
ACR PRACTICE PARAMETER FOR THE SUPERVISION AND 
PERFORMANCE OF CT AND MR IMAGING AT REMOTE 
LOCATIONS, REMOTE IMAGING

The American College of Radiology, with more than 40,000 members, is the principal organization of radiologists, radiation oncologists, and clinical medical 

physicists in the United States. The College is a nonprofit professional society whose primary purposes are to advance the science of radiology, improve 

radiologic services to the patient, study the socioeconomic aspects of the practice of radiology, and encourage continuing education for radiologists, radiation 

oncologists, medical physicists, and persons practicing in allied professional fields.

The American College of Radiology will periodically define new practice parameters and technical standards for radiologic practice to help advance the science 

of radiology and to improve the quality of service to patients throughout the United States. Existing practice parameters and technical standards will be 

reviewed for revision or renewal, as appropriate, on their fifth anniversary or sooner, if indicated.

Each practice parameter and technical standard, representing a policy statement by the College, has undergone a thorough consensus process in which it has 

been subjected to extensive review and approval. The practice parameters and technical standards recognize that the safe and effective use of diagnostic and 

therapeutic radiology requires specific training, skills, and techniques, as described in each document. Reproduction or modification of the published practice 

parameter and technical standard by those entities not providing these services is not authorized.

 PREAMBLE

This document is an educational tool designed to assist practitioners in providing appropriate radiologic care for 
patients. Practice Parameters and Technical Standards are not inflexible rules or requirements of practice and are 
not intended, nor should they be used, to establish a legal standard of care1. For these reasons and those set 
forth below, the American College of Radiology and our collaborating medical specialty societies caution against 
the use of these documents in litigation in which the clinical decisions of a practitioner are called into question.
The ultimate judgment regarding the propriety of any specific procedure or course of action must be made by 
the practitioner considering all the circumstances presented. Thus, an approach that differs from the guidance in 
this document, standing alone, does not necessarily imply that the approach was below the standard of care. To 
the contrary, a conscientious practitioner may responsibly adopt a course of action different from that set forth 
in this document when, in the reasonable judgment of the practitioner, such course of action is indicated by 
variables such as the condition of the patient, limitations of available resources, or advances in knowledge or 
technology after publication of this document. However, a practitioner who employs an approach substantially 
different from the guidance in this document may consider documenting in the patient record information 
sufficient to explain the approach taken.
The practice of medicine involves the science, and the art of dealing with the prevention, diagnosis, alleviation, 
and treatment of disease. The variety and complexity of human conditions make it impossible to always reach 
the most appropriate diagnosis or to predict with certainty a particular response to treatment. Therefore, it 
should be recognized that adherence to the guidance in this document will not assure an accurate diagnosis or a 
successful outcome. All that should be expected is that the practitioner will follow a reasonable course of action 
based on current knowledge, available resources, and the needs of the patient to deliver effective and safe 
medical care. The purpose of this document is to assist practitioners in achieving this objective.
_________________________________________________________________________________________________
1 Iowa Medical Society and Iowa Society of Anesthesiologists v. Iowa Board of Nursing, 831 N.W.2d 826 (Iowa 2013) Iowa Supreme Court refuses to find that 

the "ACR Technical Standard for Management of the Use of Radiation in Fluoroscopic Procedures (Revised 2008)" sets a national standard for who may perform 

fluoroscopic procedures in light of the standard’s stated purpose that ACR standards are educational tools and not intended to establish a legal standard of 

care. See also, Stanley v. McCarver, 63 P.3d 1076 (Ariz. App. 2003) where in a concurring opinion the Court stated that “published standards or guidelines of 

specialty medical organizations are useful in determining the duty owed or the standard of care applicable in a given situation” even though ACR standards 

themselves do not establish the standard of care.

 I. INTRODUCTION

Remote scanning refers to the performance of diagnostic imaging examinations by medical imaging professionals 
(e.g., MRI technologists, CT technologists) who are not physically present with the patient. This practice uses 
networked systems and secure communication protocols. Remote technologies are increasingly used to address 
the growing demand for diagnostic imaging services in rural and underserved areas as well as to improve 
accessibility and efficiency due to workforce shortages.
 



Facilities should establish remote scanning policies and procedures that are current with federal, state, and local 
laws and regulations, including which procedures and protocols may be performed remotely. This document 
outlines the important aspects of remote scanning for CT and MRI, focusing on patient safety, staff roles and 
responsibilities, quality assurance, data security, operational protocols, and emergency procedures [-3199506].
 
Applications for remote scanning may include, but are not limited to:

Technologist skill development and oversight1. 
Sites experiencing immediate technologist shortages2. 
Rural or underserved locations3. 
Multi-site healthcare systems4. 
After-hours imaging5. 

 II. INDICATIONS AND CONTRAINDICATIONS

Facilities should establish when remote scanning is permitted and for which procedures. 

Indications: Indications for remote scanning include extending access to imaging services and improving 
workflow efficiency. 
 

A. 

Contraindications: Contraindications may include insufficient onsite support, planned downsizing of 
credentialed staff, or procedures considered inappropriate for remote scanning.

B. 

 III. QUALIFICATIONS AND RESPONSIBILITIES OF PERSONNEL

Remote scanning is an evolving area of practice, and both credentialing and regulatory organizations continue to 
refine standards governing its implementation. Facilities are expected to stay current with such guidance as these 
standards develop.
 
All personnel performing and assisting in remote scanning should meet applicable federal, state and local laws 
and regulations for the supervision and performance of the imaging examinations. Remote and on-site staff 
should have clear roles and responsibilities and take a team-based approach to managing patient care and safety, 
including magnetic resonance safety officers and expert personnel. On-site personnel should be trained in basic 
life support and be aware of the emergency call response times. Factors impacting remote personnel 
qualifications may include the type of remote scanners and the number of patients being scanned at any given 
time.
 
