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November 12, 2013 

 

 

The Honorable Dave Camp 

Chairman 

House Ways & Means Committee 

 

The Honorable Sander Levin 

Ranking Member 

House Ways & Means Committee The  

Honorable Max Baucus 

Chairman 

Senate Committee on Finance 

 

The Honorable Orrin Hatch 

Ranking Member 

Senate Committee on Finance 

 

Dear Chairman Camp, Chairman Baucus, Ranking Member Levin, and Ranking Member Hatch:  

 

The Medical Imaging & Technology Alliance (MITA) appreciates this opportunity to provide 

you with our comments on your work to replace the failed Sustainable Growth Rate (SGR) 

formula with a more effective reimbursement framework that protects Medicare beneficiaries’ 

access to health care. MITA is the collective voice of medical imaging equipment, radiation 

therapy, and radiopharmaceutical manufacturers, innovators, and product developers, and we 

work closely with our partners in the provider community to advocate for the patients who rely 

on our products every day. 

 

We commend you and your staff for the extensive, bipartisan progress you have made in 

developing your SGR reform framework discussion draft. In a time of intense partisanship on 

some of our nation’s most significant challenges, your work on this important reform 

demonstrates that progress is possible on even the most complex policy issues. 

 

Earlier this year, in a letter to Chairman Baucus and Ranking Member Hatch, MITA established 

two guiding principles by which we will judge proposals to reform the Medicare fee for service 

payment system. First, payment reform must recognize the value of a timely and accurate 

diagnosis in determining the most effective and efficient treatment for patients. Second, payment 

reform should not discourage investment in and adoption of technologies that improve patient 

care. Reforms that meet these tests will encourage the appropriate use of life-saving medical 

imaging, radiation therapy, and radiopharmaceutical technologies, while enabling manufacturers 

to continue to bring to patients exciting new innovations aimed at improving care and lowering 

costs. 

 

Appropriate Use Criteria (AUC) 

MITA and our medical imaging community partners have long supported Medicare reforms that 

promote physician use of clinical appropriateness guidelines or criteria developed and/or 



endorsed by national professional physician societies. We are very encouraged that the 

discussion draft includes a section devoted to the implementation of this concept.  

 

MITA agrees with the draft that meaningful reform of the physician payment system should 

encourage the use of physician-developed appropriate use criteria into the practice of medicine. 

A thoughtful, evidence-based appropriateness guidelines policy is a much better approach for 

addressing any inappropriate use than proposals that would enact across-the-board 

reimbursement cuts, block coverage for scientifically-proven technologies, or erect 

indiscriminate, bureaucratic barriers to appropriate care.  

 

MITA has worked with our partners in the provider community on AUC policy since late 2007. 

We understand the complexities involved in establishing a workable AUC policy. MITA 

believes that the fine details will determine whether or not the policy will be successful. While 

MITA and the imaging community share your goal of using such a policy to limit inappropriate 

use of imaging and other services, a poorly designed policy could also inadvertently limit 

appropriate use and negatively impact patient care and outcomes. Key considerations for a robust  

AUC policy include: 

 The relationship between the clinician ordering the service and the clinician providing the 

service, if they are not the same individual, for the purpose of feedback and ensuring the 

AUC is consulted and an appropriate imaging test has been ordered; 

 The various standards for programmatic elements of the AUC programing, including the 

process for developing the criteria, the approval process by which CMS determines 

inclusion, the process for allowing for multiple criteria or guidelines applicable to a 

particular services, the relationship to the quality measures and resource use metrics of 

the VBP program, and the need to protect meaningful medical society involvement in 

every step of the process; 

 The process for updating the criteria, including timing of, advent of new technology, new 

sentinel research publications, etc.; 

 The method of clinician access to the criteria and the cost of that access, if any; 

 The practical implementation the activity of criteria consultation and attestation with  the 

current coding and billing systems for ordering physicians, particularly if that is not the 

rendering physician; 

 The process of benchmarking AUC compliance versus AUC consultation, without 

promoting “cookie cutter medicine” that does not allow for physician and patient 

decisions that deviate from clinical guidelines; 

 The process of providing accurate, actionable feedback to clinicians regarding their 

behavior in comparison to their peers, in order to facilitate practice improvement; 

 The framework and practical details for addressing outlier clinicians; 

 The potential role of related registries in updating AUCs and having the use of AUCs 

satisfy the reporting of certain quality measures; and 

 The availability of AUC data for external analysis. 

 

MITA looks forward to working with your committees to assist in working through these key 

considerations and developing an AUC policy that works for both providers and patients. 

 



MITA supports that the eventual goal of an AUC program should be to ensure guidelines are 

made available to physicians through their electronic health record or other electronic tool at the 

point of care. To accomplish that goal, we believe it is important that—during Phase 1 (e.g. 

2016–2018) of implementing the AUC program—Congress incorporate a level of flexibility that 

allows physicians to consult guidelines housed in various mediums (e.g. paper, EHR, web 

portals, etc.) and that this process of consultation by type of medium be evaluated for ease of use. 

To facilitate the availability of electronic tools for consultation of AUCs at the point of care, 

MITA would like to work with you and your staff to consider (1) directing the Centers for 

Medicare and Medicaid Services (CMS) to work with interested physician societies and experts 

in electronic medical practice tools to promote the migration of AUCs to a user and patient 

friendly electronic program compatible with the electronic health record (EHR) Meaningful Use 

program and (2) subsequently allowing physicians to use  an electronic AUC platform as a 

qualifying factor for successfully meeting the EHR element of the Value Based Performance 

Payment Program. MITA also recommends that the Secretary be directed to include as part of 

the announcement of selected AUCs information indicating where physicians could obtain 

access to the AUCs and in what medium they are available for use. Also, at least in Phase I of 

implementation, MITA recommends that those AUCs that are selected for use need to be 

available in paper form, even if they are also available in an electronic form.   

