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Two Years – Our Cotton Anniversary
Welcome to the March 2009 issue of DOTmed Business 
News (DMBN).  It was two years ago this month that our 
magazine made its debut. Obviously, a lot has changed 
since then. Today, DOTmed Business News offers more 
in-depth articles covering the medical equipment and 
health care fields. Regular columns inform and entertain 
and more readers are recognizing the value of the maga-
zine. DMBN has nearly doubled in size – a necessity to 
provide all the additional industry news we offer. 

Among other big changes, there are now themed issues appearing 
throughout the year. For example, this month’s issue is DOTmed Business 
News’ “Digital Issue.” Next month will be our first ever “Green” themed is-
sue.  Other themed issues are also slated and represent just one of the methods 
we utilize to provide important information in a compelling way. Although 
there are themes, we still offer the Industry Sector Reports and the types of 
features you have come to know and expect. 

One thing that hasn’t changed is the support our advertisers have shown 
us over time. Bobby Serros with Amber Diagnostic, Rick Stockton with Atlas 
Medical Technologies, Cliff Hess with Texas Medical Mobile Services, David 
Denholtz with Integrity Medical Systems, Scott Carson with Med1Online, Tom 
Geske with Sunrise Medical Technology, Tom Gohn of International Health 
Network and Dan McGuan of Viable Medical Services all advertised in our 
very first issue and they can be found in this issue as well. We appreciate their 
support and the support of all our advertisers over the past two years. 

For this issue, in addition to the Industry Sector Reports and Special Fea-
tures, there’s a quick recap of a very interesting meeting DOTmed attended 
(see page 33). 

Keep watch for a reader survey we’ll be sending out shortly. It’s your 
chance to tell us what you’d like to see in future issues of DMBN. 

We continue to welcome your comments and feedback. Feel free to share 
by emailing me at sruck@dotmed.com. 

Until next issue!
Sean Ruck

Editor-in-Chief
DOTmed Business News

letter from the editor

DOTmedSM provides the DOTmed Business NewsSM to its registered users free of charge. DOTmedSM 
makes no warranty, representation or guarantee as to the accuracy or timeliness of its content. 
DOTmedSM may suspend or cancel this service at any time and for any reason without liability or 
obligation to any party. All trade names, trademarks and trade dress contained herein belong to 
their respective owners and are used herein with the intent to represent the goods and services 
of their respective owners. If you think your trade name, trademark or trade dress is not properly 
represented, please contact DOTmed.com, Inc.

By email to: 
news@dotmed.com
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29 Broadway, Suite 2500
New York, NY 10006
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A Problem as Old as the Human Race
First, I’d like to thank you for the new terminology on HIT. – 
(See http://www.dotmed.com/news/story/7665/)

I run a hospital and believe in the importance of new tech-
nology and methods to reduce human error. Unfortunately, 
it’s the same as it was 10 years ago – everyone provides new 
ideas, methods, etc., but at the end of the day it’s the same 
mistakes being performed in new and confusing ways.

So, I believe the real solution is for every individual to 
have a very clear understanding as to what he or she is sup-
posed to do. That’s a very basic problem that seems so dif-
ficult to solve. 

Regards, Dr. Biswas

Share Your Thoughts
Environmentally responsible practices are being practiced by 
more hospitals and health care providers every day. Has your 
workplace created any “green” initiatives?  

Submit responses to feedback@dotmed.com
(please include “April Feedback” in the subject line)

feedback Events for March 2009
KIMES - 25th Korea International Medical & 
Hospital Equipment Show 2009, March 12-15, 
Seoul, South Korea

AAAAI (Allergy, Asthma and Immunology) Annual 
Meeting 2009, March 13-17, Washington, D.C.

NCBC (Breast Centers) 19th Annual National 
Interdisciplinary Breast Center Conference 2009, 
March 14-18, Las Vegas, NV

SCDM (Clinical Data Management ) Leadership 
Forum 2009, March 15-17, Nashville, TN

SGR & SU Annual Meeting - Abdominal Radiology 
Course 2009, March 15-20, Maui, HI

NAPNAP (Pediatric Nurse Practitioners) 30th 
Annual Conference on Pediatric Health Care 2009, 
March 19-22, San Diego, CA

China Med - 21st International Medical Instruments 
and Equipment Exhibition 2009, March 19-21, 
Beijing, China

Imaging 100 (Senior-level Imaging Executives) 
2009, March 22-24, San Diego, CA

MGMA (Group Management) Oncology/Hematology 
Practice Management Conference 2009, March 
22-24, Beverly Hills, CA

LIA International Laser Safety Conference (ILSC) 
2009, March 23-26, Reno, NV

ACHE (Healthcare Executives ) Congress on 
Healthcare Leadership 2009, March 23-26, 
Chicago, IL

AAHPM & HPNA (Hospice and Palliative Medicine) 
Annual Assembly 2009, March 25-28, Austin, TX

AAACN (Ambulatory Care Nursing) Annual 
Conference 2009, March 26-30, Philadelphia, PA

MEDICAL FAIR INDIA (formerly HOSPIMedica) 
2009, March 27-29, New Delhi, India
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Corrections:
DOTmed 2009 Buyer’s Guide Update
The page number listings for the ads of the following  
companies were inadvertently omitted in the Buyer’s Guide:
Heartland Medical Sales & Service, page 144
Medical Equipment Dynamics, page 8
Mobile Medtech, page 153

Medtronic, Inc. was incorrectly identified as Medtronic, Xomed 
in the Lean Manufacturing feature story in last month’s issue. 
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Paperless Hospitals Yield Better  
Outcomes, Save Costs
Results from a large-scale Johns Hopkins study of more than 
40 hospitals and 160,000 patients showed that when health in-
formation technologies replaced paper forms and handwritten 
notes, both hospitals and patients benefited significantly.

“Patients appear safer and hospital bottom lines may im-
prove when health care information is gathered and stored on 
computers rather than on paper,” says senior author Neil R. 
Powe, M.D., M.P.H. M.B.A, of the Department of Medicine at 
Johns Hopkins University School of Medicine and director of 
the Welch Center for Prevention, Epidemiology and Clinical 
Research.

In the study, published Jan. 26 in the Archives of Internal 
Medicine. Powe and his colleagues rated clinical information 
technologies at 41 hospitals in Texas and compared those re-
sults with discharge information for 167,233 patients. Results 
showed that with hospitals whose technologies ranked in the 
top third were associated with a 15% decrease in the odds that 
a patient would die while hospitalized.

The researchers also found that hospitals with the highest 
technology scores in the rating system showed significantly 
lower patient costs.
• Online: dotmed.com/dm8016

Important Survey Sheds Light on Small 
Hospital Projected Spending
A significant number of U.S. hospitals - nearly 1,300 - fall 
under the CMS category of Critical Access Hospitals (CAHs). 
These small, usually rural hospitals of less than 25 beds play 
a vital role in access to health care for millions of Americans. 
A recently released survey of these important facilities, con-
ducted by Regents Health Resources, Inc., Brentwood, TN, 
reveals challenges as well as promising prospects for imaging 
equipment investment in the near future.

“What this survey revealed was a desire by CAHs to con-
tinue to invest in their services providing quality health care 
access to rural America,” says Brian Baker, Senior Vice Presi-
dent of Regents. “The challenge for them is how to accomplish 
this goal with very limited capital.”  

Not surprisingly, the survey shows that the single biggest 
issue is overall financial viability with 67% of respondents re-
porting annual profits of less than $1 million. However, over 
85% of respondents reported imaging as a profit center within 
the hospital where most are planning to upgrade or augment at 
least one modality within the next three years. 

It’s interesting to note that more than 70% of hospitals 
surveyed reported using a hybrid project management model 
that utilizes both internal staff and outsourcing to complete 
special projects. Baker believes this is further evidence of the 
need for more comprehensive solutions than may have been 
proposed in the past.
• Online: dotmed.com/dm7296 
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Stimulus Package to  
Include $20 Billion for 
Health Care Records
The $819 billion stimulus package 
House Democrats passed contains $37 
billion for technology in three main ar-
eas including $20 billion to computerize 

medical records, $11 billion to create 
smarter electrical grids and $6 billion 
to expand high-speed Internet access in 
rural and underserved communities. 

According to a study by the In-
formation Technology and Innovation 
Foundation, this could result in 900,000 
jobs in 2009 in technical fields. 

About $111 billion of the spending 
portion of the bill is dedicated to health 
care. The lion’s share of the health care 
package is aimed at funding state-run 
Medicaid programs, including expand-
ing eligibility to the unemployed.
• Online: dotmed.com/dm8027

Have Hospitals Lost Imaging 
Volume to Private Offices?
Reston, Va. - At a time when imaging 
volume is being targeted as a factor in 
the overall rise in health care costs in 
the United States, a look at Medicare 
data from a 10-year period has revealed 
that although there has been steady 
growth in imaging, a large portion of 

that growth can be attributed to studies 
performed by non-radiologist physi-
cians in the private office setting. 

The article, Recent Shifts in Place 
of Service for Noninvasive Diagnostic 
Imaging: Have Hospitals Missed an 
Opportunity?  by David C. Levin, M.D., 
and Vijay M. Rao, M.D., et al., exam-
ines the changes in imaging volume in 
four groups where imaging most often 
takes place: in the hospital inpatient set-
ting, in hospital outpatient facilities, in 
private offices or imaging centers, and 
in emergency departments (EDs). The 
study results indicate that the utiliza-
tion of imaging in the private office set-
ting increased by 63%. Overall hospital 
market share decreased from 47% in 
1996 to 41% in 2006. ED imaging saw 
the fastest growth at 77%; however, the 
utilization of imaging in the ED was 
substantially lower overall than the oth-
er three groups being studied. 
• Online: dotmed.com/dm8043

Hospitals Report  
“Capital Crunch”
Nearly half of hospitals surveyed have 
postponed projects that were to begin 
within the next six months and many 
have stopped projects that were already 
in progress.

“From cancer centers to expanded 
emergency departments to electronic 
health records systems, hospitals are 
postponing or delaying projects that 
could greatly benefit health care in 
communities across the country,” said 
AHA President and CEO Rich Umb-
denstock.  “Stopping these projects also 
means new jobs are not created within 
the health care field or for construction 
workers, contractors, IT specialists and 
others.  The ripple effects of the capi-
tal crunch on employment are cause for 
great concern.”

