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Presidents Post

By Roland A. Rhynus, CRA, FAHRA

Global Presence & Presents

Worldwide. Global. International. At this year’s RSNA, those
words were communicated frequently. You probably would
expect that, as this meeting is the largest radiology meeting in
the world, so I’ve been told. Seems that all companies and
associations are in tune with the fact that the web eclipses
continental and country borders. One continent’s routine radi-
ographic techniques and procedures soon become another’s,
once regulatory hurdles are overcome. As AHRA CEO Ed
Cronin, President-Elect Luann Culbreth, and I visited with our
current and future commercial partners to thank them for their
support and seek continuance, it was very clear they are will-
ing to help us expand. Joe Robinson, Senior VP, Global Sales
and Service North America, indicated Philips is pleased to
assist AHRA as we grow, explaining how their global network
can facilitate networking for our peers. Our other partners
communicated similar messages, as well.

Swissray and Centinel (Emily, please double check the spelling
with Ed) graciously co hosted our annual Monday evening
reception, where close to 200 members and friends dropped in
to network new friends and greet long time colleagues. We
were pleased to greet leaders from SDMS, ARRT, ASRT, RBM,
and many commercial partners. I had a nice chat with Ueli
Laupper, EVP at Swissray who lives in northern Switzerland. He
told me all about imaging there and elsewhere in Europe. He
recommended that AHRA attend the “second largest radiology
meeting,” the European Congress of Radiology, which takes
place next March in Vienna, Austria. From his comments, it
sounded like our peers are having some of the same chal-
lenges we have, as you might suspect. Wouldn’t it be great to
have some top radiology leaders from Europe come to our
2011 Annual Meeting in Grapevine and provide insight on
some of their best practices? I wonder if Ueli could help us

implement that . . .

Our booth was busy and very nicely covered by AHRA Member
Services Coordinator Emily Ryan. I was able to give her a break
every so often, and during one of those periods, Dr. Sean Seak
from New Zealand stopped by to see how we could assist him
and his team in improving their operations. After 20 minutes of
dialogue, reviewing our textbooks, and Online institute, I’m
pretty sure we have a couple new members and candidates for
the CRA exam. Looks like our team in Australia will have com-
pany as they make those long flights to the annual meeting (or
we’ll all have an opportunity to host an AHRA meeting
abroad?). Speaking of which, our good commercial partner
ETS-Lindgren was so pleased with the interaction from Art
Tasaka and his team surrounding Lindgren’s sponsorship at last
month’s Seattle Area AHRA meeting that they offered to spon-
sor one in the UK. ( E, please chat with Emily on the specifics
and weave them in here, thanks) How great is that? Sounds
like our globalization is gaining traction.

In August I laid out my focus for this year with three points,
remember? Reflect on our heritage, promote global presence,
and grow individual annual member contributions to the
Education Foundation. So far in this post, I’ve hit on number
two.

For our heritage discussion, I asked Loretta Hanwell, my long-
time friend and AHRA mentor to comment on how the AHRA
impacted her career. I think you’ll see my intent after your read
her comments (and find yet another AHRA international
opportunity). We need to provide each member with recruit-
ment tools for colleagues who may be on the proverbial fence
about joining. Please review her comments with your pals—it
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might just change their lives.

( E, please insert a picture of Loretta, or advise if you cannot
find, I likely have one on my home pc... And then her com-
ments from the email thread sent last week, or advise and I’ll
send)

“AHRA will always be a special part of my life, as it provided
more than 10 years of educational opportunities, organization-
al challenges, active board meetings, meeting and mentoring
new radiology administrators, and of course, building relation-
ships that continue to be strong. Radiology was a powerful
tool that led me to the AHRA, where I was able to meet col-
leagues and share information with a closely formed group
that came from all over the country, but shared a common
goal: to enhance the field of radiology and radiology adminis-
tration. I was fortunate to be the first woman president of the
AHRA and led the organization through a dynamic period of
growth in 1988. Hopefully the tradition that was started sever-
al years ago will continue to advance the radiology profession
to the well deserved top position in the healthcare arena.

