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Presidents Post

By Roland A. Rhynus, CRA, FAHRA

Looking to the Past, Planning for the Future

Sandy and I are unpacking, boxes all around. During the 2010
Annual Meeting, all of our belongings were in transit from
Orlando back to Loma Linda, CA. For those of you who have
ever moved, you know right where we’re at. Significant hassle
factor, yet a fun time to start fresh; in fact, there is a certain
energy infused into us as we go through this process. And a
“process” it is: we want each item placed into just the right
location for easy access or pleasant reminder. Those of you well
beyond your last relocation are smiling right about now, and
I’m green with envy.

It’s interesting how moving is a lot like life. There are certain
“belongings” that get special attention in all phases. Extra bub-
ble wrap for Grandma’s China piece that used to hold her best
baked beans. That one gets double boxed and very carefully
marked, not because it’s the only serving dish that can hold
the now store-bought beans, but because of the value of it’s
special use at Thanksgiving and all the reminders that go along
with it.

While in DC at the Annual Meeting, I was honored to partici-
pate in a small dinner event with about 20 of our “heritage”
members. Louise Broadley and Chris Pickwick organized what
is becoming an annual event, an opportunity for long time
friends and colleagues to “bring out the special China” and
reminisce. You can likely imagine how some of the discussion
went. What’s new? How have you been?What have you heard
from so-and-so? Not too different from family gatherings and
that’s the point: we in the AHRA are just like family, each work-
ing on daily challenges and seeking support and recommen-
dations for improved process from each other.

As I mentioned last month, this year I plan to infuse some
AHRA heritage into each President’s Post by asking one of our
seasoned members three questions to provide some insight
into their radiology career and the value our association
brought. My hope is their perspectives will provide each of us
with additional tools to use as we build our own careers.

It was my pleasure to greet Chris Pickwick as he walked
through the doors at the President’s Reception on the opening
night at the meeting. Smiles and hugs were all around (again,
just like family) and the stories rolled. As AHRA President in
1982-83, and AHRA Fellow and Gold Awardee in 1987, he used
my three favorite words: “I can help.”
Roland Rhynus:When did you join AHRA and why?

Chris Pickwick: I joined AHRA on September 1, 1975 when I
was the radiology administrative supervisor at Massachusetts
General Hospital (MGH). The MGH radiology department was a
large operational, teaching, and research department that was
developing computerized scheduling, patient, and film file
tracking systems, and I had more questions than answers. With
Jim Conway’s nagging, I thought joining the AHRA would help
me gain access to other administrators and managers, as well
as their insights into solving operational issues and the devel-
opment of computerized systems in radiology departments.

RR: How did you find the time to engage and what value did
that bring?

CP: I soon became familiar with other local radiology adminis-
trators and managers and we began setting up local meetings
concerning absolutely relevant operational topics. At first, the
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meetings were limited to afternoons (a couple hours) and the
meeting format followed radiology medical society meetings
and carried little if any cost. My chairman found these meet-
ings quite pertinent and he was happy to support them, espe-
cially when they were at the MGH. I found that these meetings
were so helpful to me and others that I began helping others
organize these meetings for other areas in the AHRA North
Atlantic Region, and subsequently national meetings. It was a
whole new world.

RR: If given a chance to repeat, what would you do differently
and what recommendation do you have for today’s member or
prospective member?

CP: Without hesitation, join AHRA and immediately begin
meeting other members who have common questions and fre-
quently have new insights to add to your understanding. Take
advantage of AHRA educational meetings, opportunities to
meet equipment vendors and presenters, regulators, and non-
AHRA members from other associations. Don’t overlook AHRA’s
written resources and do sign up to take certifying exams. Get

involved with AHRA; your future depends on your involve-
ment. If I can help a current or prospective member, I would be
happy to talk with them.

Thanks Chris, for your insight and continued engagement. We
all appreciate your contribution to our industry and our AHRA;
past, present, and future!

One of my favorite sayings is “he who fails to plan, plans to fail.”
That being said, I’m pleased to report that the board met in
Dallas on September 21-22 to review/refresh/confirm our
Strategic Plan. Implemented as a routine part of our operations
(think The Joint Commission: continual compliance, continual
readiness, annual adjustments), it is an annual process. You can
find the refreshed plan on our website in a few weeks. Please
do take a few moments from your busy schedule to review and
comment back; we relish your input.

TTFN, RR

Regulatory Review

Proposed New Screening Requirements for Enrollees
By Adrienne Dresevic, Esq. and Carey F. Kalmowitz, Esq.