Stopping or postponing facility 
upgrades and technology investments 
has significant ramifications for com-
munities served by these hospitals and 
for the health care system as a whole.  
According to the survey, the planned 
hospital projects now put on hold would 
have responded to a variety of health 
care needs.
• Online: dotmed.com/dm8006
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Image Gently(tm)  
Campaign Expands Into 
Physicians’ Offices With 
Parent Education Tools
Reston, VA - Continuing its efforts to 
raise awareness about opportunities to 
lower radiation dose used in pediatric 
imaging exams, the Image Gently(tm) 
campaign has developed new materi-
als to educate parents about medical 
imaging and to help them track their 
child’s past imaging exams. Pediatri-
cians and other physicians are encour-
aged to download the materials from 
the Image Gently web site, www.im-
agegently.org, and make them avail-
able to parents in their waiting rooms 
and offices. A special section of the 
Image Gently web site will also be 
dedicated to providing parents with the 
most up to date information regarding 
children’s imaging and tools to help 
them understand the benefits and con-
cerns associated with medical imaging 
procedures.
• Online: dotmed.com/dm8087

Microcoils Help Locate 
Small Lung Nodules
OAK BROOK, Ill. - A new technique 
combining computed tomography 
(CT) with fiber-coated surgical micro-
coils allows physicians to successfully 
locate and remove small lung nodules 
without the need for a more invasive 
procedure, according to a new study 
published in the February issue of Ra-
diology.

For the study, Dr. Mayo and col-
leagues used CT-guided microcoil place-
ment to assist in VATS removal of 75 
small, peripheral lung nodules in 69 pa-
tients ranging in age from 31 to 81 years. 
Four patients had two nodules treated, 
and two of the patients had second nod-
ules removed at a later date. In all, 75 
procedures were performed. The micro-
coil technique allowed the researchers to 
locate 100% of small nodules, and 97% 
of the lung nodules were successfully 
and completely removed with VATS.

The results show that with precise 
microcoil localization, even small nod-
ules can be removed with VATS.
• Online: dotmed.com/dm8096

Healthcare 
Chronicles

President Obama’s triumph in pushing a massive economic stimulus bill through 
Congress was matched for many health care reformers by their success in getting 
$1.1 billion for technology assessment (TA) included in the package. TA has long 
been a reformer’s favorite for an obvious reason: too little is known about the ef-
ficacy of medical treatments and of the drugs and medical devices used in those 

treatments. What works and what doesn’t work? If we could get proper answers to that basic 
question, patients would get better care, physicians would have an empirical basis for their 
medical judgments and our health care system could save a large amount of money.

Yet, if the validity of TA is little in question, it has had a troubled political history, in-
voking as much suspicion as admiration over the years. A National Center for Health Care 
Technology was established by Congress in 1978 and then killed in 1981. Another agency, 
The Agency for Health Care Policy and Research, was set up in 1985 but was neutered in its 
effectiveness (and renamed) by Congress in 1994. The complaints of physicians and industry 
in the first case, and physicians in the second, did them in. Industry was fearful of economic 
harm from adverse findings and threats to profitable innovation, and physicians saw a poten-
tial challenge to their sovereignty in deciding on the best treatment for their patients.

The same forces are at it once again and using the same game book, whose pages must 
be well-thumbed by now. The Partnership to Improve Patient Care was organized to meet 
the latest threat from TA. A spokesman for the coalition said the research may be used “in an 
inappropriate manner that may limit treatment options for patients.”

That comment voices the physician worries. The industry suspicions focus on the pos-
sibility that the cost of a drug or medical device may be taken into account with TA, the first 
step down the slippery slope to price controls. An effort to allay both the medical and industry 
anxieties was expressed in a comment by the House-Senate conferees: “the conferees…do not 
intend…the funding…to be used to mandate coverage, reimbursement, or other policies for 
any public or private payer.” How binding that statement may be as the research gets underway 
is unclear.

The worried opponents do not deny the value of TA, at least in some general way. It 
is the use to which it may be put that is the sticking point. But that leaves them in a vulner-
able place. How much latitude should physicians be allowed when determining how to treat 
patients? Should they be free to ignore solid scientific evidence that counsels against their 
judgment? Should they be allowed to put their patients at risk if they choose to disagree with 
research findings? Those would seem the obvious implication of erecting an impenetrable 
obstacle to protect physician rights. I am not sure many of us would choose to be in the care 
of such doctors.

As for industry, it has to come to grips in a courageous way with the economic reality of 
current technological medicine. That medicine is responsible for an estimated 50% of annual 
cost increases, now in the 7% per annum range, and with a projected doubling of US health 
care costs from $2.4 to 4.2 trillion in a decade. The fallout is already visible, in declining em-
ployer insurance, a rising number of the uninsured, and with considerable economic misery, 
even for those already insured. 

Industry should be willing to take its chances with a tough-minded TA, taking both 
quality and costs into account. That course might be risky, but not nearly as dangerous as the 
protectionist opposition to an open border between research evidence and needed economic 
and clinical regulation.  That opposition will harm all of us. 

• Online: dotmed.com/dm8321

Daniel Callahan, Ph.D. is Research Scholar, President Emeritus, and Co-Founder of The Hastings  
Center, an independent, non-partisan, non-profit research institute in Garrison, N.Y. In recent years, 
Callahan has concentrated his attention on health policy and research policy.
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Technology Assessment’s Triumph?
By Daniel Callahan
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MRI Shows Brain Atrophy 
Pattern That Predicts  
Alzheimer’s
OAK BROOK, Ill. - Using special MRI 
methods, researchers have identified a 
pattern of regional brain atrophy in pa-
tients with mild cognitive impairment 
(MCI) that indicates a greater likelihood 
of progression to Alzheimer’s disease. 
The findings are published in the online 
edition of Radiology.

“Previously, this pattern has been 
observed only after a diagnosis of prob-
able Alzheimer’s disease,” said the 
study’s lead author, Linda K. McEvoy, 
Ph.D., assistant project scientist in the 
Department of Radiology at the Uni-
versity of California San Diego School 
of Medicine in La Jolla. “Our results 
show that some individuals with MCI 
have the atrophy pattern characteristic 
of mild Alzheimer’s disease, and these 
people are at higher risk of experiencing 
a faster rate of brain degeneration and 
a faster decline to dementia than indi-
viduals with MCI who do not show that 
atrophy pattern.”

In the study, the researchers ana-
lyzed brain MR images from 84 pa-
tients with mild Alzheimer’s disease, 
175 patients with MCI and 139 healthy 
controls, using with semi-automated, 
individually specific quantitative MRI 

methods. The results showed wide-
spread cortical atrophy in some patients 
with MCI, involving all cortical areas 
except those involved with processing 
of primary motor and sensory informa-
tion. However, most indicative of fu-
ture cognitive decline were atrophy in 
parts of the medial and lateral temporal 
lobes and in the frontal lobes. This pat-
tern was also present in the patients with 
mild Alzheimer’s disease.
• Online: dotmed.com/dm8165

SNM Supports Long-term 
Objective of National Acad-
emy of Sciences Report on 
Medical Isotopes
Reston, Va. - According to a report 
by the National Academy of Sciences 
(NAS), eliminating the highly enriched 
uranium process (HEU)-the primary 
source of medical isotopes in the U.S.-
would be technically and economically 
feasible. However, the conversion to an 
alternative source will be years away 
and is likely to be more costly than the 
report estimates. The report, “Medi-
cal Isotope Production without Highly 
Enriched Uranium,” was mandated by 
Congress to examine the feasibility 
of conversion from HEU to a low en-
riched uranium (LEU) process and to 
make recommendations for how such a 
change may be made.

“The NAS report does not ad-
dress concerns about isotope produc-
tion that could have significant im-
pact for patients requiring common 
diagnostic procedures,” said Robert 
W. Atcher, Ph.D., M.B.A., president 
of SNM and chair of SNM’s Iso-
tope Availability Taskforce. “We are 
pleased by the prudent recommenda-

what’s new

Anything less than perfect 
is not good enough.

Over 19 years of uncompromising quality.
Every new & refurbished machine we sell is 100% guaranteed.

800-722-3646



DOTmedbusiness news  I  march 2009 www.dotmed.com12

tions of the report and long-term view toward the potential 
conversion from HEU. However, the information used for 
developing the economic impact is suspect and the need for 
reliable domestic isotope supplies remains critical and is not 
addressed by this report, and continues to put patients at risk. 
• Online: dotmed.com/dm8048
 
U.S. Outpatient Surgeries on the Rise
The number of outpatient surgery visits in the United States 
increased from 20.8 million visits in 1996 to 34.7 million vis-
its in 2006, according to a report from the Centers for Disease 
Control and Prevention. Outpatient surgery visits accounted 
for about half of all surgery visits in 1996, but nearly two 
thirds of all surgery visits in 2006, the report said.

The report, Ambulatory Surgery in the United States, 
2006, contains the first data on outpatient surgery visits since 
1996. The data were collected from 142 hospitals and 295 
freestanding centers as part of the National Survey of Ambula-
tory Surgery (NSAS).

The outpatient surgery visits to freestanding centers in-
creased three-fold from 1996 to 2006, whereas the rate for 
outpatient surgery visits to hospital centers was relatively un-
changed. Visits to hospital centers, at 19.9 million, continued 
to outnumber those to freestanding centers, at 14.9 million 
(57% compared to nearly 43%).
• Online: dotmed.com/dm8119 Computer Exercises Improve Memory and 

Attention
A large-scale USC and Mayo Clinic study is the first to link a 
commercially available software program to improvement on 
unaffiliated standard measures of memory and to better perfor-
mance on everyday tasks.

Study results to be published in the April 2009 issue of 
the Journal of the American Geriatrics Society show that 
computerized brain exercises can improve memory and lead 
to faster thinking.

Prior studies have shown that older adults perform bet-
ter on cognitive tests after repeatedly practicing those tests, 
but this large-scale study is the first to link a commercially 
available software program to improvement on unaffiliated 
standard measures of memory and to better performance on 
everyday tasks.
• Online: dotmed.com/dm8173
 
CDC Has a New Report on Health  
Emergency Preparedness
The Centers for Disease Control’s (CDC) Coordinating Office 
for Terrorism Preparedness and Emergency Response (COT-
PER) has released its inaugural report on CDC activities in 
public health emergency preparedness. 

The 73-page report is on the CDC web site and entitled 
“Public Health Preparedness: Strengthening CDC’s Emer-
gency Response.” According to the CDC’s description of the 
report, the document “outlines CDC’s future preparedness pri-
orities, including enhancing bio surveillance systems to sup-
port rapid detection of and response to emerging public health 
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threats, increasing nationwide laboratory capacity to respond 
effectively after a radiological incident (such as a dirty bomb), 
and helping state and local health departments strengthen their 
emergency response capabilities.”

The report contains the CDC accomplishments in pre-
paredness including the challenges in achieving its overarching 
public health preparedness goal: “People prepared for emerging 
health threats - people in all communities will be protected from 
infectious, occupational, environmental, and terrorist threats.”  
• Online: dotmed.com/dm8035

Russian Demand for Medical Devices Is 
Open to Foreign Investment
Medical devices in most Russian hospitals and clinics are ob-
solete and need immediate replacement. The market is an at-
tractive one for foreign manufacturers willing to do business 
in a country where government policies often dictate foreign 
investment.