“While my career has moved from radiology into international
business development for University of Pittsburgh Medical
Center (UPMC), radiology was the foundation upon which my
career was built. I use my clinical and administrative experi-
ence extensively as I foster relationships with new partners. It
is the backbone for me to effectively do today’s job. When I say
that I have a radiology background, I generally get a very posi-
tive reaction and an immediate bond. I am proud to say I was a
radiology administrator.”
Finally, as year end approaches, and you need that additional
tax break for a contribution big or small, please do jump online
and continue supporting your association! With everyone
helping, our finances will be strong (you know, to help with
growth here and abroad).

With the holidays upon us, let’s all commit to global, world-
wide, and international joy and peace.

NOEL, Roland

Regulatory Review

CMS Issues Final Rule Regarding Stark’s IOASE Disclosure
Requirement
By Adrienne Dresevic, Esq. and Carey F. Kalmowitz, Esq.

We have been closely monitoring the fate of the Stark Law’s
(Stark) In-Office Ancillary Services Exception (IOASE) and have
reported back to you in past issues of Link on its develop-
ments. By way of brief background, Stark generally prohibits
Medicare referrals of designated health services (DHS) (includ-
ing radiology testing services) to an entity if the referring
physician (or his/her family member) has a financial relation-
ship with that entity unless an exception applies. The IOASE
permits referring physicians (eg, non-radiologists) to refer
ancillary DHS within their offices to their Medicare patients.

As summarized in the Regulatory Review columns in the May
and July 2010 issues of Link, Section 6003 of the Patient
Protection and Affordable Care Act of 2010 (PPACA) imposed a
new disclosure requirement under the IOASE, while the
Centers for Medicare and Medicaid Services (CMS) issued its
proposed rule on this requirement in the June 25, 2010 Federal
Register (Proposed Rule). On November 29, 2010, CMS issued
its final rule in the Federal Register regarding satisfying this
new disclosure requirement (Final Rule).

Under the Final Rule, effective January 1, 2011, the IOASE will
require referring physicians or referring group practices relying
upon the IOASE for ancillary services to provide a disclosure to
Medicare patients receiving advanced imaging services (eg,
MRI, CT, or PET). The purpose of the disclosure requirement is
to inform Medicare patients of their option (not their obliga-
tion) to obtain their ancillary DHS services from other suppli-

ers. The disclosure must be in writing and “in a manner suffi-
cient to be reasonably understood by all patients.”
Furthermore, the disclosure must be given at the time of the
referral (not at the time of service) and must be given each
time the services are needed and referred, not only for the ini-
tial referral of the service. According to CMS, for referrals made
over the phone, so long as the disclosure has been made in
the telephone conversation, a subsequent follow-up mailing or
e-mail containing the disclosure is permissible.

The disclosure must contain a list of at least five suppliers of
advanced imaging services who furnish the same service with-
in a 25 mile radius of the referring physician’s office location,
including the supplier’s name, address, and phone number.
The definition of supplier does not include hospitals; thus,
inclusion of hospitals on the list of alternate suppliers is per-
missible, but does not qualify as one of the five required sup-
pliers for purposes of the disclosure. For referring physician
practices with multiple locations, each practice location may
require a separate list, depending on the other practice’s loca-
tion. Referring physician practices should ensure, on an annual
basis, that their lists are up to date and provide accurate infor-
mation.

If there are fewer than five other suppliers located within a 25
mile radius of the physician’s office location at the time of the
referral, the physician must list all of the other suppliers of the
imaging service that are present within that radius. Provision
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of the written list of alternate suppliers will not be required if
no other suppliers of the necessary services are located within
the 25 mile radius.

Even though the referring physician practice will be required
to furnish its notice, it does not prevent a referring physician
practice from identifying its own advanced imaging services
on the disclosure. Furthermore, a referring physician practice
may include language on the notice informing patients that
the inclusion of the alternate suppliers is not intended to be an
endorsement or a recommendation of those suppliers or their
advanced imaging services.

The Final Rule is somewhat less onerous than the Proposed
Rule. Specifically, the Proposed Rule required referring physi-
cian practices to obtain a patient’s signature on the disclosure
and to maintain the signed disclosure in the patient’s file. The
Final Rule does not require the patient’s signature or maintain-
ing the signed disclosure in the patient’s file.
The IOASE continues to remain a viable and highly utilized
vehicle for referring physicians to render ancillary advanced
imaging services in their offices. Referring physicians (non-
radiologists) must prepare to comply with these new disclo-
sure requirements beginning January 1, 2011. Failure to com-
ply with the new requirements will result in Stark law violations
and submission of false claims.