Procedure-specific qualifications and responsibilities for personnel are available in the existing Practice 
Parameters and Technical Standards on the ACR Practice Parameters and Technical Standards Portal. For the 
purposes of this document, medical imaging professional includes appropriately credentialed imaging personnel 
(e.g., American Registry Of Radiologic Technologists RT (MR, CT) or other qualified technologist as described in 
the personnel requirements of the modality ACR accreditation program), consistent with applicable laws and 
facility policy.

 III. QUALIFICATIONS AND RESPONSIBILITIES OF PERSONNEL

 A. Physician

A physician must be responsible for all aspects of the study, including, but not limited to, reviewing indications 
for the examination, specifying the pulse sequences to be performed, interpreting images, generating official 
interpretations (final reports), and assuring the quality of the images and the interpretations.
 
For CT diagnostic procedures, all examinations must be performed under the supervision of and interpreted by a 
physician who meets the qualifications found in the ACR–SPR Practice Parameter for Performing and Interpreting 
Diagnostic Computed Tomography (CT) [1].
 
For MRI diagnostic procedures, all examinations must be performed under the supervision of and interpreted by 
a physician who meets the qualifications found in the ACR Practice Parameter for Performing and Interpreting 
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Magnetic Resonance Imaging (MRI) [2]. The physician should also be able to apply current knowledge about the 
range of MRI contrast agents, to include choice of agent, composition, risks and benefits, appropriate use and 
dosing.
The written or electronic request for remote examination should provide sufficient information to demonstrate 
the medical necessity of the examination and allow for its proper performance and interpretation.
 
Determination of Medical Necessity: 
 
The medical necessity of an imaging examination is determined by the referring or ordering provider, consistent 
with applicable payer and regulatory requirements (e.g., 42 CFR § 410.32). The referring provider should supply 
sufficient clinical information—such as relevant signs, symptoms, or a provisional diagnosis—to support the 
request. 
 
The interpreting radiologist is responsible for verifying that the information provided is adequate to perform and 
interpret the study appropriately and may contact the referring provider if clarification or additional information 
is needed.

 III. QUALIFICATIONS AND RESPONSIBILITIES OF PERSONNEL

 B. Qualified Medical Physicist

Personnel qualifications and responsibilities for qualified medical physicists/MRI scientists should be consistent 
with the applicable ACR Practice Parameters and Technical Standards for the diagnostic examination being 
performed.
 
CT or MRI technical standards for specific procedures may provide the Qualified Medical Physicist with additional 
specific information and can be found on the ACR Practice Parameters and Technical Standards Portal. AAPM 
guidance may provide additional information helpful for performance monitoring — see ACR-AAPM Practice 
Parameters and Technical Standards.
 
Responsibilities of the Qualified Medical Physicist specific to remote scanning include:

Conducting acceptance testing of new scanners or major software upgrades that enable or modify remote 
functionality.

1. 

Confirming that emergency shutdown and failsafe procedures for remotely operated scanners are 
documented, tested and understood by on-site personnel.

2. 

Performance monitoring should be consistent with the applicable ACR Technical Standard(s), available on 
the ACR Practice Parameters and Technical Standards Portal. AAPM guidance may provide additional 
information helpful for performance monitoring — see ACR-AAPM Practice Parameters and Technical 
Standards.

3. 

Collaborating with imaging leadership to review quality assurance (QA) data, investigate imaging artifacts or 
anomalies, and provide corrective recommendations as needed.

4. 

As a technical consultant, advise and support the development of remote scanning programs, workflow 
optimization and compliance planning, including risk mitigation strategies for remote scanning.

5. 

 III. QUALIFICATIONS AND RESPONSIBILITIES OF PERSONNEL

 C. Medical Imaging Professional (Remote CT/MRI technologist)

Qualifications and responsibilities should be consistent with the applicable ACR Practice Parameters and 
Technical Standards for the diagnostic examination being performed.

Responsibilities of a remote technologist include, but are not limited to:
Reviewing exam protocols.a. 
Communicating with staff and/or patient.b. 
Initiating scanning sequences and adjusts parameters.c. 
Reviewing image quality and repeating image acquisition as needed.d. 

1. 
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Qualifications of the medical imaging professional include, but are not limited to:
Meeting licensing and credential requirements as appropriate for the jurisdictions of remote 
scanning location(s).

a. 

Each facility should designate a responsible party (e.g., site imaging manager/supervisor or modality 
lead) accountable for local implementation, training, and compliance with remote scanning 
workflows.

b. 

2. 

 III. QUALIFICATIONS AND RESPONSIBILITIES OF PERSONNEL

 D. Ionizing Radiation Operator (CT Examinations)

For examinations involving ionizing radiation, facilities must comply with federal, state and local requirements 
regarding the operator of record, supervision and staffing. Where permitted, remote operation should include 
safeguards such as appropriate licensure/credentialing, documented on-site support, and clear escalation 
procedures. Facilities are responsible for verifying the current licensure, certification and competency of all 
technologists engaged in these procedures. Compliance with federal regulations (CMS,  U.S. Nuclear Regulatory 
Commission) and state-specific laws is required.

Responsibilities include, but are not limited to:
Initiating scan sequencesa. 
Selecting and adjusting imaging parameters consistent with approved protocolsb. 

1. 

Facilities should maintain documentation of the operator of record for each examination in accordance 
with ACR–AAPM Technical Standards, HIPAA and state law.

2. 

 III. QUALIFICATIONS AND RESPONSIBILITIES OF PERSONNEL

 E. Qualified On-Site Operator (QOO)

A QOO is an individual who assists the medical imaging professional in the acquisition of a remotely operated 
CT/MRI image. The individual may have completed training to become an imaging assistant, technologist 
assistant, or trainee technologist/student in a radiography program. The individual should complete institution-
specified training in patient safety and assistance related to imaging equipment operation, patient 
communication, and remote‑scan workflows and safety procedures.