Here are some reasons to try to capture Russian demand: 
The growth in demand for medical devices in 2007 was 7.1% 
but is believed to have slowed in 2008 to 4.8%, due to the 
global recession. Demand is expected to increase to between 
€1.3 and €1.6 billion in 2012, according to the Global Re-
search & Data Services study. 
• Online: dotmed.com/dm8112

CMS Issues Interim Final Regulation With 
MIPPA Changes
The Centers for Medicare & Medicaid Services (CMS) 
has just issued an interim final regulation with comment 
period, incorporating the changes required by the Medi-
care Improvements for Patients and Providers Act of 2008 
(MIPPA). 

On its website, CMS says that the MIPPA changes and a 
new Federal Advisory Committee are the “next steps” prior 
to the Agency restarting the Medicare Competitive Bidding 
Program for durable medical equipment, prosthetics, orthot-
ics, and supplies (DMEPOS) consistent with these regulations. 
The controversy and legal/congressional actions concerning 
the DMEPOS bidding program have been previously reported 
in DOTmed (DM 6416, DM 6417, DM 5793, DM 5773, DM 
5662--enter a story number in any search box).

“Because of concerns about the implementation of the 
competitive bidding program, Congress called for a delay of 
the program and made certain changes, which this new regula-
tion carries out,” said Kerry Weems, CMS acting administra-
tor. “Implementing the law’s changes and appointing members 
to the program’s oversight committee are the first steps to take 
to restart the competitive bidding process.”
• Online: dotmed.com/dm8089
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Continued Growth Expected in Ultrasound 
Market
InMedica (IMS Research’s medical research division) has 
released a report predicting that worldwide revenues of the 
global ultrasound market will exceed $6 billion by 2012, re-
gardless of the current economic downturn. 

The technology’s flexibility, ease of use and relatively low 
cost are cited by researchers as reasons for continued growth. 
They also noted a trend toward “miniaturization” and the pop-
ularity of hand-carried ultrasound equipment.

While ultrasound adoption was significantly quicker in 
North America and Western Europe, an increasing confidence 
in hand-carried systems has made its way around the globe 
to other regions of the world including Eastern Europe, Latin 
America and parts of the Asian Pacific. Demand is coming 
from traditional applications, such as OB/GYN, and increas-
ingly from point-of-care applications.
• Online: dotmed.com/dm8082

News From Meharry Medical College’s 
Center for Women’s Health Research
In an article published in the January issue of the specialized 
journal “Fertility and Sterility,” the official Journal of the 
American Society for Reproductive Medicine, Meharry Medi-
cal College gynecologist Ayman Al-Hendy details his research 
using gene therapy to treat uterine fibroids.

“This condition is a major issue of health disparity be-

cause it puts African American women at a huge disadvantage 
during their most productive years,” says Al-Hendy.

Uterine fibroids occur in nearly 40% of reproductive age 
women beginning in their mid-20s and continuing until meno-
pause. The symptoms are often debilitating and include exces-
sive vaginal bleeding, anemia, fatigue and lack of energy. 

Dr. Al-Hendy’s research, conducted on experimental ani-
mals, finds that gene therapy treatment can be confined to the 
benign fibroid tumor without causing damage to the rest of the 
uterus. Current treatments usually include invasive surgeries 
that may result in greater scarring and infertility.

Meharry Medical College’s Center for Women’s Health 
Research, Nashville, TN, is also developing other non-surgical 
treatments for uterine fibroids. Clinical trials are currently being 
conducted using nutritional supplements and other pharmaceuti-
cals for alternative non-invasive treatment for uterine fibroids.
• Online: dotmed.com/dm8080

Cardiac Imaging Method May Expose  
Patients to High Radiation Dose
CHICAGO - Use of the imaging technique 
known as cardiac computed tomography 
(CT) angiography (CCTA) has the poten-
tial to expose patients to high doses of 
radiation, and methods available to re-
duce radiation dose are not frequent-
ly used, according to a study in the 
February 4 issue of JAMA.

The 64-slice (able to scan 
64 images per rotation) CCTA has 
emerged as a useful diagnostic imaging method for the assess-
ment of coronary artery disease and has been proposed to be use-
ful for evaluating patients in emergency departments with chest 
pain. “With the constantly increasing number of CCTA-capable 
scanners worldwide, the volume of CCTA scans performed is 
likely to show substantial further increase,” the authors write. 
They add that the clinical usefulness of CCTA for the assess-
ment of coronary artery disease has to be weighed against the 
radiation exposure of CCTA and the small but potential risk of 
cancer. Many clinicians may still be unfamiliar with the magni-
tude of radiation exposure that is received during CCTA in daily 
practice and with the factors that contribute to radiation dose, 
according to background information in the article.
• Online: dotmed.com/dm8097

Wide Variation of Radiation During 64-Slice 
Cardiac CT
Results published in the February 4 issue of the Journal of 
the American Medical Association showed that investigators 
involved in the Prospective Multicenter Study on Radiation 
Dose Estimates of Cardiac CT Angiograpy in Daily Practice 
I study (PROTECTION I) were encouraged by the median 
12-mSv effective dose for the 1,965 patients scanned in select-
ed one-month periods from February to December 2007. The 
participants were drawn from 21 academic and 29 community 
hospitals in Europe, the U.S., Asia, and South America.

Medical 
   TechnologiesAtlas

STILL AVAILABLE:

    GE Hispeed, CTI or Lightspeed Multislice Scanners

    Philips/ADAC Cancer Treatment Planning Computers

    Fixed, mobile or modular configuration

    Site planning, shipping and installation

    Applications training for your technologist

    Warranty and continued support

    Parts and X-ray tubes

Medical 
   TechnologiesAtlas

Tel: 727 523 9889

Fax: 727 523 1729

www.at
lasmed

tec.com

Medical 
   TechnologiesAtlas

Service that speaks for itself

11801-5 28th Street North,  

St. Petersburg, Florida 33716 USA

  New & Refurbished CT & MRI Scanners

Atlas qtr page 2008.indd   1 7/24/08   8:50:50 AM



DOTmedbusiness news  I  march 2009 15

Trial authors said they were satisfied 
with the results that establish a bench-
mark for expected dosages for assessing 
coronary arteries, bypass grafts, or chest- 
pain protocols for the combined visual-
ization of the coronary and pulmonary 
arteries and thoracic aorta. Trial senior 
researcher Stephan Achenbach, MD, di-
rector of cardiac imaging research at the 
University of Erlangen in Germany said 
the lesson of the trial is that a lot of things 
can be done to lower radiation, and that 
it was a very positive trial showing that 
something can be done about radiation. 

Patient dosages were lowest in the 
U.S. and Canada, Germany, and West-
ern Europe. They were higher in East 
Asia and Australia, the Middle East, and 
South America.
• Online: dotmed.com/dm8147
 
ECRI Institute Issues High 
Priority Alert on Bassinet 
Warmers Involved in Fire 
on Newborn
PLYMOUTH MEETING, PA-ECRI Insti-
tute®, an independent, nonprofit organiza-
tion that researches the best approaches to 
improving patient care, has issued a high 
priority medical device alert for several 
older models of infant radiant warmers. 
ECRI Institute recommends the removal 
from service of a series of warmer models 
manufactured by Borning and Hill-Rom. 
Draeger purchased the product line from 
Hill-Rom in 2004 but did not sell any units, 
which were last made in 1998. 

These recommendations are based, 
in part, on ECRI Institute’s involvement 
in the investigation of a hospital nursery 
fire that resulted in burn injuries to an 
eleven-hour-old infant receiving oxy-
gen. After extensive testing and analysis, 
ECRI Institute and the other experts on 
the team concluded that the fire was likely 
caused by a hot particle falling from the 
warmer heater-element assembly above 
the bassinet into the oxygen-enriched 
materials near the infant’s head. ECRI 
Institute believes that similar events, 
while unlikely, are possible, and recom-
mends immediate action to remove and 
replace the affected models.
• Online: dotmed.com/dm8169

Rush University Research-
ers Find Cementless Metal 
Cup Implant Durable After 
20 Years
Researchers from Rush University 
Medical Center examined results us-
ing one of the first cementless metal 
cup designs and found that fixation of 
the implant to bone is extremely du-
rable even 20 years after repeat or “re-
vision” hip replacement. The implant 
utilized, the Harris-Galante-1 acetab-
ular metal shell, which is designed to 
allow a patient’s bone to grow into the 
implant, remained fixed in place in 
95% of hip revision cases at a mini-
mum follow-up of 20 years.

The implant and its bone in-growth 
surface were originally developed in con-
junction with Dr. Jorge Galante, an ortho-
pedic surgeon at Rush University Medi-
cal Center and one of the present study’s 
investigators. The cup’s porous surface 
allows bone and tissue to grow into the 
device to keep the hip implant in place. 
Earlier generation implants relied on the 

use of bone cement to secure the implant 
to the patient’s pelvis and were associated 
with a higher rate of failure, particularly 
when used in patients who had previously 
had a hip implant that had failed.

“The study’s results indicate that 
even the first generation of this device 
has excellent clinical results and dura-
bility,” said Dr. Craig Della Valle, or-
thopedic surgeon at Rush and study in-
vestigator. “Even after 20 years, there is 
low rate of failure in terms of fixation.”
• Online: dotmed.com/dm8074

Breast Specific Gamma 
Imaging Looks Strong
There have been some noteworthy find-
ings in a new multicenter clinical trial 
that was released in February, which 
compared the sensitivity of traditional 
breast CA detection technologies (MRI, 
sonography, and mammography) versus 
the newest one called the Breast Spe-
cific Gamma Imaging (BSGI). 

Dilon Technologies in Newport 
News, VA has commercialized BSGI, 
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which relies on a pharmaceutical trac-
ing agent that emits gamma radiation 
after it is injected and taken up by all 
cells of the body. It is thought to work 
by detecting the increased metabolic ac-
tivity of cancerous cells as compared to 
surrounding tissues. 

Their recent study showed that its 
diagnostic modality is independent of 
tissue density and can discover very 
early stage cancers, hence the firm is 
hoping that one day BCGI will become 
a standard adjunctive molecular breast 
imaging technique to mammography. 

The results of the latest trial show that 
the company’s Dilon 6800 Gamma 
Camera and diagnostic system seem to 
be as good as the other modalities for 
detecting small tumors within breasts.
• Online: dotmed.com/dm8199

New Guidelines  
Recommend Breast MRI  
to Supplement Imaging
Updated guidelines that represent best 
practices for physicians using magnetic 
resonance imaging to newly diagnose 
breast cancer and to make treatment 

decisions for breast cancer were pub-
lished Feb. 16 in the Journal of the Na-
tional Comprehensive Cancer Network. 
Breast radiologists and surgeons at the 
Seattle Cancer Care Alliance (SCCA) 
and the Roswell Park Cancer Institute in 
Buffalo, N.Y. authored the paper upon 
which the guidelines are based.