Commentary

By Jay Mazurowski, CRA, FAHRA

Peter’s Principles on Personal Development
Module 3 – Goal Setting

Many successful people work hard to research, develop and hone
the skills and talents necessary to catapult them to greatness,
while others innately understand many of the principles required
to realize their vision. In either case, success is only achieved
though planning, action (learning), and persistence. Peter’s princi-
ples on personal development is a four-part series, which parallels
a young boy’s journey to the Broadway stage to the same person-
al development skills employed by millions of successful business
leaders.

What great things would you attempt if you were guaranteed
success? Would you become a CEO? Run your first marathon?
Write the great American novel? If you know the answers, you
can have these things. The question is: how badly do you want
them and how hard are you willing to work to get them? The
only limitations to attaining your goals (provided your goals
are based in reality) are in your own mind and the only thing
holding you back is you!

Goal setting is perhaps the single most important skill that a
person can learn and perfect. Every high performing person,
either consciously or subconsciously, is a driven goal setter;
they are constantly working toward and motivated by com-
pelling and challenging goals.

My thirteen-year-old son Peter’s vision was to one day perform
on Broadway. He hung a sign over his bed that read simply,
“Broadway” to serve as a constant reminder. It was the first
thing he saw when he woke up and the last thing he saw
before going to bed. With his target clearly established, all he
needed was a plan of action, a set of goals.

In order to bring his vision of performing on Broadway closer
to his reality, Peter began to attend master classes and dance
intensives outside of his dance school, which offered new and
different styles and influences in order to expand his dance

prowess. He began to participate in local theater groups to
hone his acting skills and soon found a vocal coach expert in
musical theater. He created a step-by-step plan—a series of
smaller goals—designed to bring him closer to his major goal.
Systematic goal setting (or more simply, creating clear, written
plans) will help you achieve the things you want faster than
any other method you may have tried. Becoming proficient at
goal setting is something that you absolutely must do if you
want to fulfill your potential as a productive, high achieving
professional. Even if you have never before set goals for your-
self, the moment you begin to systematically work towards
clear, specific written goals, your performance will begin to
improve dramatically.

Research suggests, however, that very few people have written
goals and even less review or update their goals regularly. But
why do so few people set goals? One obvious reason is
because they simply don’t know how. Goal setting is not some-
thing that has been traditionally taught in public school sys-
tems. Another reason is a lack of understanding of the impor-
tance and effectiveness of goal setting in improving perform-
ance. But, perhaps the most common reason, and the one we’ll
focus on here, is self-doubt and fear of failure.

Fear of failure can cause people to become fixated on the
obstacles in their path so much so that they frequently aban-
don their goals altogether. The irony here is that failure is actu-
ally almost a prerequisite to success. That is, it is generally not
possible to succeed without first failing—perhaps over and
over. A key to successful goal setting and attainment lies in
understanding that temporary setbacks and obstacles are
inevitable parts of the process.

Peter’s first attempt at a national dance title (a goal for his
resume) earned him the prize of first runner up. Although we
were amazed that his first attempt was so successful, in Peter’s
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mind he didn’t reach this particular goal; he failed—he didn’t
win the title. The next year, a bigger and more challenging
competition yielded the exact same result: first runner up. In
less than a year, however, through persistence, determination,
and a bit of re-tooling, he won a national audition and was cast
in a major Broadway musical as the lead.

Any goal of significance is commonly preceded by failure.
Important to remember though is that most failure is tempo-
rary and is only permanent when it is accepted as such. Failure
is often an indication that your plans are somehow flawed. This
is the time to review and revise your goals. The key is to learn
from, rather than become distracted by, failures, obstacles, and
roadblocks; keep on keeping on.

There will always be obstacles between you and your goals,
and generally speaking, the bigger the goal, the bigger the
obstacles. Successful people are simply those who have perse-
vered long enough to overcome their adversities in order to
accomplish their goals.