 

To maximize the reach of the committees’ final AUC policy and to promote the expansion of 

best practices in Alternative Payment Models, MITA recommends that Congress direct CMS to 

hold a series of stakeholder discussions either in advance of implementing this policy or during 

Phase I of implementation regarding how the AUC policy fits within the other elements of this 

proposal. For example, these discussions could involve CMS facilitating a dialogue between 

those medical organizations currently in the Accountable Care Organizations (ACO) Alternative 

Payment Models (APMs) Demonstration Projects and those planning to use AUCs, with the 

objective of discussing how those physicians currently setting up an ACO or those already in an 

ACO can best align their AUC efforts with their ACO efforts. This dialogue would assist the 

provider community in understanding how best to minimize reporting burdens, while ensuring 

better and earlier diagnosis for those Medicare beneficiaries receiving care through organizations 

under this model. The same could be done regarding Medical Homes and Condition-based 

payment bundles.   

 

Prior Authorization 

MITA is encouraged that you have rejected proposals to establish indiscriminate prior 

authorization schemes that would create obstacles to necessary care for all Medicare 

beneficiaries or establish artificial limits on which types of health care professionals are allowed 

to perform advanced imaging and other services. In contrast to that model, the discussion draft 

proposes to create a small prior authorization program targeted at outlier professionals whose 

ordering of advanced imaging and echocardiogram services is inconsistent with the ordering 

patterns of their peers.  

 

In light of problematic experiences with Radiology Benefit Managers in the private insurance 

market, MITA has advocated against the introduction of a broad prior authorization requirement 

in Medicare. Given that the discussion draft takes a more targeted approach, MITA looks 

forward to learning more details regarding this provision and how it would work with the AUC 



provision above to address concerns regarding inappropriate utilization.  MITA stresses that 

criteria used in any prior authorization requirement must be based on physician-developed 

appropriate use criteria and such criteria should be totally transparent and in the public domain.  

And, the program needs to be structured in such a way that does not increase the bureaucracy of 

the Medicare program or delay care for Medicare beneficiaries, even those with non-urgent 

conditions.  

 

Improving Quality 

As part of your efforts to reward quality and innovation, MITA supports incentivizing the 

adoption of key computed tomography (CT) equipment technologies that have the potential to 

dramatically reduce the radiation dose emitted during a CT scan. In fact, peer reviewed studies 

indicate this technology can lead to dose reductions of over 90 percent compared to traditional 

scans, while maintaining the clarity necessary to guide diagnostic decisions. This technology, as 

captured in the 2013 MITA Smart Dose standard, has been incorporated in new CT equipment 

for several years, and Medicare beneficiaries deserve access to the clear benefits of this vital 

technology. Unfortunately, the adoption of these features has been hampered by the 13 Medicare 

reimbursement cuts to advanced diagnostic imaging services since 2006. As a result, a 

substantial portion of the population does not have access to these features. 

 

Congress has the opportunity to improve patient access to this important technology, making a 

significant contribution to public health while also promoting medical innovation. MITA 

estimates that an incentive policy could reduce by 45 percent the number of scans performed on 

CT equipment without these dose optimization capabilities. We look forward to working with 

policymakers to ensure Congress acts in patients’ best interest by promoting access to these 

important radiation dose reduction technologies. 

 

Determining Value 

MITA appreciates your interest in addressing concerns on improving payment accuracy through 

provisions designed to correct misvalued services and expand CMS access to information on the 

cost of providing services. MITA supports reforms that more accurately value both diagnostic 

and therapeutic services. MITA member technologies render obsolete many more invasive 

procedures with longer recovery times and more severe side effects. Meanwhile, key diagnostic 

technologies often serve as gatekeepers, confirming a proper diagnosis before treatment can 

begin and even helping to determine which patients could benefit from specific therapies. Given 

the significant cost of many drug and surgical interventions, a relatively miniscule investment is 

all that is necessary to achieve an accurate diagnosis to ensure those interventions will improve 

patient outcomes. As a result, the appropriate imaging procedure can produce significant value 

for patients, the health care system, and the broader economy.  

 

Despite the value of imaging, medical imaging services have been singled out both by Congress 

and CMS in the past seven years for 13 reimbursement cuts in the physician office and 

independent facility sites of service. In many cases, these cuts have reduced Medicare payments 

for imaging services by over half. The cumulative impact of these cuts leads to a severe 

undervaluation of many imaging services, limiting their availability in non-hospital sites of 

service. Yet, CMS continues to propose arbitrary changes in payment formula assumptions 

without the benefit of a physician-based review of the service inputs and relative valuations. 



Under the current CMS potentially misvalued services program, many imaging procedures have 

been reviewed in the last three years. MITA urges you to consider how to avoid a system that 

allows arbitrary changes based on the use of unscientific data in the crucial process of identifying 

misvalued services. 

 

Thank you again for the opportunity to comment on your discussion draft for reforming the 

Medicare physician payment system. We greatly appreciate the progress you have made in 

putting politics aside and getting to the unglamorous business of making the necessary reforms to 

protect Medicare and its promise of high quality, affordable health care for future generations. 

 

Sincerely, 

 
Gail M. Rodriguez, Ph.D. 

Executive Director 

Medical Imaging & Technology Alliance (MITA) 
 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 