The SCCA breast imaging program 
led by Connie Lehman, M.D., has estab-
lished itself as a national leader in breast 
MRI based on pioneering research it has 
published in the past few years. Lehman 
is corresponding author of today’s jour-
nal paper, “Indications for Breast MRI 
in the Patient with Newly Diagnosed 
Breast Cancer.” The study summarizes 
an extensive review of published, peer-
reviewed studies.
• Online: dotmed.com/dm8197

Dunlee’s Smit- Röntgen 
Provides Important Dose-
Minimizing Grid Technology
Dunlee, a division of Philips Health-
care, recently introduced a new line of 
Smit-Röntgen grids for CR and DR ap-
plications. 

The new, “Hi-5” grid utilizes 5 
mm-high interspace material between 
the lead lamella that focuses the radia-
tion and absorbs the scatter, resulting in 
dose reductions of up to 40%, as well as 
improved image quality. 

Most grids use material 3 mm in 
height. The increased height means a 
greater amount of lead, which in turn 
means that a greater amount of scatter 
radiation is captured. Even two millime-
ters of increase in height required very 
extensive re-engineering and experimen-
tation. The deeper the grid, the higher the 
lamella, and the need for precision man-
ufacturing to achieve properly focused 
imagery becomes proportionally greater. 
But the better radiation transmission of 
fiber-interspaced grids, the opportunity 
for lower dosages, and the concurrent in-
creased radiation demands of newer tech-
nology, the company contends, makes 
getting the word out about Smit-Röntgen 
fiber-based anti-scatter grids ever more 
critical in today’s environment.
• Online: dotmed.com/dm7985
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Coming in 
April

Industry Sector 
Reports:

cT Sales and 
Services 
Check on the health of this  
segment of the industry.

c-arm Sales  
and Services
C-Arms continue to flex some 
muscle.

arthroscopy Sales 
and Services
DOTmed explores Arthroscopy.

Disposables
An industry segment that hospitals 
can’t do without. 

“IF WE GET aNY mOrE 
EFFIcIENT, WE’LL BE OUT 
OF BUSINESS”

This was a line from a famous Apple Computers 
commercial.  When asked what they were doing, 
two employees struggling with a PC install tell 
their	 manager	 they	 are	 getting	 more	 efficient.		
The response was humorous, but it might not 
be too far from the realities faced by radiology 
practices today.  

Adding PACS or RIS to your imaging practice 
makes sense as imaging is transitioned from analog to digital.  When 
radiology was beginning to feel the pinch of reduced reimbursement, 
many administrators were saying they were planning to acquire 
PACS	and	RIS	software	to	increase	efficiency.		Do	more	with	less,	a	
good goal, but an elusive one for many.  Often the result of adding 
PACS, RIS and EMR was more expense and complexity and no 
increase in volume or revenue.  What happened?

Poor planning, that’s what happened.  Many of today’s technological 
“advancements” are not intuitive. This results in a lengthy learning 
curve and extra effort.  What to do?  

Before	you	buy,	build	a	definition	of	your	practice.		What	do	you	do?		
How do you operate?  What are your strengths and weaknesses?  And 
most	important,	where	do	you	want	to	be	in	two	to	five	years?		With	
this	definition	in	place	you	can	develop	a	specification	for	the	software	
and hardware you’ll need to meet legislated EMR implementation and 
take advantage of the real value of PACS and RIS.

Your	specification	will	help	you	rate	and	compare	the	offerings	from	
the	many	 companies	 in	 the	 field.	 	 I	 suspect	 you’ll	 find	 no	 single	
vendor has the answer to all of your needs, but one will be better 
than the rest.  If you decide to choose modules from more than one 
vendor, make certain compatibility is guaranteed.  

Before you commit to any solution, determine whether you wish to 
own, lease or pay per use.  Maybe a web-based solution works 
for you.  Remember that this technology is changing rapidly with 
advances in hardware and software.  How will you be protected 
from early obsolescence?  

Digital	solutions	can	make	your	imaging	department	more	efficient	
and	boost	profitability.		But,	before	you	decide	to	digitize,	know	what	
you need and don’t be distracted by the many “cool” but often un-
necessary bells and whistles.  

• Online: dotmed.com/dm8310

Wayne Webster is a consultant in Medical Imaging Business 
Development.  You can send your comments or questions to 
W.Webster@Proactics.net.
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Researcher Jeremy Brown Is Making 
Waves, Literally
Dalhousie researcher Jeremy Brown is developing, in collabo-
ration with ear surgeon Manohar Bance, an ultrasound device 
so small it can travel through the eardrum, through the mid-
dle ear and rest against the inner ear to provide images of the 
basilier membrane as at it vibrates, sending messages to the 
brain as it interprets sound.

The miniature device, a medical imaging technique that 
uses high frequency sound waves and their echoes, measures 
two millimeters in diameter. The probe, the size of a little 
bead, contains 150 elements--tiny transducers that vibrate 
when electric signals are applied. 

Once planted deep within the ear through a minor surgical 
procedure, the probe can detect scarring from implants in the 
middle ear, or detect the ravages of diseases like Meniere’s, an 
inner-ear disorder which causes episodes of vertigo.
• Online: dotmed.com/dm8012

Cornell Grad Student Develops Ultrasound 
Device for $100
Cornell grad student George Lewis has developed a prototype 
of a therapeutic ultrasound device that is palm-sized, battery-
powered and can deliver sound waves that are strong enough 
to cause water to bubble, spray and turn into steam – and it 
costs about $100 to make.

Lewis suggests that his technology could lead to such in-
novations as cell phone-size devices that military medics could 
carry to cauterize bleeding wounds, or dental machines to en-
able the body to instantly absorb locally injected anesthetic.

His new devices are currently being tested in a clinical 
setting at Weill Cornell Medical College. Under the direction 
of Jason Spector, M.D, director of Weill Cornell’s Laboratory 
for Bioregenerative Medicine and Surgery and Assistant Pro-
fessor of Plastic Surgery, Peter Henderson, M.D. 
• Online: dotmed.com/dm8011
 
ECRI Institute’s 2009 Health Devices 
Achievement Award-Call for Entries
PLYMOUTH MEETING, PA - ECRI Institute®, an inde-
pendent, nonprofit organization that researches the best ap-
proaches to improving patient care, is now accepting submis-
sions to its fourth annual Health Devices Achievement Award 
program. The award honors health care facilities for achieving 
excellence in health technology management. 

Last year’s winner, Children’s Hospital of Omaha (NE), 
demonstrated a new process to reduce X-ray exposures and 
decrease errors in its pediatric intensive care unit. “The 
[Health Device Achievement Award] acknowledgment helps 
to underscore our continuous effort to improve patient care 
through our quality and safety initiatives. I am delighted that 
this project has improved internal processes and, most impor-
tantly, the level of care we provide to our patients,” said Mel 
Hall, performance improvement and patient safety manager, 
Children’s Hospital of Omaha, NE.

The deadline for submissions is May 1, 2009, and entries 
are accepted online at https://www.ecri.org/hdaward.
• Online: dotmed.com/dm8100

Sonora Announces FirstCall for TEE Probe 
Testing
Sonora Medical Systems has developed and released the 
FC-t, a new version of FirstCall, an ultrasound probe test-
ing device that focuses on testing expensive transesophageal 
(TEE or TE) probes.  

TEE probes represent the most expensive of the ultrasound 
probes and can range in price from $35,000 up to $75,000. TEE 
probes have high failure rates but can be repaired at a fraction of 
the replacement price when problems are found early. Priced less 
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than $10,000, the FC-t uses Sonora’s proprietary and patented 
technology to detect even small amounts of fluid infiltration into 
the insertion tube caused by bite marks or small tears in the coat-
ing material of the probe, the leading cause of TEE failures.

Sonora also provides a training presentation on TEE care 
that focuses on proper cleaning, electrical leakage testing, and 
storage of these probes.
• Online: dotmed.com/dm8081

Edward J. Hannon to Chair AHA’s Small or 
Rural Hospital Governing Council
Edward J. Hannon, president and chief executive officer of 
The McDowell Hospital in Marion, N.C., will lead the Ameri-
can Hospital Association’s (AHA) Section for Small or Rural 
Hospitals in 2009.  The 23-person governing council repre-
sents small or rural hospitals in the AHA’s policy process and 
member services initiatives.

Hannon has served as president and chief executive officer 
of The McDowell Hospital since 2007.  The 65-bed hospital 
provides a wide array of services for the community including 
a home health care agency, and health screenings and fairs both 
at the hospital and at community events.  The hospital also pro-
vides non-emergent health care services in McDowell County 
at its rural health clinic, Health Plus.  Prior to coming to The 
McDowell Hospital, Hannon’s 20 years of experience in hospi-
tals and health care includes serving as president and chief ex-

ecutive officer at Clarion Healthcare Systems, Inc., in Clarion, 
Pa. and at DeSoto Memorial Hospital in Arcadia, Fla.  Hannon 
is a member of the Hospital Association of North Carolina, the 
Western North Carolina Hospital Network and the Marion Ro-
tary Club, Rotary International.  Hannon earned a master’s de-
gree in professional studies, health services administration from 
the New School for Social Research in New York City and a 
bachelor’s of science in health care management from South-
ern Illinois University in Carbondale.  In addition, he earned 
an associate of science in nuclear medicine technology at The 
George Washington University, in Washington D.C.
• Online: dotmed.com/dm8098

Audrey Fredrich Brings Over 30 Years’  
Experience to NELCO
BOSTON, MA - Audrey Fredrich, formerly a regional sales 
manager with Siemens Medical Systems, Inc., has joined Bos-
ton based company, NELCO, as Vice President of Business 
Development. NELCO, an ISO 9001:2000 certified company, 
has serviced the medical community in both design and con-
struction, as well as the design, manufacturing, and installation 
of both radiation and RF shielding products since its start in 
the 1930’s. Fredrich, who has worked in the medical industry 
for over 30 years, brings a wealth of knowledge to the already 
successful company. Her interests in the radiation oncology 
fields have been a strong part of her life in both the profes-
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sional and personal aspects - along with her career in the medi-
cal field, Fredrich has served as the President of the American 
Cancer Society in Milwaukee, Wisconsin, President of the Ra-
diation Therapists of Wisconsin, and was a guest speaker at 
several radiation therapy-themed events, including both 1984 
and 1986’s ASTRO show.
• Online: dotmed.com/dm8104

Physicians Resource Network, Inc. Experi-
ences Growth Despite Overall Economy
Robert B. Gaw Sr., president of Physicians Resource Network, 
Inc. says he is sometimes afraid to tell people his business is 
booming since so many companies are in trouble right now.