Responsibilities for QOO include, but are not limited to:
Patient identification and verificationa. 
Preprocedural documentation such as consent and screening forms (e.g., MR safety, contrast 
administration, if applicable, etc.)

b. 

Patient positioning (and coil placement for MRI)c. 
Handle inbound remote-control connection for safe remote scanningd. 
Emergency response initiation.e. 

1. 

Facilities providing contrast studies under a remote scanning policy should have an individual qualified to 
administer contrast and manage contrast reactions [-3199507].

2. 

 IV. SPECIFICATIONS OF THE EXAMINATION

 A. Examination Technique

The written or electronic request for remote MRI or CT examination should provide sufficient information to 
demonstrate the medical necessity of the examination and allow for its proper performance and interpretation.  
 
Documentation that satisfies medical necessity includes 1) signs and symptoms and/or 2) relevant history 
(including known diagnoses). Additional information regarding the specific reason for the examination or a 
provisional diagnosis would be helpful and may at times be needed to allow for the proper performance and 
interpretation of the examination. 
 
The request for the examination must be originated by a physician or other appropriately licensed health care 



provider. The accompanying clinical information should be provided by a physician or other appropriately 
licensed health care provider familiar with the patient’s clinical problem or question and consistent with the state 
scope of practice requirements. (ACR Resolution 35, adopted in 2006 – revised in 2016, Resolution 12-b) adopted 
in 2006 – revised in 2016, Resolution 12-b)
Remote technologists should use protocols reviewed and approved by the supervising radiologist. Any deviations 
from standard protocols should be justified and documented in the scan record.
The patient should be screened and prepared for a study in accordance with applicable procedure parameters 
and standards, available on the ACR Practice Parameters and Technical Standards Portal.

 IV. SPECIFICATIONS OF THE EXAMINATION

 C. Specialized Techniques and Indications

Contrast-enhanced imaging should follow pre-screening and documentation per site policy.
All patients undergoing remote scanning should be screened for appropriateness based on examination type, 
clinical indication and risk factors. Selection criteria and preparation should comply with the applicable ACR 
Practice Parameters for MRI or CT performance, with the ACR Manual on MR Safety [3], with the ACR Manual on 
Contrast Media [4], and, if applicable, with requirements for the remote supervision of contrast administration.
 
The QOO (or designated on-site personnel) should notify the patient that remote scanning technology will be 
used as part of routine workflow communication. Facilities should have a policy describing available alternatives 
and procedures if a patient declines remote scanning, consistent with applicable law and institutional policy.

 IV. SPECIFICATIONS OF THE EXAMINATION

 E. Hardware and Software Requirements

Scanner Compatibility: 
 
Remote operability  be supported by the scanner or remote-access system manufacturer, ensuring 
compliance with safety and cybersecurity standards. Remote access should use manufacturer-approved or 
institutionally validated software configurations. 
 

1. 

Workstation and Connectivity: 
 
Remote scanning workstations should be secure and HIPAA-compliant. Institutions should maintain reliable, 
redundant network connectivity sufficient to support uninterrupted scanning and data transfer. 
Before each examination, the remote technologist should verify adequate network bandwidth, latency, and 
stability, and monitor connectivity throughout the exam.
Any interruptions should be managed according to the facility’s Network Integrity and Downtime 
Protocols. 
 

2. 

Software Tools (Purpose and Use): 
 
Facilities should provide tools that support safe and efficient communication and image handling, including:

Voice communication systems (e.g., intercom, VoIP): to maintain two-way communication between 
remote technologists and on-site staff or patients.

1. 

PACS/RIS integration: to enable timely image review, quality control, and transmission for radiologist 
interpretation. Remote access functionality should follow institutional security and authentication 
protocols.

2. 

Remote desktop or control software: to allow authorized technologists to safely initiate and adjust 
scan parameters from an approved workstation. 
 

3. 

3. 

Technical Support: 
 
Facilities should ensure on-demand IT and engineering support is available to resolve connectivity or 
system issues in a timely manner. Continuous live IT monitoring is not required but access to technical 

4. 
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assistance during scanning hours should be assured. 
 
Cybersecurity and Data Protection: 
 
Facilities should maintain compliance with institutional information security policies and the 
ACR–AAPM–SIIM Technical Standard for Electronic Practice of Medical Imaging, which provides current 
guidance on encryption, authentication, and audit requirements for remote imaging systems.

5. 

Sites performing remote scanning should have established policies and procedures for emergencies, patient 
preparation, examination techniques and hardware/software requirements.
 
Facilities should ensure that all remote scans are conducted through secure, manufacturer-supported platforms 
compliant with HIPAA, cybersecurity and institutional standards.
 
Since remote scanning depends on real-time network connectivity, facilities should implement and document 
procedures to verify, maintain, and monitor network functionality. 
 
At least one qualified individual who is trained to support patient safety, positioning, communication and 
emergency response must be on site, with additional on-site staffing as appropriate to the examination type, 
patient acuity and facility resources. On-site personnel roles may include technologists, imaging assistants and 
trainees as permitted; however, on-site staffing must be sufficient to support patient safety and emergency 
response, and facilities should define which personnel may perform which tasks, including contingency actions 
during interruptions. For the MR modality, a minimum of two MR personnel in Zone III should be present at the 
facility.

Pre-exam verification: Before initiating scanning, the remote technologist should verify stable, secure 
network connectivity, confirm access to the scanner control software, and test audio/visual communication 
with the on-site team.

1. 

Continuous monitoring: During the examination, network connection strength and remote-control 
responsiveness should be monitored continuously. Any latency, interruption or data loss should be 
immediately reported and resolved before proceeding.

2. 

Downtime procedures:
Facilities must adhere to the applicable ACR Practice Parameters and Technical Standards for the 
diagnostic examination being performed.

a. 

