers inter-

view and check references, after which Jew completes 

any needed second interviews. Applicants must also pass 

a drug screening and background check, she adds. 

The importance of patient care

Finding new staff members with the appropriate 

competencies and skill sets who also care about patients 

and coworkers is the ultimate goal, says Vasquez. 

“You can pay anyone to work, but you can’t pay 

someone to care. That is the difference between a good 

employee and a great employee,” she says.
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Jew once hired a former mentor as a technologist. As 

an instructor for 14 years, he came to Jew’s organization 

with certifications in MRI, CT, mammography, and qual-

ity management.

“He came to us with not only experience as an 

instructor but also as a technologist with the highest 

commitment to patient care and ethics. He has since 

worked his way to being a very successful manager who 

today leads his team by example,” she says. 

Unfortunately, some employees do not work out well 

no matter how good they look on paper, says Jew. 

Vasquez tries to avoid such circumstances with a test 

run. “We ask potential employees to come and spend a few 

hours with us,” she says. “They see very quickly [whether] 

they are a good fit for our organization.”

Sometimes the job is simply not what the candidate 

expected. Recently, an applicant interviewed for a full-

time technologist position in a specific modality but ulti-

mately turned down the job.

“The time and money invested was costly for us, 

because this person did not really understand what [he 

or she] wanted to do,” says Vasquez.

The organization cannot fit the person, Vazquez says, 

“the person has to fit us, or it will be a negative experi-

ence for all involved.” 

Jew echoes that sentiment. Experience in patient 

care is as important as imaging experience and creden-

tials, she says. She suggests technologists remember the 

reason they chose the healthcare field—patient care.

“If you only have 20 minutes to spend with a patient, 

make them the best 20 minutes you can possibly give 

[him or her],” says Jew. n

Sample interview questions

The right inquiry makes all the difference
Ask the following questions when interviewing 

potential candidates. 

Notice they are not hypothetical. Instead, they seek 

specific examples of previously demonstrated behavior as 

a means to determine future success. 

Before you start asking questions, clearly outline the 

key attributes and skill sets necessary for both the specific 

position and your facility’s overall mission. 

The words in brackets describe the skill set the inqui-

ry should reveal.

1.	 Tell me about the last time you broke the rules to 

serve a customer in need. [flexibility, judgment]

2.	 How have you used humor to defuse a tense situa-

tion? [fun]

3.	 Give me an example of how you dealt with a dif-

ficult coworker. [adaptability, collaboration, conflict 

resolution]

4.	 Tell me about a time when you made a serious mis-

take with a customer or coworker. How did you rec-

oncile it? [adaptability, flexibility, growth]

5.	 What do you love most about your current job? [ded-

ication, priorities]

6.	 If you were not a radiology technologist, what other 

profession would you consider? [honesty, flexibility, 

potential]

7.	 Tell me about a time you thought you did excellent 

work but a doctor questioned it. [collaboration, team-

work, adaptability, communication]

8.	 Tell me about the last time you took on additional 

responsibilities when there was no guarantee for suc-

cess? [ambition, collaboration, team work, adaptability]

9.	 What traits do you like in a supervisor? [adaptability, 

collaboration, willingness to learn]

10.	Tell me about a situation in which you were asked to 

complete a menial task? [time management, defer-

ence, teamwork] n

Source 
These questions are adapted from HCPro, Inc.’s Radiology Manager’s 
Handbook: Tools and Best Practices for Business Success. For more information, 
visit www.hcmarketplace.com or call customer service at 800/650-6787. 
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Examine the impact of MPFS proposals
Beware of possible Stark changes

By now, you’re probably wondering why you 

became a radiology administrator in the first place. If 

private payer regulations, new accreditation mandates, 

and reimbursement cuts to technical component (TC) 

and contiguous body part scans didn’t cause you to ques-

tion your career, the proposed Medicare physician fee 

schedule (MPFS) probably did. Facing cuts from regula-

tions left, right, and center, those managing the business 

of radiology now also confront a number of financial and 

compliance concerns relating to MPFS.