“Business has significantly increased each of the past 
three years and we expect additional growth year in 2009,” 

said Gaw, who started P.R.N. in 1989. 
While job cuts are making headlines, P.R.N. has added staff.
Two years ago, Gaw hired his son, Bob Jr. to help out with 

the business. “I loaded him up with sales tapes and books, we 
had a long discussion about business ethics, I introduced him to 
DOTmed, set him loose, and the business started rolling in.”

The company has also added John McDonough, RN, 
BMET who has a unique resume as both a biomedical engi-
neer and an operating room nurse. “When John certifies equip-
ment as ‘patient-ready’ you know it is,” Gaw, Sr. said.

“We expect to add another 15 representatives as well as addi-
tional inside support personnel in the next six months to meet the 
anticipated demand,” Gaw said. (Their vascular division, PRNV, 
sells the Vicorder, along with vascular Dopplers and supplies.)
• Online: dotmed.com/dm7900

Second Former Employee of Stryker 
Pleads Guilty
The second former sales representative from Massachusetts 
medical device company Stryker has pleaded guilty to charges 
related to the misbranding of a medical device. 

Justin Demming pleaded guilty to a charge of felony mis-
branding of a medical device according to U.S. Attorney Mi-
chael Sullivan’s office. Demming was former territory man-
ager for Stryker and was charged with “promoting the use of 
devices in a way that was different from the FDA approved 
use.” Although Stryker Corp. is not listed in court documents, 
many references indicate that Demming worked for Stryker. 
He faces up to three years in prison and a $250,000 fine at his 
June 3 sentencing, according to Sullivan’s office.

The guilty plea follows the November guilty plea of a 
Stryker sales representative. Darnell Martin admitted to simi-
lar activity. He is scheduled for sentencing May 13.
• Online: dotmed.com/dm8157

Cook Medical Launching New Division
Cook Medical, Bloomington, IL, is launching a new division 
making new devices and technology in the field of interven-
tional radiology.

The new unit will be based at its Bloomington headquar-
ters, and will result in an undisclosed number of new workers 
being hired. 

The private company declined to say how much it plans to 
invest, other than to say it will launch “a number of new medical 
devices” in the field this year.
• Online: dotmed.com/dm8123

Rodolfo Gutierrez Joins IMIX Americas, Inc.
Rodolfo Gutierrez was the engineer who installed the first CT 
scanner in Latin America, at the neurological institute in Bo-
gota, while working for GE in 1975. 

Now his career has come full circle as the new Vice Presi-
dent of Sales for Latin America for IMIX Americas, Inc. The 
Finland-based OEM makes DR systems including digital de-
tectors and X-ray equipment. Gutierrez was formerly with Im-
aging Dynamics Company of Calgary, Canada. 

The Sonora Medical Systems FC-t, 
a new version of FirstCall, an  
ultrasound probe testing device
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Gutierrez will focus on markets in Chile, Brazil, Colum-
bia, and Argentina. 
• Online: dotmed.com/dm8094

Siemens Nursing Officer Awarded Pres-
tigious HIMSS 2008 Nursing Informatics 
Leadership Award

Rosemary Kennedy, 
RN, MBA, chief nurs-
ing informatics officer 
for Siemens Healthcare 
has  been awarded the 
Healthcare Informa-
tion and Management 
Systems Society’s 2008 
Nursing Informatics 
Leadership Award. The 
Society will award Ken-
nedy, along with 50 
other industry leaders 
and organizations, on 
April 4 during the 2009 
HIMSS Annual Confer-
ence & Exhibition in 
Chicago, Ill. 

Established in 2004, this award recognizes continued leader-
ship in the Nursing Informatics field, along with significant con-
tributions to the nursing profession, the Society, their organiza-
tions, and the healthcare IT profession as a whole.
• Online: dotmed.com/dm8171

Medtronic Reports Higher Earnings
Medtronic’s core businesses reported higher profits and rev-
enues with the cardiovascular and neuromodulation business 
units posting double-digit growth. If the dollar had not hit a low 
last year, both the company’s diabetes and surgical earnings 
would have reported an earnings spike in the double-digits.

For its fiscal third quarter, ended on Jan. 23, 2009, Min-
neapolis-based Medtronic posted net income of $723 million, 
or 65 cents a share, up from $77, or 7 cents a share, excluding 
legal and merger-related charges. Earnings climbed to 71 cents 
a share, from $63 cents in the comparable quarter last year, 
exceeding Wall Street expectations.

Revenues gained 2.6% to $3.49 billion, hurt by a $110 mil-
lion conversion in foreign currency exchange rates. After re-
porting earnings on Feb 17, Medtronic’s shares climbed 5.3%, 
to $34.56, while the broader market fell precipitously.
• Online: dotmed.com/dm8220

Pamela McNamara Joins Cambridge Consul-
tants as President of U.S. Operations
Cambridge, Mass. - Cambridge Consultants has announced 
that Pamela McNamara has joined the company’s U.S. busi-
ness in the position of President. In this role, McNamara will 
lead the company’s work in high technology product and sys-
tems development for clients in the medtech, wireless, defense 

and cleantech sectors .
Prior to joining 

Cambridge Consultants, 
McNamara was CEO 
of CRF Inc., a lead-
ing electronic patient 
reported outcomes 
(e-PRO or e-diary) 
technology company 
providing global wire-
less data collection 
solutions for the life 
sciences industry.  She 
was also with Arthur D. 
Little for more than 20 
years, holding a num-
ber of senior technol-
ogy and management 
positions in Global Health Care, eventually serving as CEO of 
the entire organization.  

McNamara also serves as a Director on the boards of 
GTC Biopharmaceuticals (NASDAQ: GTCB) and Southcoast 
Health System, and is a member of the Corporation of Woods 
Hole Oceanographic Institution.  She holds a bachelor’s de-
gree in civil engineering from Tufts University. 
• Online: dotmed.com/dm8158

International Health Network, LLC
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Digital technology is quickly becoming the norm 
when it comes to X-ray departments at hos-
pitals and other medical imaging facilities, as 
most are turning either to computed radiogra-
phy (CR), direct digital radiography (DR) or 

a combination of both as they transition themselves from an 
analog to digital environment. 

Imaging centers are finding that by going digital they are 
improving efficiency, reducing costs, and improving safety, 
yet there are differences of opinion on whether CR or DR is 
the correct choice. 

“People don’t really understand the technology enough 
and a lot of radiology departments don’t understand the differ-
ences between what one company can do over another,” says 
Anne Ji, Supervisor, Marketing Medical Systems for Canon 
U.S.A., Inc.

“It’s hard to understand what is best for the facility. Every 
company will go in and say theirs is best, but how do they know? 
Education on this needs to be addressed and it’s something that 
every imaging facility needs to be paying close attention to.”

Many of the smaller hospitals and imaging centers pre-
fer to go with CR, which is attractive to them because of its 
portability and lower ticket price compared to DR. Another 
big factor is that in purchasing a CR, it eliminates the cost of 
renovating the X-ray room or retrofitting the equipment.

The best arguments in favor of DR technology are that it fa-
cilitates higher patient throughput and provides better image qual-
ity. Those are the key reasons why many of the larger hospitals 
have been installing DR systems into their emergency rooms.

“It’s convenience and flexibility vs. speed and quality,” 
says Scott Burkhart, vice president, X-ray, North America for 
Philips Healthcare. “Right now when you go to an electronic 
format, it’s about workflow, it’s about speed. There is not an-
other investment in the hospital today that offers that kind of 
return on investment in terms of efficiency. It’s become a slam 
dunk and everyone understands that.”

Yet when looking at the advancements made in both tech-
nologies over the last few years, both CR and DR continued 
to make significant improvements and the line of demarcation 
between the two is starting to blur. 

“The lines are blurred a lot. You can’t think of it simply as 
CR vs. DR anymore. CR is becoming more DR like and DR is 
becoming more CR like in many instances,” says J. Anthony 
Seibert, an expert in digital radiology who works at the UC 
Davis Medical Center.  

Fujifilm was the pioneer of CR back in the early 1980s 
and were first to market. When DR came along about a decade 
ago, there was some concern that the technology would even-
tually eliminate CR, but they have witnessed both technolo-
gies staying strong. Not only hasn’t CR fallen by the wayside, 
but improvements in CR’s design have in fact made it more 
competitive with DR.

“There’s no question that when DR started to become 
more popular and came down to a price point that could be 
afforded by the community hospital, CR became more com-
petitive as well,” says Penny Maier, Fujifilm’s Director of 
Marketing, Imaging Systems. “One of the nice advantages that 

DR originally brought to the table was improvements in image 
quality. CR responded with improvements in image quality to 
really put it on par. I think the end user can certainly benefit 
from those advantages.  Just like any new technology after it 
has been sold for a few years, DR is no different, but CR is no 
different. We have seen the price start to decline for both.”

“Wind back the clock 10 years and I thought CR was dead 
in the water, but I was wrong and it’s going to stay around 
for years to come,” Seibert says. “The reason why is that it is 
portable, has multiple detectors, is pretty immune to damage. 
If you damage a DR system, you’re going to be out $80,000. I 
think from that perspective, CR as a drop in for conventional 
film radiology will be in for a while. It’s a really nice transition 
to a truly integrated digital radiography department.”

The Facts of DR
It’s very likely that the debate over CR vs. DR will continue 
over the next decade and beyond but it’s important that imag-
ing departments have a thorough understanding of the technol-
ogy behind the process, their advantages and disadvantages of 
each and the bottom line costs of delivering the quality and 
efficiency they seek.

“I think we are going to continue to see a mixture of both 
cassette-based and cassette-less imaging,” says Darren Wer-
ner, Marketing Manager Digital Products for Konica Minolta 
Medical Imaging. “I think a desire for portable imaging cas-
sette will remain because of flexibility of use. I think examples 
of that are already coming into the marketplace.”

Historically, DR, or digital radiography, refers to flat-
panel-based digital X-ray systems that utilize either a direct 
or indirect conversion of X-ray energy to electronic signals. 
CR, or computed radiography, refers to cassette-based, photo-
stimulatable, phosphor digital X-ray systems. Although most 
CR systems are cassette-based integrated systems, both up-
right and table configurations are also available. CR’s ability 
to utilize existing X-ray rooms while delivering high-quality 
images and efficient workflow will continue to make it a fa-
vorite in the digital X-ray market.

Philips Digital 
Diagnost VM
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Typically, DR is believed capable of yielding higher de-
tective quantum efficiency than CR, thereby offering higher 
image quality. With the integrated detector system, it also re-
moves the cassette processing step within workflow.

Ji says the true advantage of DR technology is within the 
workflow. “With DR you have the images three seconds later,” 
she says. “Then there’s the added benefit of the technician not 
having to leave the patient in the room to check images, which 
is good for safety reasons.”

 In the beginning, DR was hampered by its inability to 
handle cross-table or portable exams, but that is changing as 
portable and wireless DR systems are being introduced to the 
market. 