Goal setting should be considered a critical skill for success. So
determine exactly what it is you want to accomplish, write it
down (many people never take this first step), and resolve to
pay the price. Then put forth the effort, sacrifice, and persever-
ance needed, and go get it.

Commentary

What Would You Do?
By AHRA Staff

Every month, we post an industry and management related
situation to you, our members. You are then encouraged to
share your thoughts on how you would resolve the issue. Be
sure to check out others’ responses and join the discussion.

This month, we’re taking a look at a dilemma that many of you
may have experienced recently. Tell us what you did do:

The last year has been a difficult one for the many in the car-
diac molecular imaging community (nuclear medicine), as they
faced the shortage of Technetium-99m (Tc-99m). As a result,

radiopharmacies across the country were forced to ration
doses of Tc-99m for cardiac imaging in nuclear medicine. Now
that the Chalk River Nuclear Reactor is back on commission,
the imaging community now has relief in sight and what it
appears to be the end of the Tc-99m shortage. How did you
cope with the shortage? What impact did the shortage have
on your facility? What is your prognosis on the damage done
(if any)?

Have a suggestion for What Would You Do? Email Associate
Editor Emily Doutre at edoutre@ahraonline.org.

Commentary

Building Your Team
Lawrence Smith, MHA, RT(R)

The more experience I gain in my role as a radiology adminis-
trator, the more I value and focus on the hiring process, as it is
the vital element in ensuring continued strength in your
department across all modalities. The key is to select the right
candidate, provide outstanding training, and place the person
in a position to succeed. I did not come to this realization easi-
ly. But my negative experiences have invariably helped me
become a more effective radiology administrator because it
forced me to develop a strategic plan for hiring quality person-
nel.

All radiology administrators need to use forbearance in the
selection process and realize it is not an exact science. The
potential candidate can say all the right things, seem assiduous
in his or her approach to work, possess documented experi-
ence and training, and appear as a perfect fit for the depart-
ment. Even the worst candidates can mislead the most savvy
radiology administrator.

Never rush and hire a candidate simply to fill a position of criti-
cal need, despite heavy pressure from physicians, staff, or
administration. I would rather work short handed with quality
technologists than hastily hire the wrong candidate because of
enormous pressure to fill the open position. This action can
jeopardize the morale of your outstanding technologists and
decrease the quality of the imaging services you provide. It
also takes great vision on behalf of the radiology administrator
to recognize the true potential in a candidate. It is truly satisfy-
ing when you can tangibly witness the results of implementing
a structured plan for the hiring process that helps identify the
right candidates who can assimilate seamlessly into the radiol-
ogy department. Below are strategic steps which have proven
a successful model over time for hiring quality personnel:

1. Develop structured interview questions and document the
responses from the candidate, both positive and negative. This
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can be a very handy reference, especially when you interview
multiple applicants for an open position.

2. Implement a democratic hiring process. Include radiologists,
managers, supervisors, and staff technologists in the hiring
process. The more feedback and input from staff, the better.
Your team will feel empowered by the process and will provide
outstanding perspective regarding the hiring decision.

3. Always verify at least two references for all candidates.
Ensure the references have had managerial responsibility over
the candidate. If you call a reference and the individual is
unwilling to provide a reference or refers you to human
resources for this information, move on to the next candidate.
This is a huge red flag and a candidate you need to avoid hir-
ing, because, more often than not, this candidate is not worthy
of hire. Most radiology administrators will provide a positive
reference for those candidates who were good performers at
their facility. First of all, they want to help the candidate seek-
ing employment and secondly, they want to assist a colleague
in making a good hiring decision by informing them they are
getting a great candidate.

4. Never hire a candidate unless you have had the opportunity
to interview them in person, face to face. A tremendous
amount of information can be learned by meeting the candi-
date. I once gave the authorization to hire a candidate while I
was on vacation, but I did not participate in the interview
process. This ended up as one of the worst decisions of my
career.

5. Evaluate the candidates’“soft skills” (ie, personality, social
skills). These are inherent skills that you will not be able to
coach after hire. You need to evaluate this vital trait on the
front end during the interview process. This is the most impor-
tant skill I look for in every candidate.

6. Never interview a candidate alone. Always have a hospital
employee in the room that can corroborate everything that
was said during the interview process. This technique also pro-
tects the radiology administrator and facility from a legal
standpoint.