Decoding the proposed rule’s language

The MPFS proposed rule that CMS released July 2  

offers an update of -9.9% for 2008. However, that’s 

the least of imaging’s worries. The proposed rule also 

attempts to close what CMS considers Stark law loop-

holes, including:

➤	 “Per-click” payments for space and equipment leases 

➤	 “Set-in-advance” percentage-based compensation

➤	 Burden of proof 

➤	 Anti-markup 

➤	 In-office ancillary services exception 

The proposed MPFS also includes new standards for 

IDTF enrollment in Medicare, which attempt to increase 

the quality of imaging services. 

Medicare first presented IDTF enrollment changes 

in its Medicare Program Integrity Manual Transmittal 187, 

released January 26. But CMS withdrew its proposed 

requirements prior to implementation following an 

industry outcry. (RACRI subscribers can read more in 

our online archives at www.hcpro.com/pub-2977.html.)

Incorporating the changes in the MPFS is just anoth-

er way for CMS to control escalating imaging costs, says 

Adrienne Dresevic, Esq., an attorney with Wachler 

& Associates in Royal Oak, MI, who spoke July 8 at the 

American Healthcare Radiology Administrators annual 

meeting in Orlando. 

CMS will likely publish the final rule soon. It will be 

effective for services performed on or after January 1, 

2008. (Editor’s note: Although CMS did not issue the final 

rule by presstime, look in future issues of RACRI for fur-

ther analysis.)

There is no proposal to grandfather existing arrange-

ments or otherwise delay the effective date of the pro-

posed change. So, anyone attempting to comply with the 

rules as proposed could undergo a significant business 

disruption as they restructure existing partnerships and 

legal arrangements prior to the January 1, 2008, MPFS 

implementation date.

The MPFS proposed rule’s comment period closed 

August 31. To view the proposed rule, visit www.cms.hhs.

gov/physicianfeesched/downloads/CMS-1385-P.pdf. 

Differentiating Stark details

Radiology facilities and hospitals enmeshed in any 

number of business plans should pay particular attention 

to “under arrangement” and “per-click” agreements.

➤ Under arrangement. Services between hospitals 

and referring physicians are impermissible when refer-

ring physicians own an interest in the entity perform-

ing the designated health service (DHS). Facilities must 

restructure these deals.

Unfortunately, the MPFS proposed changes leave 

numerous questions unanswered, says attorney Thomas 

Bartrum, Esq., partner in the healthcare group in the 

Wash-ington, DC, office of Drinker Biddle Gardner Carton.

For instance, he says, in expanding the definition of 

“entity” to include those performing DHS, CMS leaves 

unanswered what exactly constitutes “performing” DHS.

Under the current Stark law, the entity is simply 

whoever submits the bill to Medicare, according to 

Robert Wade, Esq., an attorney with Baker & Daniels, 

LLP, in South Bend, IN. So hospitals have physicians 

provide services, then submit the bill under the hos-

pital’s provider number. By doing so, the physician or 
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physician group does not have to be in compliance with 

Stark, just the hospital. 

If the proposed MPFS changes make it into the final 

rule, the entity is no longer just who submits the bill. It’s 

who submits the bill and who provides the services. The 

hospital and the physician must both be in compliance. 

“A lot of hospitals have abandoned this [under-

arrangement] approach,” Wade says. “Hospitals that are 

considering this type of arrangement are getting cold feet.”

“Clearly, an under-arrangement provider performs 

the DHS, but what about an entity that furnishes equip-

ment or management services?” Bartrum asks. “The 

expansion of ‘entity’ [has an effect on] a number of legit-

imate arrangements around the country.” Additionally, 

despite the changes to the definition of entity, the IDTF 

standards would still affect certain shared space and 

equipment arrangements.

“If implemented as proposed in the final regulations, 

IDTFs will need to unwind any block lease or shared 

space arrangements,” says Bartrum.

➤ Per click. The proposed change would require 

facilities to also restructure arrangements under which 

referring physicians lease equipment or space to hospi-

tals on a per-click or per-use basis. Instead, they must 

base these arrangements on daily or hourly fair market 

value rates.