DR systems have become more flexible. Canon intro-
duced the first portable DR in 2001 and now detectors can be 
mounted on movable columns that can be positioned in three 
dimensions.

“With our portable technology, it’s about patient comfort. 
It’s the most similar you can find to CR and analog because 
you are still working with a flat piece of digital equipment 
not fixed into a system,” says Ji. “You don’t have to wait for 
processing time.”

 Yet most experts maintain that no DR system is flexible 
enough to handle all types of clinical applications. And al-
though the cost of flat-panel-based digital X-ray systems has 
come down considerably with newer, lower-cost systems, DR 
still carries a higher price tag than CR. 

“When you’re dealing with a DR room, you’re going to 
get a higher assessment for certain,” Maier says. “You really 
want to purchase a DR room where you will get a return on 
that investment. It’s fast and it’s going to be ideal for those 
types of procedures where you can move patients in really 

quickly and take advantage of the speed. Initially, a dedicated 
chest room, where patients might have chest exams would be 
a place where a DR room makes a lot of sense.”

Some argue that the productivity gains from DR can off-
set its higher cost. 

“Obviously, if you just look at the work flow aspect, vol-
ume is necessary to drive return on X-ray equipment,” says 
Dave Widmann, Global General Manager-Rad/R&F for GE 
Healthcare. “Technologists no longer have to handle this cas-
sette and move it around. DR gives you instantaneous images 
within 2-3 seconds of taking the shot. You see the image come 
up on the screen. Retakes go away. You don’t have to bring the 
patient back in.”

With CR, you might have the patient off the table before 
you realize you didn’t get the shot you wanted, which Wid-
mann says makes CR an obsolete technology. 

“CR cassettes leave you very little opportunity to use digi-
tal data in different ways for further diagnosis,” he adds. “With 
DR technologies, we can manipulate data we got through dual 
energy subtraction.”

For those choosing to go all DR, they may have to face 
the issue of reliability. If you have two or three CR readers, 

you have automatic redundancy because 
you can just use another reader if some-
thing goes wrong. But if the DR detec-
tor fails, that room is closed off and you 
have to wait until service comes before 
using again.

“The concern of DR has always been 
expense and a lot of money is invested in 
one plate and if anything would happen to 
that room, which could see 60-120 patients 
a day - that will cause big scheduling and 
admission issues at the hospital. You need it 
to be working all the time,” says Burkhart.  

Case for CR
For a facility implementing digital tech-
nology for the first time, many may opt 
for a cassette-based digital X-ray solution 
because of the lower cost. This alone will 
vastly improve the workflow over the cur-
rent film-screen process with a minimum 
financial investment while preserving ex-
isting X-ray equipment. CR still offers ex-
cellent speed and workflow to help boost 
technologist and radiologist efficiency, as 

well as flexibility in the unit placement within the facility for 
optimal utilization. 

“The advantage of CR is that it’s very much like film in 
that it’s very flexible and very mobile and a wireless technol-
ogy so to speak,” says Burkhart. “It’s cheap in terms of an ini-
tial investment and highly flexible. The disadvantages are the 
image quality isn’t as good as DR and it’s not nearly as fast. 
You don’t get the productivity you get out of a DR system.”

CR Readers can be used in conjunction with general X-
ray equipment already in place, which makes them also in de-

Canon CXDI-
60G Portable 
DR System
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mand. Storage Phosphor IPs replace X-ray film so that remote 
equipment can still be utilized. CR Readers are durable, can 
be centrally located for increased access and can cover a broad 
range of applications. 

Perhaps their greatest asset is that they can be positioned 
anywhere without stringing data and power cords around the 
patient.

“The great advantage of having cassettes is that it gives you 
flexibility to have any type of exam,” says Maier. “That’s im-
portant in a trauma area, for example, where you need to be able 
to put a cassette under a patient that can’t be moved. It’s impor-
tant in an OR when you need to do a cross table lateral. When 
you have to shoot across the table, a traditional DR will not al-
low that flexibility. A CR cassette really gives you the maximum 
amount of flexibility for any of these types of exams.”

There are others who feel there is a big benefit in utilizing 
CR. Florida Hospital Celebration Health recently installed a 
new CR system and they have been enjoying the productivity 
that it has brought.

“I’ve always believed that if you set up your systems 
appropriately and productively. DR is not that much more 
productive than CR,” says Sally Grady, Director of Imaging 
Services for the hospital. “With this new generation of CR, I 
believe that holds even more true.”

Teaming Up
Hospitals will always need flexibility in a radiology suite be-
cause not every shot is the same—people come in on wheel-
chairs or on stretchers, some can’t stand, some are geriatric—
and that’s why a combination of CR and DR is so important.   

“I would by far recommend to the majority of our cus-
tomers a combination of both,” Maier says. “There are really 
different needs that DR will address better and physical needs 
that a CR system will address best. No one solution will be the 
ideal so we recommend to our customers that the combination 
is the best way to go.”

Philips also believes that a choice doesn’t need to be made 

and is a big proponent of a combination system that utilizes 
both CR and DR technology.

“We have CR and DR and a combination where we have 
integrated the two modalities we call CRDR so no matter what 
combination of imaging fits your needs, we have an integrated 
solution that allows productivity to be maximized,” Burkhart 
says. “We’ve found and been surprised that the combination 
also offers a significant advantage so the operators don’t have 
to go from one mode to the other, it’s all done on one console. 
It goes faster and is easier for them.”

Both technologies coexist because each still has its distinct 
advantages, and which is best for a hospital or imaging facility 
depends largely on its size, workload, and infrastructure.

“When technologies first came on the scene they tried 
to divorce themselves from each other and differentiate and 
now as the markets have matured, the end user is looking for 
both cassette-based and cassette-less imaging,” Werner says. 
“Nowadays the difference between CR and DR is hard to dis-
cern. If you are not intimately familiar with what’s inside the 
cassette, you would be hard-pressed to know the difference.”

Money Matters
Obviously, as mentioned previously, the biggest advantage of 
CR over DR is the cost. One of the biggest challenges of in-
vesting in a DR system is having the appropriate infrastructure 
to install it. In many cases, an existing room has to be reno-

GE Discovery XR 
650 - introduced at 
RSNA 2008
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vated to accommodate a new system.
DR typically requires purchasing entirely new X-ray 

equipment, and new X-ray equipment almost always requires 
remodeling of the radiography room, which can add anywhere 
from $50,000 to $200,000 to the project, depending on the 
existing infrastructure, regulatory requirements, and back-up 
clinical needs during the remodel.  

Because of the equipment and infrastructure require-
ments, a DR system can be three to five times the cost of CR. 
The list price on a high-quality CR system today can be as low 
as in the $60,000 range, while for DR, you’re typically looking 
at $350,000-plus with the new equipment.

Stephen Spearing, Administrative Director of Imaging 
Services at Lewistown Hospital in Pennsylvania did an ex-
tensive evaluation of CR and DR before deciding on DR for 
mammography and CR for their other imaging needs. He cites 
cost as being the major factor.

“We are a small rural hospital of 139 beds so to get into 
DR you need to buy a piece of equipment for each room, and 
that’s roughly $300,000 per unit, 6-7 rooms, so you’re look-
ing at nearly $2.1 million,” he says. “It didn’t cost that to put 
CR in. It was a financial decision and strategy. If we had all 
the money we wanted, we would go with DR everywhere but 
that’s not the real world. We looked at how to do it effectively, 
quality wise and cost efficient and that’s what we did.” 

Economic Uncertainty
Burkhart explains that after first coming into the market, CR 
grew to $500 million in volume but with many users convert-
ing to DR over the years, especially as it has gotten cheaper, 
that number is gradually decreasing. 

“We see the market going down 5% to 10% a year,” Bur-
khart says. “It’s hanging in there very well given the signifi-
cant advantages of DR but it’s still a very substantial part of 
the market and probably will be for some time. In terms of 
unit sales, we’re seeing 60% DR, 40% CR. If you want to talk 
about patients, it’s probably about 70% DR and 30% CR.”

There has been a bit of a slowdown within the industry as 
many hospitals and health facilities are contemplating if this 
economic climate is really the best time to invest in new equip-
ment to go digital.

Because of that, Ji says Cannon has thrown their energy 
behind upgrades and retrofits, which will not cost as much as 
a new system.  

“About half of our business is dedicated to upgrades and 
retrofits. A lot of manufacturers are coming up with that now 
because of the way technology is going,” she says. “We hear 
‘we don’t have money for DR because of the way the economy 
is going’ but we are able to work with them and help them with 
the upgrade.”

Burkhart sees some hospitals wrestling with the idea post-
poning their buying as they wait out the economic crisis. 

“We’re seeing a lot of hospitals converting their entire X-
ray operation over to DR. With economic troubles, a dilemma 
for administrators is it’s expensive to do but they can get their 
money back in a year or year and a half. There’s so much ben-
efit from operation efficiency, there’s a chance to do more with 



DOTmedbusiness news  I  march 2009 27

less, and probably the best place to put 
your money. Those who want to create 
as much efficiency, there is probably not 
a better investment in medial technol-
ogy than to go from manual process to a 
more automated process. We have stud-
ies that show exams decreased from 12 
to 15 minutes to 2 to 3 minutes. That’s a 
dramatic impact.”

Down the Road
Both CR and DR have come a long way 
since their inceptions, and its expected 
that they will continue to make advance-
ments quickly.

“If you think about the opportu-
nities with the digital image and the 
technology we harnessed with digital 
imaging, the future is wide open,” says 
Widmann. “I always advise customers 
that DR is a very strong value proposi-
tion just based on going filmless and im-
provements to workflow. Beyond that, 
what a customer should really look at 
is the future of digital and how the sys-
tem can be leveraged. Are they buying 

systems that will have capabilities to do 
what they want in the future?”

A gander at the digital radiography 
enhancements and offerings at RSNA 
this past November show that most of 
the major players in the field are ready 
to continue the trend. Many of the com-
panies were debuting game-changing 
technologies, such as wireless digital 
detectors designed to increase the flex-
ibility of digital studies and enhance-
ments for full-field digital mammog-
raphy and hardware modifications that 
make the units more bariatric-friendly.

New lightweight designs are also 
contributing to the new era of portable DR 
systems. Whether it is an adjustable cord 
for room-to-room installations or wireless, 
these recent introductions attest to the fact 
that DR is moving toward portability.