On September 23, 2010, the Centers for Medicare and
Medicaid Services (CMS) released its proposed rule, pursuant
to Section 6401(a) of the Affordable Care Act, to establish new
screening requirements for enrollees in Medicare, Medicaid,
and the Children’s Health Insurance Programs (CHIP). If final-
ized, these new screening procedures will be effective March
23, 2011 for new enrollees and March 23, 2012 for current
enrollees seeking to revalidate their enrollment.

The current screening measures applied by CMS are uniform
for all enrollees: examining licensure requirements, performing
site visits, checking databases, inspecting criminal back-
grounds, and reviewing the Medicare Advantage Organization
reports. In an effort to reduce fraud, waste, and abuse in the
Medicare system, CMS proposes to establish a three-tiered sys-
tem in which providers and suppliers are categorized into one
of three risk levels: limited, moderate, or high. Each tier is asso-
ciated with different enrollment screening procedures.

Based upon the proposed rule, the substantial majority of radi-
ology providers and suppliers are expected to be categorized
in the limited or moderate (rather than high risk) tiers (insofar
as only home health agencies and DMEPOS suppliers are cate-
gorized as high risk on account of their specialty type).
However, as explained below, a radiology provider or supplier
is not immune from being categorized as high risk. The radiol-
ogy providers and suppliers included in the limited-risk cate-
gory are physician or non-physician practitioners, and medical
groups or clinics, hospitals, critical access hospitals, mammog-
raphy screening centers, portable x-ray suppliers, and radiation
therapy centers. Moreover, any entity, regardless of the kind of

supplier or provider, will be considered to pose only a limited
risk if it is publicly traded on the New York Stock Exchange or
the NASDAQ Stock Market, as there is financial oversight pro-
vided by investors, corporate boards of directors, and the
Security Exchange Commission. CMS proposes that limited
risk providers and suppliers be subject to the least stringent
screening requirements, which include verification and pre-
enrollment determination that a provider or supplier meets
the applicable federal regulations, or State requirements for
the provider or supplier type; verification of licenses; and verifi-
cation and pre-and post-enrollment database checks.

The radiology providers and suppliers considered to be of
moderate risk are the independent diagnostic testing facilities
(IDTFs). In addition, moderate risk providers and suppliers are
those that enter a line of business without clinical or business
experience. For instance, those providers and suppliers that
lease minimal office space and equipment are presumptively
deemed to pose a comparatively higher risk of fraud and
abuse. CMS proposes the screening procedures for moderate
risk providers and suppliers to include (in addition to all of the
screening procedures required for the limited risk suppliers
and providers) pre-and post-enrollment site visits. CMS takes
the position that this will reduce the incidence of the “pay and
chase” approach (which enables Medicare to conduct a height-
ened review of those providers and suppliers who, based on
their profile, tend to more often engage in conduct that ulti-
mately requires Medicare to take recoupment actions against
such entities).

Radiology providers and suppliers should be aware that, once
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an entity has been classified in a particular risk category, that
categorization is subject to modification. CMS proposes that it
should have the authority alter a supplier or provider’s risk cat-
egory to address specific program vulnerabilities. CMS identi-
fies five situations in which it would increase a provider or sup-
plier’s risk level to “high” for the six months, following the date
upon which CMS lifts the temporary moratorium: (1) CMS
obtains evidence from or concerning a physician or non-physi-
cian practitioner (NPP) that another individual is using his/her
identity; (2) the provider or supplier has been placed on a pre-
vious payment suspension within the past 10 years; (3) the
provider or supplier has been denied Medicare billing privi-
leges within the past 10 years; (4) the provider or supplier has
had its Medicare billing privileges revoked within the past 10
years; or (5) the provider has been terminated or precluded
from Medicare billing.

If a provider or supplier is re-classified to the high risk catego-
ry, it will be subject to all of the screening requirements
imposed upon the moderate risk providers and suppliers, in
addition to criminal background checks and fingerprint sub-
mission of the owners, authorized or delegated officials, or
managing employees.

In cases in which CMS requires additional information to
ensure that providers and suppliers are complying with the
program requirements, the agency proposes to be able to
impose temporary moratoria of six months each, with the
option of imposing consecutive moratoria when necessary.
CMS would have the authority to impose a temporary morato-

rium in any of the following situations: (1) if CMS identifies a
trend in a type of supplier or provider, a particular geographic
area, or both; (2) if a state has imposed a moratorium on enroll-
ment in a type of supplier or provider, in a particular geo-
graphic area, or both; or (3) if CMS, in concert with the Office of
Inspector General, the Department of Justice, or both, identi-
fies a particular provider or supplier type, a particular geo-
graphic area, or both. CMS also proposes to impose temporary
moratoria on newly enrolling providers and suppliers and
those providers and suppliers that are establishing new prac-
tice locations. The temporary moratoria would not apply to
changes of practice location, changes in ownership (CHOW),
mergers, or consolidations.