Facilities should have a documented contingency plan for network outages, including:
Immediate notification of QOO and remote technologists;i. 
Safe suspension or termination of scanning if the remote control is lost;ii. 
A defined escalation pathway to technical support or manufacturer service; andiii. 
Protocol for rescheduling or converting to QOO operation when necessary.iv. 

b. 

3. 

System recovery validation: After downtime or a system reboot, a full verification of scanner control, data 
integrity and communication pathways should be performed before resuming remote scans.

4. 

 IV. SPECIFICATIONS OF THE EXAMINATION

 G. Communication and Workflow

Effective communication between on-site and remote personnel is essential to maintain patient safety, scan 
quality, and compliance with ACR standards.
 
Medical Necessity and Orders:

Medical necessity for all imaging examinations is determined by the ordering provider in accordance with 
ACR Appropriateness Criteria® and applicable regulations.

1. 

The supervising radiologist reviews orders and protocols to ensure appropriateness prior to imaging.2. 
Remote or on-site technologists do not determine medical necessity but should confirm that a valid order 3. 



exists before initiating the study.
Orders should be entered by a licensed provider; on-site staff may assist only in verifying patient identity, 
exam details, and readiness. 
 

4. 

Pre-Procedure Communication:

On-site staff confirm patient identification, complete safety screening, and communicate readiness to the 
remote technologist.

1. 

Remote technologist verifies exam protocol with the supervising radiologist when necessary. 
 

2. 

Intra-Procedure Communication:

Continuous two-way audio communication between the remote technologist and on-site personnel is 
required throughout the examination.

1. 

Video communication is strongly recommended in scenarios where direct patient visualization is necessary 
(e.g., pediatric imaging, sedation, coil placement for MRI, or when emergency risk is elevated).

2. 

Live monitoring refers to real-time observation of the scanner interface, imaging sequences, and 
reconstructed images as they are acquired. Direct visual monitoring of the patient is optional unless 
clinically indicated.

3. 

On-site personnel remain responsible for patient observation, safety monitoring, and initiating emergency 
responses. 
 

4. 

Emergency Preparedness:

Sites should establish escalation protocols appropriate to their setting:1. 
Outpatient facilities without on-site emergency medications should maintain immediate access to EMS 
(911) and have clear procedures for rapid patient transfer.

2. 

Facilities with emergency medications should ensure on-site personnel are trained in their use and that 
emergency protocols are documented and rehearsed. 
 

3. 

Post-Procedure Communication and Documentation:

Remote technologist performs an initial quality control review and
communicates any deviations, artifacts, or issues to the supervising radiologist.

1. 

All remote scans should include documentation of:
Whether technical limitations (e.g., latency, interface lag, bandwidth loss) impacted image 
acquisition or diagnostic quality.

1. 

Differentiation between issues related to technologist performance vs. limitations of the remote 
environment.

2. 

Actions taken to address quality concerns, including repeat imaging or corrective measures.3. 

2. 

On-site staff document patient condition at the end of the exam and confirm safe handoff/discharge.  3. 

Facilities that perform remote scanning should maintain clear, documented procedures for managing medical or 
technical emergencies that may occur during imaging.
 
Emergency preparedness should be appropriate to the clinical setting and consistent with institutional policy, 
state regulation and available resources. Minimum requirements include:

On-site personnel trained and current in basic life support1. 
A documented emergency escalation protocol that outlines the steps for managing medical or technical 
emergencies during remote scanning. This includes procedures such as:

2. 



Safely removing the patient from the scanner in the event of a medical or technical emergency;a. 
Discontinuing scanning and initiating remote system shutdown if patient or equipment safety is at 
risk;

b. 

Activating the facility’s emergency response system (e.g., calling 911 or the institutional code team) 
and notifying the supervising radiologist or remote technologist; and

c. 

Documenting the incident and subsequent follow-up actions.d. 
Readily available emergency medications and supplies appropriate to the setting (e.g., epinephrine auto-
injector, antihistamines for contrast reactions).

3. 

For facilities administering IV contrast or sedation:

The presence of staff qualified to manage contrast reactions or minor adverse events.1. 
Emergency equipment (e.g., oxygen, suction, emergency medications and supplies appropriate to the 
setting, an emergency kit) should be available on site, consistent with the ACR Manual on Contrast Media 
[4]  and institutional requirements.

2. 

An immediate emergency response system (e.g., calling 911 or the institutional code team, the use of 
emergency protocols) reviewed and approved by the supervising radiologist and that the on-site staff are 
trained in and can implement. Any deviations from standard protocols should be justified and documented 
in the scan record.

3. 

 IV. SPECIFICATIONS OF THE EXAMINATION

 H. Communication and Workflow

Effective communication between on-site and remote personnel is essential to maintain patient safety and image 
quality. The remote technologist should verify network connectivity and communication systems prior to 
initiating the examination and follow established reporting/escalation procedures if latency, interruption or data 
loss occurs during scanning.

 V. DOCUMENTATION

Communication should be consistent with the applicable ACR Practice Parameters, such as the ACR Practice 
Parameter for Communication for Diagnostic Imaging Findings [5] .

Facilities should have policies that document pre-procedural, intra-procedural, and post-procedural 
communication. 

•

Documentation of examinations performed via remote scanning should follow the same standards as on-
site examinations.

•

Documentation should differentiate between limitations caused by the remote environment and operator-
related issues, to guide quality improvement and training.

•

 VI. EQUIPMENT SPECIFICATIONS

Equipment used in remote scanning should meet current ACR–AAPM standards. Proper functionality, diagnostic 
image quality and safety are paramount to ensure patient care parity with in-person scanning.

 VI. EQUIPMENT SPECIFICATIONS

 A. Hardware and Software Requirements

Remote scanning systems should support secure, manufacturer-approved functionality that allows the remote 
technologist to control imaging parameters and monitor the study in real time.