“That’s what’s most exciting about 
the imaging business, watching what’s 
coming down the pipeline and watching 
the technology really advance further,” 
says Maier. 
• Online: dotmed.com/dm8311

 
DOTmed Registered DR/CR Equipment Sales & Service Companies
For convenient links to these companies’ DOTmed Services Directory listings, go to www.dotmed.com and enter [DM 8311]
Names in boldface are Premium Listings.
Name Company - Domestic City State Certified DM100 
Darron Mayo Chromatic Medical Imaging LLC Oneonta AL  
Bill Payne Freedom Imaging, Inc. Anaheim CA  
Klaus Kraemer Multi Imaging Systems, Inc. Chino CA  
Michaelle	Serrano	 Virtual	Imaging	 Deerfield	Beach	 FL	 	
David Denholtz Integrity Medical Systems, Inc. Fort Myers FL • •
Ronny	Bachrach	 Viztek	 Jacksonville	 FL	 	
Robert Serros, Jr. Amber Diagnostics Orlando FL  
Bill Adkins National X-Ray Corporation Palmetto FL • 
Ed Ruth Managed Medical Imaging Pembroke Pines FL  
Maggie O’Mahoney Mobile X-Ray Solutions, Inc. Augusta GA • 
Dave Spolarich Alexandria X-Ray, Inc. Shreveport LA  
Davyn McGuire Med Exchange International, Inc. Agawam MA • •
Bob	Buaas	 Independent	Radiology	Service,	Inc.	 Joppa	 MD	 	
John Stinson Clear Image Devices Ann Arbor MI  
Walter	Carrigan	 Wolverine	X-Ray	 Southfield	 MI	 	
Joe Zaremba Advanco Medical Systems Sedalia MO   
Steve	Eisner	 Konica	Minolta	 Wayne	 NJ	 	 	
Mike	Andrews	 Hudson	Digital	Systems	 West	Paterson	 NJ	 	 	
Joseph Jenkins International Imaging Ltd. Las Vegas NV   
Sal Aidone Deccaid Services Inc. Deer Park NY •  
Audrey	Vance	 InfiMed,	Inc.	 Liverpool	 NY	 	 	
Tim Austin Austin’s X-Ray Service Swanton OH   
Ron Laird Brandywine Imaging, Inc. Lincoln University PA •  
Bob Winters First Source, Inc. Monroeville PA   
Courtney Lane Innovative X-Ray Services, LLC Friendswood TX   
      
Name Company – International City Country Certified DM100 
Gabriel Solis Laico Sistemas Profesionales SRL de CV Mexicali Mexico   
Jose Martinez Equipos Ultra y Tomo Mexico City Mexico   
Hamid	Reza	Soltani	 Lejion	Star	Co.,	LLC	 Dubai	 United	Arab	Emirates	 	 	

Fujifilm Unity 
SpeedSuite, a 
single detector 
digital radiography 
system
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and Criminal Law 

Brain Imaging
By Astrid Fiano

MacArthur Law and Neuroscience Project 
(LNP) out of the University of California, 
Santa Barbara, is an organization devoting 
serious research to the use of brain imag-
ing in the legal system. Walter Sinnott-

Armstrong, PhD, Co-Director of the LNP and Professor of 
Philosophy and Legal Studies at Dartmouth College, Hanover, 
NH, spoke to DOTmed about the goals of the Project and its 
research topics. 

Prof. Sinnott-Armstrong explained that the project devel-
oped from the MacArthur Foundation seeking useful projects 
to pursue. Dr. Robert Sapolsky, Professor of Neurology and 
Neurological Sciences, at Stanford University, suggested that 
the criminal justice system was in need of reform, and neuro-
science could help. The Foundation approached Professor Sin-
nott-Armstrong, along with Art Singer, and they put together 
an advisory board. Dr. Michael Gazzaniga, of the University of 
California, Santa Barbara (future Director of the Project), and 
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Stephen Morse, Professor of Psychology and Law in Psychia-
try from the University of Pennsylvania Law School (future 
Legal Director of the Project) were on the advisory board, and 
crucial to the successful proposal to the Foundation and incep-
tion of the project. The participants were motivated in part to 
use “good” neuroscience to aid the legal system and in part to 
avoid the influence of “bad” neuroscience in the courtroom. 

Good vs. Bad
What can be considered a “bad” use of neuroscience? Profes-
sor Sinnott-Armstrong points out a recent case in India. A pro-
cess involving EEGs, called the Brain Electrical Oscillations 
Signature test (BEOS) was developed by Champadi Raman 
Mukundan, an Indian neuroscientist and former director of 
the clinical psychology department of the National Institute of 
Mental Health and Neuro Sciences in Bangalore. The results 
of the process were used in court for a murder case in Pune, In-
dia. According to the International Herald-Tribune, the judge 
cited the scan as proof the defendant’s brain held guilty knowl-
edge concerning the crime. The defendant was sentenced to 
life in prison. However, current brain state and imaging tech-
nology does not yet appear to function at the level of reliability 
most legal systems demand.  

Using inferences from neuroscience for legal conclusions 
raises a question at every step, Professor Sinnott-Armstrong 
points out. As an example, an imaging procedure 
might be good to detect a structural abnor-
mality within the brain, such 
as a tumor, but how 
relevant is the pro-
cedure to a legal 
situation--what 
does it have to 
do with crimi-
nal responsi-
bility? In oth-
er words, can 
we infer from 
the brain scan 
that the person 
couldn’t control 
his or her actions 
due to that tumor? 

Part of the challenge 
lies in functional brain mapping. Brain func-
tions lie in multiple areas of the brain and appear 
to be subject to significant individual differences. 
Addicts will have different reactions to different drug 
cues, for example. Localized brain functions and map-
ping are very problematic in some cases.  Professor 
Sinnott-Armstrong explains, “Some mapping is done 
very well and is very reliable. We know where vision and 
language areas are. However, mapping is very difficult and 
controversial for understanding intentions and the control of 
actions.” In neuroscience studies of groups thus far, a func-
tional map can be drawn from an average of the group, yet 
within that group each person has their own activation pattern, 

and therefore it becomes difficult to apply group analyses to 
an individual.  While neuroscience mapping needs a baseline 
for comparison, challenges will arise concerning the makeup 
of that baseline and if it is the right baseline for a particular 
individual. 

The Project is still deciding how to approach brain map-
ping and is considering a variety of techniques. One approach 
might be statistical algorithm pattern classifiers for an indi-
vidual based upon his or her neuropatterns. Another method 
may be to look within the group data and see where the varia-
tions lie, to get a feel for the different patterns for more reliable 
inferences. People have different strategies for remembering. 
If the various patterns can be determined, there is a higher re-
liability as to what can be inferred about the individual scan. 
However, such use of brain imaging still has to take into ac-
count the particular subject and how he or she remembers. 
People’s memories may be happy or sad, or other preexisting 
conditions may affect the outcomes of the imaging. 

Some legal scholars, practitioners, judges, and scientists 
also worry that the introduction of brain images into a court-
room or trial setting results in greater prejudice than it adds 
in terms of probative value. Some believe that when a scien-
tist testifies, he or she will automatically be believed; others 
feel that in a long trial such testimony will not have as much 
impact. The actual effect of scientific testimony on jurors is 
another issue that is being investigated. This is being studied 
by the MacArthur Law and Neuroscience Project through the 

use of actual past cases, cutting down the facts to around 
500 words - using brain imaging with one group, and 

no brain image with another. The researchers hope to 
see if there is a notable difference in verdict. From 
there, the research will build up to the use of com-
plex cases. 

Current brain science cannot predict that an 
individual will commit a crime at a particular point 
in time, but it can predict behavior; for instance, 

predicting that a substance abuse addict will obtain 
drugs within a short time; or that a diagnosed psycho-

path may commit a crime within five years, based on 
statistics. Professor Sinnott-Armstrong notes that the use 

of brain imaging in forensics raises a question of ethics - 
whether it is fair for a society to penalize a person (for in-
stance, in denying parole) because his life is severely chal-
lenged due to a brain disorder. Right now there are laws 
that already punish for past behavior - the “three strikes” 
laws, which were implemented because the lawmak-

ers felt that persons who committed three felonies 
are particularly dangerous and will commit violent 
crimes again - but those are predictions that are not 
based on scientific principles. Part of the work in the 

Project is to use science for better methods of de-
termining behavior. The group of participants is 
diverse in terms of background and views on the 

moral and ethical questions, including lawyers 
and psychologists, who use their expertise in 

hopes that their work will lead to policies 
both useful and fair. 
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Project Goals
Dr. Michael Gazzaniga, Director of the Project, also ex-
panded upon the work of the Project for DOTmed. Dr. 
Gazzaniga explained that the Project hopes to accom-
plish significant research to aid those involved in 
the criminal justice system to better understand 
criminal behavior. 

Dr. Gazzaniga explained that the Project 
is divided into two research networks. One 
is focused on the current application of neu-
roscience to law and in university settings. 
This is called the Network on Legal Decision 
Making. Through that network, researchers 
are conducting studies on prisoners, espe-
cially psychopaths, to test their moral reason-
ing. Dr. Gazzaniga also mentions that Dr. Scott 
Grafton, at UCSB, is preparing to utilize pat-
tern classifiers to see if there are differences in the 
brain that can be recognized in psychopaths. Other proj-
ects are also moving forward. Dr. Gazzaniga indicates that re-
search is being conducted into whether the categories of guilt 
and moral responsibility in the law match evolved, human cat-
egories of blame. The role of lie detection - especially through 
fMRI scanning - is being investigated. Finally, the Project is 
seeking to understand and reduce bias in jurors. All of these 
are described by Gazzaniga as “pilot projects” intended to test 
whether and to what degree neuroscience can inform the law.

The second research network Dr. Gazzaniga identifies as 
the Network on Criminal Responsibility. It is investigating the 
model of the human in the law and what neuroscience might 
add to or take away from that model. For example, he states 
that one project may investigate the role of early frontal lobe 
damage, including its impact on low social economic status. 
Another proposal Gazzaniga describes is investigating the 
ability of addicts to learn from recent mistakes and considering 
how that affects issues like criminal negligence and reckless-
ness. Gazzaniga stated that other proposals are forthcoming in 
what is now the second of three years in the initial grant.

In response to whether the research can lead to develop-
ing more convincing evidence in evaluations, trials and sen-
tencing for criminal law, Dr. Gazzaniga said, “Neuroscience 
may assist in providing more convincing evidence. Under the 
Federal Rules of Evidence, however, whether evidence is con-
vincing is not the test.” He points to the role of the judge, as 
gatekeeper for scientific evidence, who determines whether 
the probative value of evidence is substantially outweighed by 
its prejudicial effect. As mentioned above, Gazzaniga reiter-
ated that the Law and Neuroscience Project is investigating the 
impact of imaging evidence on potential jurors.

Finally, in considering how brain imaging (MRI, CT, PET, 
EEG) may demonstrate a malfunction in cognition that might 
be applicable to a defense, Dr. Gazzaniga explained, “We are 
investigating the widespread definitions of insanity and other 
‘excuses’ in the law.” When an excuse is found the defendant 
is usually excused from legal responsibility but placed in a 
mental or health care institution. He indicated that before we 
decide whether and to what extent brain images can show a mal 

 

 
 
function in cognition appli-
cable to a defense, excuse, or 
insanity, we must determine what 
we mean by stating that someone is not  
“responsible” for his or her actions. Brain imaging may, 
according to Gazzaniga, show differences in a defendant’s 
brain that might eventually assist in determining an excuse 
in law. But, he warns, “we must always be on the lookout 
for our tendency to give too much weight to the idea that the 
‘brain made me do it’ concept.”