Under the proposed rule, those providers or suppliers that are
subject to temporary moratoria will not have an opportunity
for a judicial appeal. However, CMS proposes that administra-
tive appeals should be directed to the Department Appeal
Board level of review. To lift a temporary moratorium, the pres-
ident must declare a disaster, the circumstances warranting the
moratorium no longer apply, or the secretary must determine
the moratorium is no longer necessary.

While this is merely the proposed rule, the final rule is not
expected to deviate significantly from CMS’ proposed version.
For those radiology suppliers or providers seeking to enroll or
revalidate enrollment with CMS, they should be mindful of
these new screening procedures and must ensure their prac-
tices comply with all state and federal fraud and abuse laws
and regulations.

Commentary

Peter’s Principles on Personal Development, Module 1: Personal
Mastery
By Jay Mazurowski, CRA, FAHRA

Many successful people work hard to research, develop, and
hone the skills and talents necessary to catapult them to great-
ness, 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 Principles on Personal Development” is a four-part
series that parallels a young boy’s journey to the Broadway
stage with the same personal development skills employed by
millions of successful business leaders.

By now, many of you know my 13 year-old son Peter is starring
in a popular Broadway musical, Billy Elliot. Every week, he
sings, dances, and acts in front of cheering audiences in the
theater district of Manhattan. At this very young and formative
age, he is beginning to realize his dream. He did not get there
by accident or luck; his journey was not unlike any other suc-
cessful person. It started with a vision backed by purpose, pas-
sion, and perseverance.

To be an effective leader in radiology or any field of endeavor,
you first need to be effective as an individual. You must master
the art of self-leadership or what many refer to as personal
mastery. Personal mastery can be defined very broadly as hav-
ing a clear understanding of what is truly important to you,
combined with a purposeful, specific vision and the where-
withal to create the desired results.

People with a high level of personal mastery assimilated into
their vision not just consciously, but at a deeper, subconscious
level where it influences even more of their behavior. They
continually develop their ability to create or influence the
results they truly seek. They are decidedly patient and persist-
ent; they are unfettered by setbacks and roadblocks. They
require no outside motivation, but rather, are self-motivated.

While many people have goals and objectives, most of us do
not have a real personal vision. A personal vision is specific: a
clear picture of a desired destination, backed by purpose. The
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trouble most people face is that they have a difficult time
deciding on what it is they are truly passionate about in the
first place. For Peter, his vision of being a Broadway performer
was not simply a cool idea; it was his calling. Frustration, set-
backs, and disappointment, no matter how distracting, could
not sway him from his vision because, in his mind, this is what
he was meant to do.
On his journey to Broadway, Peter’s prevailing conscious
thoughts were dominated on a daily basis by the goals needed
to fulfill his vision. Consequently, his subconscious actions
helped to keep his path true. He never entertained negative
ideas like, “I’m too young,”“I’m not a strong enough singer,”“I
don’t have industry connections,” etc. Too many people focus
on the obstacles in their path and subsequently lose their
vision or abandon their goals altogether. All goal attainment
requires some degree of effort and persistence. We have to
learn something new, acquire new skills and above all, persist,
if we are to move toward our vision.

At a very young age, Peter was acutely aware of how much he
didn’t know about the business and how his limited level of
talent and experience paled against the professionals he
admired. He understood that hard work, continual learning,
and persistence would not be optional if he was to become a
competitive force. Yet his focus, as with those who show evi-
dence of personal mastery, remained intently on his desired
result versus the means to achieve them.

Personal mastery means staying true to your vision; remaining
focused on that which is truly important and not being dis-
tracted by the problems and challenges you face along the
way. People with high levels of personal mastery have a keen
awareness and more importantly, an acceptance of, the gap
between where they are today and where they want to be.
They are not lulled into the false sense that “things are good
enough as they are,” but rather are motivated by this gap and
continually work to close it. Those who understand the con-
cepts of personal mastery realize and accept the fact that they
will never fully “arrive,” but rather, it is the journey that is impor-
tant. They necessarily live in a continual learning and develop-
ment mode.

People watch Peter perform on stage and, I imagine, see him
to be an enigma of sorts. Talented, gifted, and very lucky; a
young boy enjoying a one in a million opportunity. But I see a
disciplined person who knew exactly what he wanted and
never wavered from that vision.

For most of us, the passion is radiology or hospital administra-
tion. Becoming the best leader we can is perhaps the purpose,
but what is the vision? Leadership starts with self-leadership
and the essence of leadership is vision. Find yours if you
haven’t already and chart your course today. Prepare for the
obstacles and setbacks. Persevere and keep your vision true.