 VI. EQUIPMENT SPECIFICATIONS

 A. Hardware and Software Requirements

 1. Scanner Compatibility

Remote operability should be supported by the scanner or remote-access system manufacturer, ensuring 
compliance with safety and cybersecurity standards. Remote access should use manufacturer-approved or 
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institutionally validated software configurations.
 VI. EQUIPMENT SPECIFICATIONS

 A. Hardware and Software Requirements

 2. Workstation and Connectivity

Remote scanning workstations should be secure and HIPAA-compliant. Institutions should maintain reliable, 
redundant network connectivity sufficient to support uninterrupted scanning and data transfer.
 
Before each examination, the remote technologist should verify adequate network bandwidth, latency, and 
stability, and monitor connectivity throughout the exam.
 
Any interruptions should be managed in accordance with the facility’s network integrity and downtime protocols.
Facilities should be performing remote scanning should establish redundancy and failover systems to ensure 
continuity of patient care and to protect patient safety in the event of technical disruption or security breach.
 
System Redundancy:

Backup power supplies (UPS or generator) should be available to maintain scanner operation during 
electrical outages.

1. 

Secondary network connectivity or VPN access should be in place to prevent disruption of communication 
and scanner control during primary network failures.

2. 

Alternate communication pathways (e.g., dedicated phone lines) should be accessible in case audio or video 
systems fail.

3. 

Failover Protocols:

In the event of scanner malfunction, network interruption, or cyber intrusion, systems should allow for 
immediate termination of the remote control session to prevent unintended scanner operation.

1. 

On-site personnel should have the ability to assume control of the scanner or safely stop the examination at 
any point.

2. 

Emergency stop mechanisms and manual override controls should remain fully functional and accessible to 
on-site staff at all times.

3. 

Failover systems should allow for quick transition in the event of primary system failure.4. 

Cybersecurity Safeguards:

Remote access systems should incorporate secure authentication, encryption, and session logging.1. 
Facilities should implement policies requiring immediate shutdown of remote sessions if a suspected 
cybersecurity event or unauthorized access occurs.

2. 

Routine testing of these shutdown and failover procedures should be conducted to ensure staff readiness.3. 

 VI. EQUIPMENT SPECIFICATIONS

 B. Infection Control and Hygiene

 1. Software Tools (Purpose and Use)

Facilities should provide tools that support safe and efficient communication and image handling, including:

Voice communication systems (e.g., intercom, VoIP) to maintain two-way communication between remote 
technologists and on-site staff or patients.

a. 

PACS/RIS integration to enable timely image review, quality control, and transmission for radiologist 
interpretation. Remote access functionality should follow institutional security and authentication 
protocols.

b. 

Remote desktop or control software to allow authorized technologists to safely initiate and adjust scan c. 



parameters from an approved workstation.

On-site staff must follow proper cleaning protocols for coils, pads, gantries, and all patient-contact equipment, in 
compliance with infection control standards.
 
Radiation exposures or other dose indices should be periodically measured by a Qualified Medical Physicist in 
accordance with the applicable ACR Technical Standards. Monitoring or regular review of dose indices from 
patient imaging should be performed by comparing the facility’s dose information with national benchmarks, 
such as the ACR Dose Index Registry and relevant publications relying on its data, applicable ACR Practice 
Parameters, NCRP Report No. 172, Reference Levels and Achievable Doses in Medical and Dental Imaging: 
Recommendations for the United States or the Conference of Radiation Control Program Director’s National 
Evaluation of X-ray Trends; 2006, 2009, amended 2013, revised 2023 (Res. 2d). 
 
Compliance encompasses ALARA principles, Image Wisely, and Image Gently initiatives. Facilities should use dose 
reduction technologies and regularly benchmark radiation dose levels against national standards. 
 
For information on the ACR Position Statements on Teleradiology, Off-Site Radiology, Interpretation of Radiology 
Images Outside of the U.S., see the ACR policy finder and the ACR–AAPM–SIIM TECHNICAL STANDARD FOR 
ELECTRONIC PRACTICE OF MEDICAL IMAGING [6].
 
Equipment performance monitoring should be in accordance with the ACR–AAPM TECHNICAL STANDARD FOR 
DIAGNOSTIC MEDICAL PHYSICS PERFORMANCE MONITORING OF COMPUTED TOMOGRAPHY (CT) 
EQUIPMENT [7].
 
Equipment performance monitoring should be in accordance with the ACR–AAPM TECHNICAL STANDARD FOR 
DIAGNOSTIC MEDICAL PHYSICS PERFORMANCE MONITORING OF MAGNETIC RESONANCE (MR) IMAGING 
EQUIPMENT [8].
 
Programs must undergo quarterly quality assurance (QA) reviews and performance benchmarking. This includes 
tracking incidents, analyzing patient satisfaction, and identifying opportunities for continuous improvement.

 VI. EQUIPMENT SPECIFICATIONS

 C. Quality Assurance & Performance Monitoring

 1. Technical Support

Facilities should ensure that on-demand IT and engineering support is available to resolve connectivity or system 
issues promptly. Continuous live IT monitoring is not required, but access to technical assistance during scanning 
hours should be assured.
Remote scanning should be subject to the same quality assurance (QA) and performance monitoring processes as 
on-site imaging, in accordance with existing ACR Practice Parameters and Technical Standards.
 
Routine QA Reviews:

Facilities should include remote examinations in their ongoing QA programs, including peer review and 
periodic audit of image quality, adherence to protocols, and documentation accuracy.

1. 

QA findings should be reviewed by imaging leadership and used to guide corrective actions and workflow 
improvements.

2. 

Technologist Competency:

Remote technologists should undergo initial competency validation in remote scanning  workflows and 
periodic reassessment per institutional policy.