7. Set clear expectations for the candidate from the start of the
interview. Explain that you are only hiring “top performers”
who are highly motivated and will provide outstanding imag-
ing services and compassionate care on behalf of the patients.

8. Consider interviewing the candidate several times before
making your final decision. This is especially helpful when you
are interviewing for critical positions (ie, supervisor). If you
have narrowed down the candidates to two or three and they
appear equal on paper, the additional interviews will clearly
separate them.

9. Always set the tone for the interview. Make a statement
such as, “Today we are interviewing for X position and this is
not a job offer. We are evaluating you for this open position
and you will be notified within two weeks of our decision.”

10. Silence is golden. I am purposely quiet during the early
part of the interview. This awkward silence creates an uncom-
fortable atmosphere in the room, but it stimulates the candi-
date to communicate. Sometimes you can learn information
about the candidate that is both good and bad. I once used
this tactic during an interview for an open radiologic technolo-
gist weekend position and the candidate referred to a patient
in a previous job as a “vegetable.”This candidate was instantly
ruled out.

11. Follow your gut instincts about the potential candidate.
Every radiology administrator needs to listen to the internal
quality conscience. Following this will usually lead to a good
hiring decision.

Implementing a strategic plan for the hiring process can be
invaluable to every radiology administrator. As an example, I
once assumed administrative responsibility for a mammogra-
phy department that was totally dysfunctional. The mammog-
raphy technologists who had been previously hired were dis-
ruptive, insubordinate towards management, rude to patients
and staff, did not complete work as assigned, were not team
players, accrued multiple patient complaints, and were disre-
spectful to the radiologists. This poor performance and unpro-
fessional behavior also had a negative impact on employee
morale and patient satisfaction.

My immediate plan was to hold the mammography technolo-
gists accountable for their behavior and ultimately improve
the quality of the mammography services. Over a period of
several months, three job openings became available for mam-
mography technologists, which provided the opportunity to
hire the right candidates and rebuild the mammography serv-
ices. I implemented the strategic hiring strategies outlined
above and hired three quality mammography technologists. It
is important to note that all three candidates were radiologic
technologists without any experience in mammography. I
ended up cross training all of them because they met all estab-
lished criteria and were the right fit for the position.

The transformation was instantaneous. The first sign of
improvement came when the morale of the staff and radiolo-
gists increased immediately. After a few months, patient com-
pliment letters came pouring in, outpatient satisfaction
improved to 100%, radiology management noticed the
increase in quality, efficiency, and volume, and radiologist pref-
erence for the mammography rotation changed from worst to
best. Life in the mammography department was finally good!

This success story would not have been possible without a
solid plan in place to screen all candidates effectively and iden-
tify those who possessed both the technical ability and soft
skills that would translate into top performance for the radiolo-
gy department. I wish all of you the best of luck with building
your teams, as this provides the opportunity for achieving long
term success for every radiology administrator.
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CRA

Thank You and Farewell
By John Marshall, CRA, FAHRA

This will be my last communication as a member or chairman
of the Radiology Administration Certification Commission. As
my term of office expires this month I wanted to take one last
opportunity to celebrate our accomplishments this year and
thank the many dedicated volunteers that made it possible.

2010 was a year of re-birth for the RACC and its CRA examina-
tion process. This was accomplished through a complete revi-
sion of the mission and vision of the RACC and the develop-
ment of a new universally appropriate CRA exam.

These actions focused on insuring the continued success of
the RACC while increasing the number of CRA credentialed
professionals and the relevancy of the CRA credential. The
RACC believes it has met its goal, as more that seventy new
CRA credentials were awarded following the first offering of
the new exam in June.

Mission and Vision
The RACC revised its mission and vision statements as well as
its philosophy towards awarding the CRA credential. The new
mission and vision clearly convey the RACC philosophy that

the CRA credential is no longer intended to apply to only the
most experienced of radiology administrators. The new vision
is to serve current leaders as well as being ‘a challenging but
attainable aspiration for individuals’who desire to serve as a
Radiology Administrator, Imaging Center Director or other
leadership positions within the field of medical imaging man-
agement.