Commentary

What Would You Do?

Every month, we post an industry and management related sit-
uation 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’s quandary deals with a very timely issue in the
industry—CT dosage:

An anxious daughter accompanies her father to the hospital
for his follow up CT scan, following recent aneurysm surgery.
She has read in the newspaper the day before about the dan-

gers of CT scans and radiation exposure. The daughter is wait-
ing for an extended period of time for her father to return
because an unexpected influx of volume for the emergency
department. When the technologist returns the patient to the
waiting room after his scan, the daughter accuses the CT staff
of, “doing too many CT scans on my father.” What would you
do?

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

By AHRA Staff

Education Foundation

Through the Eyes of an Osborn Scholar
By Keri Leigh Deacon, BS, RT(R)(CT)

When Jay Mazurowski, chair of the AHRA Education Foundation,
informed me that I was awarded the Royce and Paula Osborn
Scholarship, I was excited and appreciative of the opportunity
given to me. The scholarship allowed me to attend the Annual
Meeting in Washington, DC by supporting the costs associated
with the Annual Meeting, hotel accommodations, travel, etc.

Once notified, I began to research the conference topics to get
the most out of this opportunity.

When I arrived in Washington, DC, I reviewed the details to pick
each session where I would gain the most information. The ses-
sions that interested me included “How Healthcare Reform Will
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Impact Medical Imaging” and “The State of the State of
Outpatient Imaging and Digital Radiography.” In addition, I
wanted to sit in on sessions that discussed how to handle diffi-
cult people.

After organizing my week, I left my room to walk down to the
President’s Reception. Before entering the room, I was a little
nervous. I didn’t know anyone from the conference and didn’t
know how I would be received. When I entered the room, there
were people standing together and sitting at tables socializing.
I found a table with one empty chair and asked if the seat was
taken. In a warm and friendly tone, Peggy from Atlanta said, “No,
sit down.” Immediately the members in her group included me
in their conversation. As I listened, I began to understand that
the people in this room live in the same chaotic, ever-changing
radiology world that I live in. They deal with the same difficult
physician issues, are challenged by the same hospital adminis-
trators who say, “Domore with less,”and are faced with the same
employees who refuse to change. They also hold the same pas-
sion for radiology as I do. These people are engaged and inter-
ested in making radiology a successful business. As I left the
reception that night, I realized I had met eight people just like
me.

BeginningMondaymorning, I attended the NewMember & First
Time Attendee Breakfast, where I met many of the AHRA mem-
bers who help put together the Annual Meeting. They were all
helpful and answered any questions the first time attendee
members had. As I moved to the sessions offered on Monday, I
continued to meet people who openly shared their processes
and ideas as it related to the sessions. By Monday evening, I was
overloaded with information and excited to know that there
were so many resources professionally available to me in one
place.

Tuesday I began my day in a session that described how radiol-
ogy would be affected by healthcare reform. The speaker gave
us realistic information on the future of imaging, but also reas-
sured us that imaging needs will continue to grow as the popu-
lation ages. I then attended the keynote session, where Garrison
Wynnmademe laugh so hard I cried. After the keynote, I moved
on to the exhibit hall where I investigated the new products and
services currently offered. I also used the lunchtime in the exhib-
it hall to network. My day ended by attending the awards cere-
mony, where I was able to meet the recipients of all awards
given at the Annual Meeting. It was an honor for me to attend
this event with these great people.

By Wednesday, I had personally talked with over 50 members
about processes, ideas, and opportunities. I continued on over-
load with the information offered in the sessions and took a lot
of notes so that I would not miss any information. I retired to my
room to take a break before attending the Party on the
Potomac. Once I arrived outside, I was rejuvenated by the
atmosphere the party created. The party was well organized and
I got a chance to socialize with the members I had met during
the exhibit hall lunches and the sessions.

At the end of the conference on Thursday, I realized that being
an Osborn scholar had been beneficial to me in many ways. I
learned about healthcare reform and RAC. I learned how the top
1% do things differently. I also learned how administrators
across the nation were handling the new Joint Commission
requirements and how imaging managers need to know that
patients may be getting overexposed with digital radiology.
Most of all, I learned that the AHRA is an invaluable tool for radi-
ology administrators, as it allows us to network with our peers
without fear of competition. Thank you to the Education
Foundation for allowing me this wonderful opportunity to net-
work and grow.