1. 

Ongoing training should be incorporated into existing continuing education or competency maintenance 
requirements for technologists; no unique CE mandate is created solely for remote scanning.

2. 
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For CT exams, the operator technologist oversees the dose monitoring and optimization, which are 
supported by the physicist and supervising physician.

3. 

Patient Feedback:

Facilities may incorporate patient feedback into their QA programs in accordance with institutional policy.1. 
If a facility chooses to inform patients that remote scanning is being used, policies should include how that 
information is communicated and how feedback is obtained.

2. 

Patient satisfaction processes do not require remote-specific questions unless the institution elects to 
include them.

3. 

Incident Reporting:

Facilities should have mechanisms to capture and review incidents or technical limitations specific to 
remote scanning (e.g., network interruptions, interface latency).

1. 

Documentation should differentiate between limitations caused by the remote environment and operator-
related issues, to guide quality improvement and training.

2. 

 Note: Facilities may elect to incorporate patient feedback regarding the remote scanning experience; this is not 
an ACR requirement but may provide valuable insight for quality improvement.
 

 VI. EQUIPMENT SPECIFICATIONS

 D. Regulatory and Accreditation Compliance

 1. Cybersecurity and Data Protection

Facilities should maintain compliance with institutional information security policies and the ACR–AAPM–SIIM 
Technical Standard for Electronic Practice of Medical Imaging, which provides current guidance on encryption, 
authentication, and audit requirements for remote imaging systems.
Remote scanning programs should operate under the same regulatory, accreditation, and professional standards 
as on-site imaging. Compliance ensures patient safety, data security, and quality of diagnostic outcomes while 
protecting institutions from legal and accreditation risks.
 
1. State Licensure as applicable and Credentialing
 
All remote technologists should hold active state licensure in the jurisdiction where the imaging is performed. 
Multi-site operations across state lines should verify compliance with local medical board and technologist 
licensure requirements. 
Supervising radiologists should maintain appropriate medical licensure and credentialing at each service site. 
 
2. HIPAA and Patient Confidentiality 
 
Facilities should adhere strictly to HIPAA Privacy and Security Rules in all communications and data handling. 
Remote platforms should include:
 
Encrypted end-to-end data transmission. 
Role-based access controls. 
Multi-factor authentication for technologists and radiologists. 
Comprehensive audit logs of access, image manipulation, and scan adjustments. 
  
3. ACR Practice Parameters and Technical Standards 
 
Remote scanning operations should meet or exceed the same ACR–AAPM standards applicable to on-site 
imaging. This includes:



ACR–AAPM Technical Standard for Diagnostic Medical Physics Performance Monitoring of Imaging 
Equipment 
Requires annual performance testing, radiation dose index monitoring, and adherence to ACR Dose Index 
Registry benchmarks. 
 

•

ACR–AAPM Technical Standard for Diagnostic Medical Physics Performance Monitoring of Imaging 
Equipment 
Requires regular verification of image quality, magnet performance, and adherence to MRI safety 
standards. 
 

•

ACR–AAPM–SIIM Technical Standard for Electronic Practice of Medical Imaging 
Guides remote access, PACS/RIS integration, data security, and electronic workflow compliance. 
 

•

ACR Practice Parameter for Communication of Diagnostic Imaging Findings 
Ensures that all remote examinations are documented and reported in compliance with established 
standards for communication, timeliness, and critical results notification. 
 

•

ACR Appropriateness Criteria® and ACR Manual on Contrast Media 
Should be followed for patient selection, contrast administration, and supervision requirements for IV 
contrast administration. 
 

•

4. Accreditation and Quality Programs 
 
All imaging systems utilized for remote scanning should remain ACR-accredited and demonstrate compliance 
during accreditation surveys. 
 
Facilities should maintain:

Documentation of technologist training, competency, and licensure as applicable.•
QA program records, including peer review, incident reporting, and patient feedback.•
Proof of system calibration, performance monitoring, and equipment service logs.•

5. Periodic Review and Audits 
 
Where required, compliance should be verified through quarterly internal audits and annual external reviews. 
Records should be retained to demonstrate adherence to ACR standards, state and federal regulations, and 
institutional policies.

 VI. EQUIPMENT SPECIFICATIONS

 F. Performance Monitoring

Routine maintenance and quality checks should be performed on all equipment and systems used for remote 
scanning to ensure safe and effective operation.
 
All performance monitoring should be overseen by a Qualified Medical Physicist, with findings documented 
according to ACR and institutional standards.
 
Annual performance testing should align with:
ACR–AAPM Technical Standard for Diagnostic Medical Physics Performance Monitoring of CT Equipment.[- 
3197634]
ACR–AAPM Technical Standard for Diagnostic Medical Physics Performance Monitoring of MR Imaging 
Equipment.[-3197639]
 
Compliance encompasses ALARA principles, Image Wisely, and Image Gently initiatives. Facilities should use dose 
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reduction technologies and regularly benchmark radiation dose levels against national standards.
 
For information on the ACR Position Statements on Teleradiology, Off-Site Radiology, Interpretation of Radiology 
Images Outside of the U.S., see the ACR policy finder and the ACR–AAPM–SIIM Technical Standard for Electronic 
Practice of Medical Imaging [-3197653].
 
Equipment performance monitoring should be in accordance with the ACR–AAPM Technical Standard for 
Diagnostic Medical Physics Performance Monitoring of Computed Tomography (CT) Equipment [- 3197634]. and 
the ACR–AAPM Technical Standard for Diagnostic Medical Physics Performance Monitoring of Magnetic 
Resonance (MR) Imaging Equipment [-3197639].
 
Programs must undergo regular quality assurance (QA) reviews and performance benchmarking. This includes 
tracking incidents, analyzing patient satisfaction, and identifying opportunities for continuous improvement.
1. Technical Limitations: 
 
Network Dependence: Remote imaging relies heavily on stable, high-bandwidth network connections. 
Interruptions, latency, or cybersecurity threats can impair image acquisition, compromise quality, or delay 
patient care.
 
