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Additional Issue Background and ACR Position
(Issues/Legislation you may be asked about during your meeting)


Artificial Intelligence (AI)
Through its Data Science Institute (DSI) and broader advocacy efforts, the ACR has long served as a leading voice on the safe, effective, and responsible use of AI in radiology. Radiology is at the forefront of clinical AI adoption, and the ACR has helped shape best practices for model development, validation, transparency, governance, and post‑deployment performance monitoring. The ACR has also engaged extensively with federal agencies on medical AI oversight, access, and appropriate payment policy to ensure AI improves patient care without compromising safety or clinical judgment.
ACR Position:  The ACR has long been a trusted, non‑partisan resource grounded in real‑world clinical experience. Therefore, Congress should work closely with the ACR as it considers healthcare AI legislation and oversight policies. 
Efficiency Adjustment Policy
In the CY 2026 MPFS final rule, CMS finalized a 2.5% reduction to the work RVUs of all non-time-based codes based on perceived efficiency gains resulting from repetition over time. This adjustment is expected to be reviewed and applied every three years.
ACR Position: ACR strongly opposes the efficiency adjustment policy. Advancements in imaging technology have not reduced radiologists’ workload. Higher-resolution imaging and AI tools generate substantially more images and require greater interpretive skill, cognitive effort, and documentation. Applying across-the-board payment cuts in this context undervalues radiologists’ expertise, may limit patient access to timely imaging, and may discourage adoption of new technologies.
Find it Early Act (H.R. 6182)
The Find it Early Act requires coverage with no cost sharing for additional screening and diagnostic breast imaging exams for the detection of breast cancer for certain individuals assessed to be at greater risk for breast cancer.
The coverage requirement would apply to private insurance, Medicare, Medicare Advantage, Medicaid, TRICARE, and the Department of Veterans Affairs.
ACR Position: We support the bill’s intent to cover diagnostic and supplemental breast imaging without cost barriers, including modalities commonly recommended in ACR practice parameters & technical standards and physician-developed Appropriate Use Criteria.


H-1Bs for Physicians and the Healthcare Workforce Act (H.R. 7961)
This bipartisan legislation will exempt physicians and other health care workers from the administration’s policy requiring a $100,000 fee for H-1B petitions. It also prohibits new H-1B fees from being imposed on health care workers that exceed the existing fees under the U.S. code.
ACR Position: Support
Improving Seniors’ Timely Access to Care Act of 2025 (H.R. 3514/S.1816)
This legislation streamlines the outdated prior authorization process in Medicare Advantage (MA). It would require MA plans to adopt an electronic prior authorization (e-PA) system with standardized transactions; improve transparency; clarify HHS’s authority to set timelines for determinations— including real-time decisions for routine items; and mandate a report on oversight.
ACR Position: Support
The National Institutes of Health (NIH) FY 27 Appropriations
ACR urges Congress to provide at least $51.3 billion to NIH for FY 2027. Funding for NIH and our national research infrastructure allows for the continued advancement of scientific discoveries and breakthroughs, improving the lives of patients with a wide spectrum of diseases and disorders, many of whom depend on radiology tools for prevention, diagnosis, and treatment of disease. Congress’ continued commitment to a strong federal investment in the United States biomedical research enterprise is vital to improve our nation's health, propel the economy, and keep the United States at the forefront of innovation in funding biomedical research efforts. Additionally, ACR is asking for $1.7 billion for the Advanced Research Projects Agency for Health (ARPA-H). The administration’s FY2027 budget requested $41.4 billion for NIH (a 12.3% cut) and $945 million for ARPA-H (a cut of $555 million).