CRA

August 2010 CRA Results

California
Monica Berlin, CRA
Terry Lynn Bucknall, CRA
Renee S. Lauck, CRA
Marijane Martin, CRA

Colorado
Lois Heater, CRA
Raul P. Villavert, CRA

Connecticut

Patricia Hadden, CRA

Delaware
Daniel P. Mapes, CRA

Georgia
Dwayne P. Hansberry, CRA

Illinois
Michael Busky, CRA

Indiana
LisaWood, CRA

Kentucky
James B. Bailey, CRA

Michigan
LarryWinkler, CRA

Nebraska
Michael E. Hopkins, CRA

Congratulations are extended to the August 2010 class of Certified Radiology Administrators (CRAs). There currently are 741 CRAs
nationwide.

Twenty-nine individuals received a passing score on the paper-and-pencil based examination offered on August 22, 2010 in
Washington, DC, in conjunction with AHRA’s Annual Meeting and Exposition. These individuals may be recognized by the creden-
tial CRA after their names.
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AHRA News

New Hampshire
Anne M. Gerber, CRA

New Jersey
Timothy Burns, CRA
Maureen R. Firth, CRA
Joseph M. Gargin, CRA

North Carolina
Michael Jordan, CRA

Ohio
Judith A. Hadam, CRA

Oregon
ScotW. Duncil, CRA
Cheryl Maize, CRA

Tennessee
Tommy R. Kimbrough, CRA
Kevin H Vantrees, CRA

Texas
Dustin Embrey, CRA
Ronny Rose, CRA

Virginia
Deborah Berg, CRA
Kenneth R. Damron, CRA

Ontario, Canada
Ahmed Mujaffar, CRA

CRA

CRA Practice Test Now Available in Online Format

People preparing to take the CRA exam now have a new way
to use the CRA practice test! The practice test is now available
in an online format, provided free of charge through AHRA’s
Online Institute.

Using the same convenient online interface as AHRA’s Online
Institute CE offerings, the new format marks correct and incor-
rect answers, and allows users to review results and retake the
practice test as often as desired. It’s a great way to become
familiar with the question style on the CRA exam.

And the printable PDF version of the practice test (complete
with references for each question) is still available for down-
load.

For more information on both practice test formats, go to the
CRA website at www.CRAinfo.org and click on the “Study and
Reference Materials” tab. [link to:
http://www.crainfo.org/AM/Template.cfm?Section=Study_and
_Reference_Materials

By AHRA Staff

Apply for the AHRA & Toshiba Putting Patients First Program to
Have a Positive Impact on Your Facility

The AHRA & Toshiba Putting Patients First Program seeks to
improve pediatric and adult patient care and safety in diagnos-
tic imaging through an innovative grant making program. This
program will provide six grants of up to $7500 each in 2010 to
hospitals and imaging centers to fund programs, training, or
seminars aimed at improving pediatric or adult patient care
and safety within diagnostic imaging. Three grants will be
awarded for projects that improve the safety and comfort of
pediatric imaging and three grants will be awarded for projects
that improve overall patient care and safety in imaging. The
programs funded by these grants will be used to create a best
practices tool to share with other hospitals and institutions.

Applications for this year’s Putting Patients First program must
be submitted by October 15, 2010. Winners will be announced
in November 2010.

Past recipients of the AHRA & Toshiba Putting Patients First
Program grant have praised the tremendous, positive impact
the grant has had on their facility.

In the current economic times, capital dollars are very, very tight.
So when we saw that Toshiba was gracious enough to provide
financial resources for this project, I thought, what a great solu-
tion for our issue of dealing with the Type II Diabetes issue in
tracking those patients throughout our facility.
—Jim Lipcamon
Director, Imaging Services
Jennie Edmundson Hospital
Council Bluffs, IA
2008 Grant Recipient

We are thrilled to have this opportunity to share our progress and
knowledge with other pediatric imaging sites. It’s very important
at Children’s Healthcare of Atlanta to educate patients and fami-
lies about CT radiation dose. We want them to be aware that we
have a huge focus on CT dose reduction; that we apply for grants
like Putting Patients First to help us reduce that dose even further.
This Putting Patients First grant was a welcome surprise. As soon
as I heard about the grant, I was excited. There’s very few oppor-
tunities for front line staff and administrators to really have the
opportunity to get grant funds and to focus on program develop-

By AHRA Staff
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ment and in this case for safety for our patients. We jumped on
the opportunity right away to put the grant together and to really
recognize the good work that our CT staff and our radiology staff
were doing here at Children’s Healthcare of Atlanta. We are proud
of our commitment to improve radiation dose reduction in pedi-
atrics and appreciate the opportunity to share our practice within
the field.
—Melinda Dobbs
Manager, Children’s Healthcare of Atlanta
2009 Grant Recipient

Since we started doing the Putting Patients First program, I’ve
made friends with the nurses. They’re helpful. I enjoy going down
to the floor. I get less phone calls and distractions. I knowmy
patients before they come down. It’s just been a time-saver and a
relationship builder, really, because of the communication. That
has probably been the most amazing part of it, not just for the
patient, but for the people that I work with every day.
—Sandee Singer, RDMS, RVT
Ultrasound Technologist
Highline Medical Center
2009 Grant Recipient

One of Highline Medical Center’s goals is to provide a patient-cen-
tered environment that personalizes, humanizes, and demystifies
patient care. The Putting Patients First Grant appeared to be so
closely aligned with our goals that I felt we had the perfect combi-
nation for success.