New CRA Exam
The RACC was able to replace the original CRA test with a cur-
rent, universally acceptable examination tool that concentrates
on those current practices and basic knowledge one desires as
a successful Radiology Administrator in today’s healthcare
environment.

Gone are the out dated questions from the 1980-90s that were
developed from a plethora of reference materials including
fifty-four different books, seventeen periodical articles and
seven web-sites. The new exam content is based solely on ref-
erences that have been widely recognized as containing cur-
rent best practices and the basic knowledge one would need
to be an effective and successful Certified Radiology

Education Foundation

2010 AHRA & Toshiba Putting Patients First Program Grant
Recipients

Congratulations to the 2010 AHRA & Toshiba Putting Patients First Program Grant recipients! AHRA received a large number of
applications—selecting the recipients was not an easy task.

(in alphabetical order)
Debra Duke, CRA
Director Imaging Services
Northeast Georgia Medical Center
Gainesville, GA
“The Benefits of a Community CT
Imaging Record and Reduction in
Radiation Dose”

Nicole Hardin
Radiology Manager
Children’s Hospital & Medical Center
Omaha, NE
“Artwork Wraps for Pediatric MRI

Machines”
John Hart
Administrative Director, Radiology
St Joseph’s Regional Medical Center
Paterson, NJ
“The Alphabet of Imaging: MRI & X-Ray”

Holly Knaub
Supervisor
Medical Center of the Rockies
Loveland, CO
“Utilizing Hypnosis to Decrease
Pharmaceutical Sedation in MRI”

Michelle Overgaag
Radiology Department Supervisor
Sublette County Rural Health Care
District: Pinedale & Marbleton Medical
Clinics
Pinedale, WY
“SMILE”

Brenda Rinehart, CRA
Director Medical Imaging
Overlake Hospital Medical Center
Bellevue, WA
“TRACE Program-Tools for Radiation
Awareness & Community Education”

The AHRA & Toshiba Putting Patients First Program provides six grants of up to $7500 each in 2010 to hospitals and imaging cen-
ters to fund programs, training, or seminars aimed at improving pediatric or adult patient care and safety within diagnostic imag-
ing. The programs funded by these grants will be used to create a best practices tool to share with other hospitals and institu-
tions

By AHRA Staff
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Administrator.

The RACC and I would like to thank the following dedicated
volunteers who collectively provided hundreds of hours of
service to the betterment of their fellow CRAs through the
development of a new CRA Exam, Practice Test and many inter-
changeable questions that were banked for future use.

CRA ExamTask Force Facilitators:
Task Force Leader: John Marshall, CRA
Administrative and Logistical Support: Kathryn Keeler

CRA Exam Content Authors:
Russell Cain, CRA
Kevin Hendrickson, CRA
Steven Herrmann, CRA
Luis Marquez, CRA
John Marshall, CRA
Dawn McNeil, CRA
Kimlyn Queen, CRA
Bonni Standley, CRA
Kristy Trent, CRA
Alicia Vasquez, CRA
BethWeber, CRA

Exam Certification Team:
BruceW. Hammond, CRA
Enrico (Rick) M. Perez, CRA
Jacqui F. Rose, CRA
John Marshall, CRA

Results Validation and Cut Score Determination (RACC
Commissioners)

Kimlyn Queen, CRA
Jacqui Rose, CRA
John Marshall, CRA
Rick Perez, CRA
Luis Marquez, CRA
Gary Duehring, CRA

The RACC and its many volunteers have accomplished great-
ness in 2010. The RACC is proud of its efforts this past year as
these efforts will insure the continued success, recognition and
growth of the CRA credential well into our future.

I would like to thank my fellow Commissioners, Kimlyn Queen,
Jacqui Rose, Rick Perez, Luis Marquez, and Gary Duehring for
allowing me to lead such a talented, knowledgeable and dedi-
cated group of individuals. I will always be thankful for their
professional support, willingness to serve and optimistic atti-
tude toward the future success of Certified Radiology
Administrator credential.

The RACC would also like to recognize our CRA Certification
Coordinator, Kathryn Keeler. Her remarkable expertise,
patience, understanding, guidance and logistical coordination
were a key driver of every accomplishment the RACC has
achieved.