Hardware/Software Compatibility: Remote operability should be supported by manufacturer-approved solutions. 
Unsupported configurations may limit functionality or cause workflow disruptions.
 
Limited On-Site Technical Adjustment: Certain scanner malfunctions, coil placement issues, or hardware resets 
cannot be addressed remotely, delaying examinations and potentially impacting patient outcomes.
 
System Redundancy Constraints: Not all facilities, especially smaller or rural centers, may have sufficient backup 
power or network redundancy to ensure uninterrupted scanning.
 
Mitigation:
 
Deploy redundant network
paths, failover internet solutions, and uninterruptible power supplies (UPS).
 
Implement continuous IT monitoring to track latency, uptime, and remote access stability in real time.
 
Require on-site staff training in basic scanner troubleshooting and escalation procedures.
 
Establish vendor service agreements for expedited support when remote access fails.
 
2. Operational Limitations
 
Delayed Physical Intervention: Remote technologists cannot directly assist with patient positioning, coil 
adjustment, or contrast complications. This creates dependency on local staff, who may have variable expertise.
 
Scheduling and Coverage Gaps: After-hours or multi-site coverage may stretch remote technologist thin, 
increasing risk of oversight or delayed response.
 
Workflow Integration Challenges: Integrating remote scanning into existing PACS/RIS/EHR systems may face 
interoperability issues, leading to delays in reporting or documentation.
 
Mitigation:
 
Maintain a minimum of two trained on-site personnel, including a QOO, with BLS/ACLS training.
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Define escalation hierarchies (radiologist, medical physicist, vendor engineer) with 24/7 availability.
 
Use standardized workflow checklists, time-stamped communication logs, and mandatory double-checks for 
patient identity, contrast administration, and scan completion.
 
Conduct regular simulation drills for workflow interruptions (e.g., scanner reboot during mid-scan).
 
3. Patient Safety Limitations 
 
Emergency Response Gaps: In events such as allergic reactions to contrast, cardiac arrest, or mechanical injuries, 
the absence of a fully credentialed technologist on-site may delay intervention.
 
Patient Perception & Consent: Patients may feel uneasy about receiving care from remote operators, potentially 
undermining trust and satisfaction.
 
Complex Procedures: Advanced studies (e.g., cardiac MRI, CTA) require specialized protocols and experienced 
technologists, which may not translate seamlessly into remote settings.
 
Mitigation:
 
Ensure all sites stock emergency medications and equipment (e.g., crash cart, oxygen) and conduct quarterly 
emergency response drills.
 
Provide transparent patient education about remote scanning, addressing safety measures and operator 
qualifications; obtain explicit informed consent.
 
Limit remote scanning to procedure types approved by institutional policy and avoid high-risk or contraindicated 
studies unless specialized staff are available on-site.
 
4. Regulatory and Compliance Limitations 
 
Licensure Variability: Technologists should be licensed in the state where the patient is scanned. Multi-state 
systems face regulatory inconsistencies.
 
HIPAA and Data Security Risks: Remote access introduces greater exposure to data breaches, unauthorized 
access, and non-compliance with privacy regulations.
 
Auditability Challenges: Remote scanning generates complex audit trails that may be inconsistently documented 
across sites.
 
Mitigation:
 
Enforce strict licensure verification as applicable for remote staff across all states of operation.
 
Use HIPAA-compliant encrypted platforms, with mandatory multi-factor authentication and role-based access 
control.
 
Require full session logging, including remote commands, communications, and scan adjustments, with quarterly 
compliance audits.
 
Align facility practices with ACR–AAPM–SIIM Technical Standard for Electronic Practice of Medical Imaging.
 
5. Quality Assurance and Performance Limitations 
Inconsistent Image Quality: Without in-person oversight, protocol deviations or patient motion may go 



unrecognized until after image transmission.
 
Delayed Error Recognition: Technical artifacts or incomplete scans may not be identified until radiologist review, 
requiring patient recall.
 
Competency Drift: Remote technologists and on-site staff may experience skill degradation without ongoing 
performance feedback.
 
Mitigation:
 
Implement peer review, random audits, and quarterly QA sessions led by a Qualified Medical Physicist.
 
Track patient recalls and artifacts as quality indicators, with corrective action plans for repeated issues.
 
Require annual competency assessments, continuing education, and re-certification for all remote operators.
 
Collect patient satisfaction data specific to remote scanning and incorporate into continuous improvement 
programs.
 
6. Cybersecurity Limitations 
Vulnerability to Cyberattacks: Remote access systems increase the attack surface for ransomware or 
unauthorized access.
 
Data Integrity Risks: Interrupted or corrupted data streams could compromise diagnostic accuracy.
 
Mitigation:
 
Require VPN-based access, enterprise firewalls, and routine penetration testing.
 
Mandate vendor-approved patches and security updates before enabling remote access.
 
Establish real-time monitoring for intrusion detection, failed login attempts, and unauthorized data transfer.
 
Back up scan data redundantly (local and cloud storage) to ensure recovery in case of system compromise.
 
7. Organizational Limitations 
Change Management Resistance: Staff may resist adopting remote scanning workflows due to liability, workload, 
or job security concerns.
 
Training Burden: On-site staff should be trained in remote protocols, emergency responses, and troubleshooting, 
which can strain resources.
 
Cost Implications: Investments in redundancy, IT infrastructure, and licensing may be prohibitive for smaller 
facilities.
 
Mitigation:
 
Develop change management strategies that involve staff early, with clear communication on safety and quality 
improvements.
 
Provide structured onboarding, competency sign-offs, and ongoing refresher courses for on-site personnel.
 