Our project focused on scheduling inpatient imaging exams while
still managing our outpatient and ER schedules. The goals were to
improve communication and have a patient-centered approach
to scheduled exams. We believed that scheduling inpatients
would provide better communication among the staff members
caring for the patient, especially during patient hand-offs;
increased involvement of the patient in his/her own care; better
coordination between services for tests and treatments, leading to
streamlined clinical pathway; eliminate delayed, missed, or incor-
rect imaging exams; improved patient flow, which has the poten-
tial to decrease overall length of stay; and imaging techs rounding
on patients prior to higher risk, invasive or advanced imaging pro-
cedures.

In addition to improving patient safety, we wanted to improve our
patients’ satisfaction related to tests and treatments, involvement
with their care, and understanding of what happens during their
hospital stay. We wanted to give our patients back some control
around their day at a hospital, where they get little control over
anything.

I met with our Patient Advisory Committee (PAC), which validated
the improvement team’s thoughts about improving the patient
experience—the PAC felt inpatient scheduling could reduce
patient anxiety and increase communication with patients, espe-
cially related to telling patients when something will happen and
what will happen. In our efforts to meet the communication
needs expressed by the PAC, a portion of these grant monies will
be used to revise patient education materials related to imaging
procedures and processes. The team also identified improved staff
satisfaction as an expected outcome of this project.

We identified several ways to measure our success:
missed/delayed/incorrect exams; patient satisfaction with waiting
time for tests and treatments and with explanations about what
would happen during tests and treatments; and staff satisfaction
with communication between departments and flow on patient
units.

What we have learned so far is that staff having increased com-
munication has improved the care for the patient. The nursing
staff knows when the patient will be going to imaging, therefore
can plan the rest of the patient care needs for the day, as well as
communicate to the physician expected result times. Improved
staff morale since the staff are really beginning to build relation-
ships and work together, and our patients are feeling included in
planning their care. Patients are also telling us they feel “better”
about coming to imaging because they usually see a technologist
first thing in the morning that delivers their appointment card,
and they know then they will see a familiar face later in the day.

We have completed our process in ultrasound, MRI, and moving to
CT, x-ray, and nuclear medicine this fall. It has been easier to
expand to the other modalities because of the success we had
with ultrasound and consequently, the excitement from the ultra-
sound staff in sharing their experiences. When Toshiba was here
filming the video about the Putting Patients First program, the
ultrasound staff could not stop talking about how fun and excit-
ing it was to be recognized for a project that was improving
patient care, putting our patients first, and focused on imaging as
a profession.
—Krista Christensen, CRA
Director Imaging Services
Highline Medical Center
Burien,WA
2009 Grant Recipient

For more information and to apply for the AHRA & Toshiba
Putting Patients First Program, please click here:
http://www.ahraonline.org/AM/Template.cfm?Section=Patient
_First_Program1
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By AHRA Staff

So Much to Discover at the 2010 Fall Conference!

AHRA’s Fall Conference, which will be held October 19-21 in
Savannah, GA, is intended to be a valuable and intimate edu-
cational experience for both the experienced imaging leader,
as well as the new manager (via our basic program).

AHRA is excited to announce a change to the advanced pro-
gram for this year’s conference. We have refocused the busi-
ness planning session for Thursday morning from creating a
new plan to “Revisiting, Revamping, and Revitalizing Your
Business Plan for 2011.“ This program is an action packed,
dynamic working session that will be facilitated by two veteran
healthcare strategy, marketing, and business development
professionals. This program will engage participants to address
their most pressing business development issues and walk out
of the meeting with a solid plan of action for 2011 and beyond.

“Revisiting, Revamping, and Revitalizing Your Business Plan for
2011” is divided into two sections:

I. Business Management/Operations
During this session, participants will learn how to implement
an activity-based approach to business management, elimi-
nate operational inefficiencies, and become savvier in under-
standing their performance and results.

II. Business Development/Action Plans
During this session, participants will learn how to retain and
grow business through realistic and easy to implement mar-
keting action plans. As part of this process, small work groups
will be assembled to maximize creative problem solving using
templates provided by the facilitators.