ACR Position: Support
NIH – Indirect Costs Reduction 
The White House directed NIH to release a notice of its intent to cut reimbursement of research facilities and administrative (F&A) costs, often referred to as indirect costs, to a standard rate of 15% for institutes of higher education, despite already determined contracts. The FY2026 CR extends statutory language preventing the Administration from imposing a 15% cap on F&A cost reimbursement. Multiple lawsuits were filed, and a federal judge issued a permanent injunction seeking to halt the Administration’s planned cuts, stating the notice was unlawful and would result in irreparable harm to the research mission at institutions. The ACR has joined coalition efforts of the Joint Associations Group (JAG), which aims to offer an alternative solution to the continuing concerns of F&A costs and work with the Office of Management and Budget on a newly designed system. In the administration’s FY2027 budget, it was again stated the intent to continue the policy to cap indirect cost rates at 15 percent, ensuring that funds support direct scientific research costs rather than administrative overhead.
ACR Position: Oppose
Medicare Site Neutral Policy
Congress is exploring (again) legislation that would pay the same for some medical services, regardless of clinical setting. Early hearings indicate lawmakers have not identified a specific site neutral policy to advance in the legislature, however, due to the tremendous amount of potential savings associated with such a policy, ACR anticipates that further discussion of the topic will continue.
ACR Position: More policy details need to emerge, especially since advanced imaging has been subjected to a site neutral policy since the DRA of 2005. 
Nuclear Medicine Clarification Act of 2025 (H.R. 2541)
H.R. 2541 would impose new Nuclear Regulatory Commission (NRC) reporting requirements by classifying nuclear medicine (NM) extravasations as “medical events” and mandating routine injection‑site monitoring and novel radiation dose estimates for all diagnostic and therapeutic IV administrations of NM agents. The bill would override ongoing NRC rulemaking and institution-level quality programs, effectively forcing adoption of unique monitoring devices for compliance. Those methods would conflict with accepted standards of care and medical physics, offer no proven radiation safety benefit, and would impose significant administrative burdens. The NRC estimates implementation and compliance would cost providers and regulators more than $6.4 billion, threatening timely patient access to essential NM services.
ACR Position: Oppose
ROCR Value Based Program Act (S.1031/ H.R. 2120)
The Radiation Oncology Case Rate (ROCR) Value Based Payment Program Act (S.1031 / H.R.2120) was reintroduced by Sen. Thom Tillis (R-NC), Sen. Gary Peters (D-MI), Rep. Brian Fitzpatrick (R-PA), Rep. Jimmy Panetta (D-CA), Rep. John Joyce, MD (R-PA) and Rep. Paul Tonko (D-NY) in March 2025.
ROCR would change radiation oncology payment from per fraction to per patient and encourage stable payments, higher quality care and reduced disparities. ROCR uses a more simplified approach than the CMS RO model and unifies payment that levels the playing field across care delivery settings.
ACR Position: Support 
Workforce
Resident Physician Shortage Reduction Act of 2025 (H.R. 4731, S. 2439)
This legislation would increase the number of Medicare-supported graduate medical education (GME) slots by 14,000 over seven years. The slots would be distributed to hospitals with 10% to each of the following categories: rural areas, those training over their GME cap, in states with new medical schools or branch campuses, and health professional shortage areas (HPSAs), with priority to hospitals affiliated with historically Black medical schools.
Position: Support
Conrad State 30 and Physician Access Reauthorization Act (H.R. 1585, S. 709)
The Conrad 30 program was created in 1994 to give states the ability to waive the requirement that foreign medical graduates must return to their home country for two years after they complete their residency training in the U.S. To qualify, physicians must agree to practice in medically underserved area for at least three years. This legislation would extend authorization of the program for three years and create a process to gradually increase the number of waivers beyond 30 per state.
Position: Support
Specialty Physicians Advancing Rural Care (SPARC) Act (S. 1380/ H.R. 4681)
This legislation would address physician shortages by incentivizing specialty physicians to practice in rural communities through a new loan repayment program under the Health Resource Services Administration (HRSA)— up to $250,000 over six years in exchange for service in rural communities— expanding access to care. 
Position: Support
Health Care Workforce Resilience Act (H.R. 5283/S.2759)
This legislation aims to address shortages of health care providers by recapturing 15,000 unused immigrant visas for physicians and 25,000 unused immigrant visas for nurses that Congress previously authorized. Streamlining the visa authorization process can help increase access to care. 
Position: Support
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