I would like to thank Kathryn for being my ghost writer, advisor
and confidant. I am thankful for your optimistic attitude,
unending support and the opportunity to have shared our
efforts and accomplishments. Kathryn, I will miss you, my
friend.

Happy holidays to all and to all a good night.

AHRA News

AHRA Mentor Program: Now Accepting Applications!

We are pleased to announce the launch of the AHRA Mentor
Program!

Who should apply?

YOU. And you over there, you should apply too. The goal of
this program is to bring members together for professional
development by connecting those who have certain areas of
expertise with those who want to broaden their skills and
knowledge. The key phrase here is “bring members together.”
The success of any mentor program is built on participation.
Our members join for a number of different reasons, but pro-
fessional development and networking are the reasons most
often cited. The connection to other members is what brings
people back to AHRA year after year. The AHRA Mentor
Program hopes to do both.

The application process allows both mentors and mentees to
select individual needs, interests, and skills. The applicants are
then reviewed for a suitable match and a connection is made.
AHRA is here to facilitate the match; the rest is up to you.

Both standard mentoring and reverse mentoring options are
available and members of all generations are encouraged to
apply.

AHRA exists as a resource and catalyst for the development of
professional leadership in medical imaging management. Who
better to encourage professional development and knowledge
sharing than our greatest resource—our members?

Please visit www.ahraonline.org to learn more about this excit-
ing new program and apply today!

By AHRA Staff
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AHRA News

AHRA News

In Every Issue
By AHRA Staff

2011 Call for Nominations Coming Soon!

In between holiday events and season greetings, another
important decision needs to be considered: who are you going
to nominate? Who deserves to lead your association?

The AHRA Nominations Committee is seeking candidates to
represent the membership and the profession on the AHRA
Board of Directors. Self-nominations are permitted. This is your
opportunity to make choices that will impact the future of
your organization.

The Nominations Committee is looking for nominees:
-- with strong leadership skills, high integrity, and easy cama-
raderie
-- who have been involved with the association in the past and
are ready to be involved with shaping its future
-- eager to share their knowledge and passion for imaging
management

If you would like to submit your name or someone else’s name

to be considered for the 2011 AHRA Board of Directors ballot,
please use the online nomination form available on the AHRA
website on December 20, 2010. Anonymous nominations will
be accepted for the AHRA Board of Directors and AHRA
President-Elect only.

Nominations will be received until January 31, 2011. Each
nominee will be interviewed by the Nominations Committee.
The selected slate of candidates will be presented to the mem-
bership for voting. Voting will occur online at www.ahraon-
line.org beginning June 6, 2011. New board members will be
installed at AHRA’s Annual Meeting and Exposition at the
Gaylord Texan in August 2011.

Nominees must be AHRA members in good standing.

For questions or additional information, please contact Sarah
Murray at 978-443-7591 EXT 233 or smurray@ahraonline.org

By AHRA Staff

NewMembers
The staff and members of AHRA warmly welcome the follow-
ing new members!

Tesha Dunn, Dalton, GA
Priscilla Garrison, Claxton, GA
Roger Growcock,Monroe, NC
Patricia Hadden,Windsor, CT
Deborah Maggio, Canandaigua, NY
Debbie Mehl,Marshville, NC
Michael Montoya, Gilbert, AZ
Lori Pendell, Ithaca, NY
Michele Pepe, Bethany, CT
Tammie Pinkston, Atlanta, GA
Harry Sarafian, Glendale, CA
BethWalker, Mesa, AZ
JosephWatson, Fayetteville, GA
SamatahaWilliams, New Brunswick, NJ
ChristopherWood, Bellingham, WA
Rosemary Prikosovich, Oakville, ON Canada
Michael Rosamond, Mandeville, LA
Aalap Shah, Chicago, IL
DaveWilson, Seattle, WA

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

ahraonline.org. If your referral joins, you’ll be listed here as
well!

~~~~~~~~~

December AHRAWebinar: 2011 Joint Commission
Standards and Changes

Thursday, December 16, 2010
1:00 PM – 2:30 PM EDT
Judith M. Atkins, RN, MSN
McKenna Consulting, Charleston, WV

What are the current hot topics with Joint Commission survey-
ors? What changes are being made to the National Patient
Safety Goals in 2011? What changes have happened specific
to critical values? Join us to hear an accreditation specialist
discuss feedback from survey of Imaging Department in 2010
and hot topics for 2011.

To register for this and other upcoming webinars, click here.
http://www.ahraonline.org/AM/Template.cfm?Section=AHRA_
Webinars