The session facilitators include David Waldron, CEO at Traction
Business Development and Mike Suddendorf, Executive
Director of Premier Radiology Marketing. Both have more than
20 years of experience working with healthcare organizations
to develop and implement strategies to retain and grow mar-

ket share. David and Mike are high energy presenters and
extremely motivated to deliver a session that will provide
attendees with a clear sense of where they need to focus their
energy, as well as easy to use tools to help them achieve their
desired results.

We encourage you to start thinking now about your most
pressing operational or business development issues and
bring them with you to this unique workshop.

Other sessions being held include:

Understanding Patient Doses and Reduction Techniques in
CT Imaging (Advanced Program)
You will learn to identify the tradeoffs between CT image qual-
ity and patient dose, become more familiar with multiple dose
reduction strategies, and understand the roles and responsibil-
ities of various members of your department regarding CT
image quality, patient dose reduction techniques, and patient
education/consent.

Budgeting for Business Management (Basic Program)
You will learn to understand types of budgets encountered in
medical imaging management, operating budgets and capital
planning, and business plans and proformas, and their role in
new program development and budgeting. Tools for monitor-
ing salaries will be presented, productivity and staffing will be
addressed, as will how to campaign for staffing additions to
the budget.

For more information and to register for the 2010 Fall
Conference, click here:
http://www.ahraonline.org/AM/Template.cfm?Section=AHRA_
Fall_Conference

We look forward to seeing you in Savannah!

In Every Issue

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

Bryan Applequist, Columbus, OH
Lisa Beecher, Citra, FL
William Bledsoe, Honolulu, HI
Elizabeth Borgert, Edmond, OK
Lisa Bryan, Lake Forest, CA
Lorenda Cedars, Janesville, WI

Helen Covington,West Milton, OH
Sherri Crawford, Fredericksburg, VA
Melody Davey, Auruora, CO
Clifford Dull, Johnstown, PA
Jeff Dunst, Farmington, MN
Patricia Edmondson, Leesburg, FL
Michael Elste, Canton, GA
Michael Goleski, St. Paul, MN
George Greene,Wellington, FL
Cori Guagenti, Lima, OH

By AHRA Staff
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Lawrence Ham, Kaneohe, HI
Jonathan Harringon, Cary, NC
Samantha Hayward, Pensacola, FL
Robert Irvine, Torrance, CA
Robert Kaftan,Woodinville, WA
Caryn Karff, Southampton, PA
Ashley Keen, Fredericksburg, VA
Krista Kermidas, Binghamton, NY
Dana Knapp, Aurora, CO
Lawrence Kraska, Alpharetta, GA
Deborah Kryhul, Oshawa, ON Canada
Louise Lazear, Charlotte, NC
Ethan Leeman, Leonardtown, MD
David Loyd, Quincy, IL
Ingrid Lund,Washington, DC
Donna Luth, Lafayette, IN
Denise Matthew, Charlottesville, VA
Nancy McCormick, Jacksonville Beach, FL
Norma Melgoza, Chicago, IL
John Memarian, Shelbyville, IN
Russell Merrin,Mount Gilead, OH
Hallie Montgomery, Ford City, PA
Michael Penland, Taylorsville, NC
Angel Powell, Panama City, FL
Sally Prince, Port Huron, MI
David Reisman, Lafayette, IN
Charlene Sims, Columbia, MD
Ruby Smith, Edmond, OK
Caren Stosuy, Tolland, CT
Mike Suddendorf, Columbus, OH
Michael Thompson, Perry GA
Rick Voutour,Manchester, NH
MaryWadsworth, Waterford, CT
LeanneWebb, Owen Sound, ON, Canada
RobertWeitzman, Bronx, NY
PhyllisWhite, Lake Jackson, TX
AlisonWright, Boston, MA
Brian Yannarelli, Lynn Haven, FL