Conduct cost-benefit analyses demonstrating how remote scanning expands access, optimizes workflow, and 
supports underserved areas.



 
8. Medicolegal Precautions
 
Facilities implementing remote scanning should 
a. Contracted Remote Scanning Services – The facility retains ultimate responsibility for patient safety, quality of 
care, and compliance with regulatory standards when engaging independent contractors or external entities to 
provide remote scanning. Contractual agreements should clearly define responsibilities for supervision, 
emergency management, QA/QC oversight, and liability coverage.
 
b. Use of Third-Party Remote Access Solutions—If facilities employ non-OEM (non–manufacturer–approved) 
remote control platforms or interfaces, they assume responsibility for validating safety, performance, and 
compliance with institutional, ACR, FDA, and cybersecurity requirements. Documentation of system verification 
should be maintained before clinical implementation, after preventive maintenance, and following any 
hardware/software repairs or upgrades.
 
c. Shared Liability – Both on-site and remote personnel are accountable for patient safety within their roles. 
Facilities should consult risk management, legal counsel, and malpractice insurers to ensure adequate liability 
coverage and indemnification when remote operations are deployed.
Note: Please refer to ACR Policy on "Teleradiology and Off-site interpretation."
 
9. MRI safety and onsite user responsibilities: 
 
Training & Competency Requirements
-Document mandatory annual MRI safety training (ACR modules, site-specific protocols). 
-Require proficiency in emergency procedures (e.g., quench events, code response in the MRI suite). 
-Assign responsibility to facility management for ensuring staff maintain valid certification. 
  
Risk Mitigation Measures
-On-site presence of at least one Level 2 MRI-trained individual whenever remote scanning is performed. 
-Remote technologists cannot substitute for onsite MRI safety roles. 
-Protocols for incident reporting, mock drills, and continuous education should be established. 
  
Medicolegal Precaution
-Liability for MRI-related adverse events may extend to the facility if Level 2–trained personnel are absent. 
-Facilities should maintain written policies documenting staff competency, signed annually. 
  
 

 VII. INFECTION CONTROL AND HYGIENE

QOO/on-site personnel must follow proper cleaning protocols for coils, pads, gantries and all other patient-
contact equipment, in compliance with infection control standards.

 VIII. SAFETY IN IMAGING

 A. Radiation Safety in Imaging

Radiologists, medical physicists, non-physician radiology providers, radiologic technologists, and all supervising physicians have 
a responsibility for safety in the workplace by keeping radiation exposure to staff, and to society as a whole, "as low as 
reasonably achievable” (ALARA) and to assure that radiation doses to individual patients are appropriate, taking into account 
the possible risk from radiation exposure and the diagnostic image quality necessary to achieve the clinical objective. All 
personnel who work with ionizing radiation must understand the key principles of occupational and public radiation protection 
(justification, optimization of protection, application of dose constraints and limits) and the principles of proper management 
of radiation dose to patients (justification, optimization including the use of dose reference levels). https://www-
pub.iaea.org/MTCD/Publications/PDF/PUB1775_web.pdf  
 
Nationally developed guidelines, such as the ACR’s Appropriateness Criteria®, should be used to help choose the most 
appropriate imaging procedures to prevent unnecessary radiation exposure.

https://www-pub.iaea.org/MTCD/Publications/PDF/PUB1775_web.pdf
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https://www.acr.org/Clinical-Resources/ACR-Appropriateness-Criteria


Facilities should have and adhere to policies and procedures that require ionizing radiation examination protocols (radiography, 
fluoroscopy, interventional radiology, CT) to vary according to diagnostic requirements and patient body habitus to optimize 
the relationship between appropriate radiation dose and adequate image quality. Automated dose reduction technologies 
available on imaging equipment should be used, except when inappropriate for a specific exam. If such technology is not 
available, appropriate manual techniques should be used.
Additional information regarding patient radiation safety in imaging is available from the following websites – Image Gently® 
for children (www.imagegently.org) and Image Wisely® for adults (www.imagewisely.org). These advocacy and awareness 
campaigns provide free educational materials for all stakeholders involved in imaging (patients, technologists, referring 
providers, medical physicists, and radiologists).
Radiation exposures or other dose indices should be periodically measured by a Qualified Medical Physicist in accordance with 
the applicable ACR Technical Standards. Monitoring or regular review of dose indices from patient imaging should be 
performed by comparing the facility’s dose information with national benchmarks, such as the ACR Dose Index Registry and 
relevant publications relying on its data, applicable ACR Practice Parameters, NCRP Report No. 172, Reference Levels and 
Achievable Doses in Medical and Dental Imaging: Recommendations for the United States or the Conference of Radiation 
Control Program Director’s National Evaluation of X-ray Trends; 2006, 2009, amended 2013, revised 2023 (Res. 2d).

 VIII. SAFETY IN IMAGING

 B. MR Safety Guidelines

Specific MRI safety policies and procedures should be in place, with documentation updated annually and 
compiled under the supervision and direction of the supervising MRI physician. Guidelines that deal with the 
potential hazards associated with MRI examination of the patient, as well as to others in the immediate area, 
should be provided. Screening forms must also be provided to identify patients at risk of adverse events 
associated with MRI.
 
See the ACR Practice Parameter for Performing and Interpreting Magnetic Resonance Imaging (MRI), the ACR 
Manual on MR Safety, and the ACR Manual on Contrast Media .

 IX. QUALITY CONTROL AND IMPROVEMENT, SAFETY, INFECTION CONTROL, AND PATIENT EDUCATION

Policies and procedures related to quality, patient education, infection control, and safety should be developed 
and implemented in accordance with the ACR Policy on Quality Control and Improvement, Safety, Infection 
Control, and Patient Education appearing under the heading ACR Quality Control and Improvement, Safety, 
Infection Control, and Patient Education Concerns on the ACR Policy Finder; 2018 (Res. 33-v).
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