~~~~~~~~~

Online Institute Feature
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Medical Imaging Leader to Employee Rounding for
Outcomes
Julie Lichtenberg, MA, RN
Provena Saint Joseph Hospital
Elgin, IL

Rounding for outcomes is a skill set that engages patients, staff
and physicians and is the number one activity that can
improve patient, staff and physician satisfaction. Studies show
that the mere act of talking with customers about their expec-
tations causes satisfaction scores to improve. It also improves
operational efficiency and makes for proactive versus reactive
leadership. This session will focus on Leader to Employee
rounding. The presenter will describe examples of how she
coached the Director and Manager of her facility’s medical
imaging department and assessed their current state of Leader
to Employee Rounding for Outcomes processes and linked
those processes to patient and employee satisfaction results.
The presenter will also discuss how to utilize best practices and
an effective and systematic approach with the Leader to
Employee Rounding Model. By learning and applying this
structured rounding model, imaging departments can improve
employee, patient and physician satisfaction and reduce
employee turnover.

Click here to view this and other archived webinars, Quick
Credit articles, Professional Development Series textbook
chapters, and conference sessions, as well as to take the associ-
ated CE exams.
[http://www.ahraonline.org/AM/Template.cfm?Section=aw090
731info]

~~~~~~~~

From the Forum

Building upon the popularity of the AHRA List Server, the new
AHRA Forum is the next incarnation of a members only discus-
sion group. It has new features, increased functionality, and
incorporates a searchable archive of 90,000+ messages
brought over from the List Server. Easily accessible, this net-
working tool enables real time dialogue among imaging pro-
fessionals through AHRA’s website or via email.

Below is a recent discussion:
“Our director of billing/business office thinks that CT and MR
contrast use should be treated as medications are. That is, if we
use 7ml of Multihance out of a 10ml bottle, we have to docu-
ment how we wasted the other 3ml.

He has nothing in writing and I cannot find anything that
addresses this. Has anyone encountered this or does anyone
know about this?

We are purely outpatient—if there is a Joint Commission
guideline, it would not apply to us.

Thanks.

— Alice Wendlandt

Responses:
—Not for contrast.

— The only thing I’ve heard about that is from a billing stand-
point. I am told that in order to bill for the entire amount of con-
trast, in this case, 10 ml, you must document that the remaining 3
ml was discarded, assuming that you are billing by the ml. It does-
n’t matter how the contrast was discarded, only that you docu-
mented that it was.

—What business reason does he have for doing this? Our IR nurs-
es do this for narcotics, but this is done for tracking/accountability
reasons, not business office reasons. We do not do this for any-
thing else.

— The use of the JWmodifier (wasted ml of contrast) has been
abandoned by every payor and Medicare carrier that I know
because it was a logistical nightmare for them as well.

Even for those who did require it, it never applied to hospitals,
only to physicians/practices that billed under Part B on the old
1500 bill types.

Why don’t you try having him/her provide the documentation
that says it is required from your Medicare payor before you take
your staff time to add this step? Don’t worry, he/she will not find a
current regulation
(that I know of) and here is your smoking gun:

CMS Manual System
Department of Health & Human Services (DHHS)
Pub 100-04 Medicare Claims Processing
Centers for Medicare & Medicaid Services (CMS)
Transmittal 1248
Date: MAY 25, 2007
Change Request 5520

“Medicare will cover the amount of a drug or biological that was
discarded along with the amount of the drug or biological that
was administered for single use vials or single use packages.”

Have fun!

— So, we should bill for the entire vial of contrast?

— Yes, bill for the smallest single vial available.

Patient gets 45ml of a 50 ml bottle = bill 50ml.

Remember, Medicare is reimbursing cost, not paying for services.

So make sure you report unique supplies, drugs, and contrast in
the amount that YOU had to pay to provide the specific patient
dose.

To read more of this conversation and for more information
about the AHRA Forum, click here:
http://www.ahraonline.org/forum/discussion/infopage.cfm