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!

~~~~~~~~~

October AHRAWebinar: Controlling CT Radiation Dose for
Technologists
By Ernie Stewart RT(R), CRA, MBA, MHSA

Presented by: Jason H. Launders, M.Sc

Pick up any recent newspaper or medical journal and odds are
you will find at least one article discussing the potential harm-
ful radiation overdoses that have resulted from the misman-
agement of CT procedures and/or protocols. While CT is one
of the most powerful and valuable diagnostic imaging tools
we have, it also has the potential for excessive and inappropri-
ate use that could cause more harm than good.

CT is the primary diagnostic exam used in most ERs today. As
the utilization and reliance on CT has grown, a concern over
relatively high radiation doses has also grown. As more and
more articles are published and network news stories are aired
about CT, patients are growing more concerned and are more
likely to ask technologists questions. As the power of the sys-
tems and the range of diagnostic studies increases, the oppor-
tunities for using inappropriate radiation doses increase.
However, the factors affecting radiation dose are complex and
not always fully understood. In addition, manufacturers are
introducing a bewildering variety of dose reduction technolo-
gies. Too much reliance on technology can lead to excessive
doses. This presentation will include discussions on the factors
affecting dose, dose reduction techniques, and technologies,
so that technologists are better prepared to help ensure that
patients receive an appropriate dose.
The speaker for this webinar will be Jason H Launders M.Sc.,
Medical Physicist. Mr. Launders has over 16 years of experi-
ence in evaluating and testing medical imaging devices. His
expertise covers all modalities of imaging, including DR, MRI,
nuclear medicine, digital mammography, PACS and of course,
CT. Mr. Launders received his education in the UK and is now
employed by the ERCI Institute in Plymouth Meeting, PA.

In the session you will learn to:
Understand how the radiation risks from CT compare to other
risks.
Discuss what common dose metrics mean.
Understand the relative importance of the factors affecting
radiation dose in CT.
Recognize the effectiveness and drawbacks of new dose
reduction technologies.
Describe practical steps a technologist should take to ensure
the best patient care.
Register for this Webinar right away. If you are concerned
about improving patient safety and maintaining CT quality,
you will not want to miss out on this practical and relevant
presentation.

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

~~~~~~~~~

Online Institute Feature

Presentation: Slashing Your Medical Equipment
Maintenance Budget
Patrick K. Lynch, CCE, CBET, MBA

Healthcare is in a financial crisis. Capital acquisitions and proj-
ects are being delayed or cancelled. Layoffs abound. Pay is
frozen. More patients than ever aren’t paying their bills. What
do we do when our administration is looking to us for any and
all ways to squeeze budgets and expenditures? Many of the
traditional equipment service arrangements are not economi-
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cally feasible in these tough times. How do you reduce costs
without reducing quality, dependability, or uptime? This ses-
sion will present a new and innovative way to evaluate medical
equipment maintenance costs and provide a mechanism for
comparing these costs to other internal and external sources.
The presenter also will discuss how to reduce these costs by
more than half in many cases, while maintaining quality and
uptime. Audience participation is encouraged throughout the
presentation.
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:
“What are you doing to bring in business that you didn’t do
five years ago? What recent changes have you made to
improve the bottom line in imaging? We are all looking for
help in these areas. To quote a peer, ‘Times are tough for every-
one.’

“Like most of you, we have squeezed discounts out of our ven-
dors till the squeak. We have looked at process improvement
to improve throughput. We have looked for and eliminated
waste. My modality chiefs have ‘finding cost savings’ in the job
description and it is included in their annual evaluation. I tell
them that every little bit helps.

“If you have anything to add or fresh ideas, I am all ears. I
would love to see a lively discussion in the forum of this topic.”

— Michelle Zellner

Responses:
—We have also offered US vascular screenings in hospital for
$125 to complete with outside companies coming into area with
mobile US services. I am also interested to see what ideas of oth-
ers have. We are the only hospital in town but still compete with
surrounding facilities and are always trying to find that competi-
tive edge, as well.

—We have offered the discounted CT calc scoring and it has
helped. I would be interested in more information about the vas-
cular screening. For $125, what exams are you offering and who
is performing the interpretations? I am assuming that the cost of
the interpretation is included in the cost of the screening. What
days and hours have worked best to offer this service?

—My US techs perform the scans: carotid, AAA, and ABI’s are
screened. In February and March, we did screenings on
Saturdays as a promotional start to the exams. They take about
15 minutes and we schedule them as a procedure during regu-
lar working hours now. Our radiologist interprets them for flat
$25 per study, which is included in the exam fee, which is out
of pocket. We actually found quite a few patients that needed
more follow up, which yielded more procedures for us in other
areas. We do track them to see what else is done after screen-
ing if their report suggests a follow up with their physician. We
compete against Lifeline Screenings that comes every couple
of months to one of the local churches. All of the patients felt
much more comfortable having it done in hospital instead of a
mobile service, so we used that in our marketing strategy as
well.

— I do a lot of physician office visits so that they see my face.
We are a smaller community but also compete will the larger
guys up the road. I have been able to give web access to sever-
al independent physicians so that they can see the images on
their patients. Being a smaller hospital, we have really worked
on our customer service so that patients request us. We do
simple things like a courtesy call to the scheduled outpatients
before their appointment, just to make sure they don’t have
any last minute questions and to verify that labs have been
done. We also allow the patient to have a CD copy of their
images at no charge.

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