“A lot of arrangements are set up on a per-click  

basis,” says Jim Kopf, president of Healthcare Over-

sight in New Cannan, CT. Under the proposal, “you 

can’t do that, and all of those arrangements have to be 

restructured.”

Historically, entities could handle this arrangement 

with split billing, or one entity could handle it with global 

billing. 

The billing entity paid on a fair market value, per-

click, or per-use basis for the part of the exam that the 

other entity provided, says James C. Dechene, partner 

in the Chicago firm of Sidley Austin, LLP. 

Although some per-click arrangements are poten-

tially abusive, others simply facilitate efficient billing and 

collection under managed care contracts, he explains. 

Reducing imaging reimbursement

Although some might see imaging services and other 

diagnostic services as commodities to either purchase 

or provide, the reality is that imaging services and their 

interpretation are medical services, says Dechene. “If 

not done by skilled professionals with an eye on quality, 

there can be substantial malpractice risks to the practice 

billing for the service.”

Essentially, the proposed rule seeks to remove the 

profit element from services that quality radiology per-

sonnel do not directly perform, says Dechene.  

Under the proposal, physicians who perform the pro-

fessional component but purchase the TC cannot mark 

up the TC, says Dechene. Similarly, the opposite would 

also be true under the proposal. The rule would also 

make it harder for those who refer patients for imaging 

service to bill for services without taking on the burden 

and risk of actually performing the technical or profes-

sional components. 

Under the proposal, those who employ radiologists on 

a full-time basis and own imaging equipment can bill for 

imaging services. However, in this situation, the entity now 

assumes the risk associated with the imaging services.

Finding room for improvement 

Many industry experts suggest the rule isn’t perfect. 

CMS’ proposals lack clarity at best and, at worst, are 

incomprehensible, says Bartrum. It is unclear whether 

CMS has the authority to expand the payment limita-

tion to purchased professional components. Further, it is 

unclear how the new markup provisions apply to services 

that part-time employees furnish. n

Insider sources
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Ask the Insider

Prepare for accreditation mandates
What can radiology departments/facilities do to 

prepare for accreditation?

➤ Start early—getting accredited typically takes six 

to eight months from the time you apply.

➤ Be flexible—most sites have to make at least 

some minor changes in their routine practices (such as 

imaging protocols or quality control procedures) to meet 

the accreditation standards.

➤ Be confident—you will be successful, even if you 

experience some unanticipated difficulties. Although the 

process is difficult, remember that you have a team of 

professionals doing what they do best to help you com-

plete your accreditation. Don’t be shy about asking lots 

of questions—of your staff members, of the accreditation 

program support staff members, of your physicist, and 

of your equipment vendor—especially if this is your first 

experience with accreditation.

Make sure you have a good team in place going into 

the process. A designated lead person—either a manager or 

a senior/chief radiology technologist (RT)—should coordi-

nate accreditation activities and collect all of the necessary 

materials. The RT has the greatest direct involvement of 

anyone in the practice. After a facility obtains accreditation, 

the RT maintains primary responsibility for quality control 

as he or she goes about his or her daily activities. 

Notify your physicist as soon as you decide to apply 

for accreditation. If you don’t have one, now is a good 

time to find one. The medical physicist occupies a central 

role in the process. Often, the physicist is best situated to 

understand the “big picture” in an accreditation effort. 

He or she regularly serves as a central point of contact 

for technologists, physicians, and administrators in navi-

gating the process. n

Editor’s note: Dozens of legislative and regulatory motions 

suggest voluntary accreditation for radiology departments and 

freestanding facilities may soon become a luxury of the past. In 

January, UnitedHealthcare announced that radiology facilities 

that perform particular studies must obtain accreditation by 

March 2008 in order to receive reimbursement for those services 

from the insurer. The above information is excerpted from the 

RACRI special report  “Imaging Accreditation: FAQs to 

Help You Through New Payer Requirements,” available to 

subscribers online at www.hcpro.com/content/71716.pdf. 

Insider source
David W. Jordan, PhD, senior medical physicist, West Physics Consulting, 
4339 Oakdale Vinings Circle SE, Smyrna, GA 30080, 770/435-9186; dave@
westphysics.com.
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