DOTmed also spoke with Don Rehkopf, an experienced 
criminal defense attorney in Rochester, NY, who has dealt 
with issues of brain imaging including MRI and CT scans in 
defense work. He also has co-authored a chapter in a gradu-
ate level neuropsychology text. “Almost all ‘shaken baby’ 
cases have multiple scans, as do assaults / homicides with 
head injuries or wounds.” In how imaging is used and not 
used in criminal law, Attorney Rehkopf says, “I have been 
doing criminal defense work now for 33 years - neuroimag-
ing is here, but only as a diagnostic or demonstrative form 
of evidence.  There is no current use of it for “lie detecting” 
because it cannot [at least as of this stage and level of re-
search] pass either the Daubert or Frye tests for reliability 
and thus, admissibility.”

Rehkopf explained that there are no evidentiary challeng-
es to brain imaging if one is versed and prepared with the laws 
of evidence. “First, the image must be relevant to something at 
issue in the trial - if the Defendant does not testify, his “truth” 
isn’t at issue. Juries “see” better than they hear, so a blow-up 
of an image, showing particularized “damage” to an area of 
the brain, with a “normal” brain image next to it, is powerful 
proof. If you’re a prosecutor and need to prove injury, or level 
of injury, or even sometimes “causation” e.g., “shaken baby” 
cases, that is very good evidence. But, it’s also useful for the 

30

Neuroscience may assist in  
providing more convincing  

evidence. Under the  
Federal Rules of Evidence,  

however, whether evidence is  
convincing is not the test.



DOTmedbusiness news  I  march 2009 31

defense, e.g., the “injury” suspected may not be what the the-
ory is. I had a case where the imaging showed that it was a 
blood clot from an unrelated surgery that caused the death, not 
getting hit in the head.”

Rehkopf explained that the courtroom usages of such im-
aging is to show one (or more) of the following: (a) specific 

injuries to a part of the brain; (b) “bleeds” affecting larger 
areas of the brain; (c) swelling, to include compression of 
the brain stem; (d) other artifacts, e.g., clots, clogs or ir-
regularities in development; (e) normal brain function-

ing, etc. “It is very useful in those cases where it is used 
to corroborate neuropsychological testing results.”

In addition, Rehkopf notes that imaging is 
frequently used “as mitigation evidence in capital 
cases to demonstrate prior injuries, lack of devel-
opment of key portions of the brain, tumors, etc. 
The key is linking it to conduct or reason and it is 
usually done in conjunction with a neuropsycho-
logical expert.”

Recently in New York State, brain imaging was 
used in the defense of Peter Braunstein, who was 

convicted of kidnapping, sexual abuse, robbery, and 
other felonies in 2007, and sentenced to 18 years to life 

in prison. His defense attorneys used a brain scan to in-
dicate his actions were due to mental illness. Rehkopf notes 
of the case, “His lawyers were taking a leap, which the pros-
ecution’s experts shoved down their throats that the imaging 
could “demonstrate” schizophrenia - but, there’s no known 
correlation, just hypothesis. Besides, that case was not fo-
cusing on the “who did it” but rather, on an insanity defense, 
which is notoriously difficult to do in New York [and most 
places] post-Hinckley. I mean, his lawyers tried, but it was a 
long-shot from the very beginning. The concept requires ac-
ceptance of the hypothesis that there is a physiological aspect 
to insanity -- there could be as a result of injury or disease, 
but then you have to lay that foundation. It’s a very rare case 
from my knowledge, primarily, at least in criminal cases, be-
cause of the Daubert issue. Braunstein’s lawyers got around 
that by having the mental health people diagnose him, and 
then used the imaging as ‘demonstrative’ evidence to try and 
corroborate their diagnosis. But, his ‘problem’ was, as with 
most schizophrenics, he was lucid and rational at times.”

At the moment, Rehkopf does not see any ethical issues 
in using brain imaging in law, “unless you get to the “truth/lie” 
function - that is still a hypothesis that medicine and science 
have not verified or confirmed to the level of general accep-
tance.” However, Rehkopf is also critical of the Indian brain 
imaging/lie detector case. “The ‘Indian’ case is not at all about 
‘imaging’ that uses electrical sensing to ‘map’ brain activity. 
It’s a totally unproven process that depends on proprietary 
software developed by its inventor. It has been soundly criti-
cized if not outright debunked.” 
• Online: dotmed.com/dm8312
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Criminal defendants have long attempted to 
introduce brain scans to demonstrate lack of 
criminal responsibility, mitigation of sentence, 
and competency, with mixed success. A few 
typical cases on the subject include:
United States v. Erskine, 588 F.2d 721 (9th Cir. 1978). 
This case involved an appellant who sought review of his 
conviction on the grounds that the trial court should have 
allowed his medical doctor to testify (including using a 
brain scan) that he lacked the mental capacity to form the 
specific	intent	of	his	crime.	In	this	case,	the	conviction	was	
overturned and a new trial ordered.

People v. Weinstein, 156 Misc. 2d 34 (N.Y. 1992). In a 
New York State case of a man charged with second de-
gree murder, the defense wanted to introduce the defen-
dant’s positron emission topography (PET) brain scan, 
as part of the defense that the defendant lacked criminal 
responsibility as the result of organic brain damage. The 
court held that the test was admissible.

State v. Marshall, 27 P.3d 192 (Wash. 2001) Here the de-
fendant moved to withdraw a guilty plea for murder due to 
evidence of incompetency, including results from an MRI 
and EEG. The trial court denied the motion. The defen-
dant appealed the conviction and death sentence. The 
defendant’s guilty plea was vacated, the conviction was 
reversed, and the matter was remanded.

However… 

State v. Zimmerman,166	Ariz.	 325	 (AZ	 Court	 of	 Appeals	
1990)	A	criminal	defendant	appealed	his	conviction	of	first	de-
gree murder, arguing the trial court erred in excluding expert 
testimony as to a Brain Electrical Activity Mapping (BEAM) 
performed on defendant, showing there were abnormalities 
in the defendant’s temporal lobe. The appellate court upheld 
the trial court’s exclusion of the BEAM because it was not 
generally accepted in the neurological community.

People v. Chul Yum, 111 Cal. App. 4th 635 (Cal App 4th 
2003) In this criminal appeal, the appellant argued that the 
trial court erred by not permitting evidence of his Single 
Photon Emission Computed Tomography (SPECT) brain 
scan showing post-traumatic stress disorder (PTSD). 
However, the appellate court ruled that the SPECT brain 
scan was not admissible to show the defendant suffered 
from	PTSD,	 because	 the	majority	 of	 qualified	members	
in the neurology and brain imaging community did not 
support the use of the SPECT scans to diagnose mental 
disorders like PTSD and also considered the technique 
generally unreliable for that purpose.

Holland v. State, 705 So. 2d 307 (Supreme Court 1997) In 
a death penalty case on appeal, the appellant argued the 
trial court was in error for refusing a Computer Assisted 
Tomography (CAT) scan and a Magnetic Resonance Im-
aging (MRI) scan to determine brain damage. The court 
held that while a neurological examination would have 
been “helpful” for mitigation, the defendant didn’t meet the 
established criteria for proving a substantial need for court 
to approve funds for such an expert.
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Building a better future for 
global healthcare through 
IT requires more than 
innovation and dedica-
tion, and you can make 

a difference in building a better future 
for global healthcare through IT by at-
tending HIMSS09. Despite the general 
economic conditions, early registration 
for 2009 has been running ahead of 
2008 totals. Perhaps a combination of 
employment growth in the healthcare 
sector and the likelihood of billions of 
dollars in new federal funding for hos-
pitals and physician practices this year 
for health IT is the reason.  Recent ad-
ditions to the HIMSS09 education pro-
gram are sessions that will address the 
healthcare IT provisions in the proposed 
economic stimulus package. Current 
plans call for a $20 billion investment 
in the industry, primarily to encourage 
hospitals and physician offices to begin 
using electronic health records. 

At HIMSS09, you’ll find criti-
cal discussions on the hottest topics, 
and take home just-in-time solutions 
for your ‘can’t wait’ challenges. You’ll 
gain knowledge of product innovations 
to empower your decision-making and 
harness the full power of IT.

Every day of this conference will 
be full of opportunities to network, ex-
change ideas, explore options and find 
perfect solutions. Join colleagues and 
leaders at the Pre-conference Sympo-
sia and workshops, or take part in some 
of the 200+ education sessions.  Don’t 
miss the Interoperability showcase 
where you will see the nations’ premier 
forum highlighting the Integrating the 
Healthcare Enterprise’s (IHE) common 
framework for delivering interoperabil-

ity across local, regional and national 
health information exchanges. 

Recipients of the HIMSS 50 out-
standing industry leaders and organiza-
tions will be announced at the Awards 
and Recognition Banquet on Saturday, 
April 4th. The banquet honors the 2008 
award recipients for their significant 
contributions to the Society, their orga-
nizations and the health IT profession. 
“We are pleased to facilitate a program 
that recognizes today’s industry leaders 
and organizations that share our mission 
to lead change in the health IT and man-
agement systems field through knowl-
edge sharing, advocacy, collaboration, 
innovation and community affiliations,” 
says HIMSS Vice President of Member 
Services, Erica Pantuso. 

HIMSS09 brings together health 
IT professionals, physicians, nurses, 
healthcare executives, pharmacists and 
vendors from around the world to ad-
vance IT in reforming today’s health-
care system. 

Keynote Speakers
This year’s keynote platform features 
newsmakers of today who are involved 
in the evolving healthcare market, of-
fering their visions of what lies ahead, 
examining the key role health IT plays 
in patient care and exploring how the 
current economic situation in the united 
States and around the globe is impact-
ing healthcare.  

HIMSS09 will welcome Alan 
Greenspan, one of the most distin-
guished economic analysts in the world. 
He has served as Chairman of the Board 
of Governors of the Federal Reserve Sys-
tem for 18 1/2 years and four presiden-
tial administrations. Dr. Greenspan has 
advised leaders across the political spec-

shows & conferences
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Chicago • McCormick Place
April 4-8, 2009

Technology has the power to redefine health care
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trum as he called for a smaller federal budget deficit, freer trade 
and less government involvement in the economy. His analysis 
of economic trends for the long and short term has influenced 
and often shaped the course of policy, international relations 
and financial markets. During Greenspan’s Keynote Speech, he 
will give his thoughts on the current economic environment and 
healthcare system.  Dr. Greenspan will present on Wednesday, 
April 8 at 8:30 a.m.

Also presenting as Keynote Speaker will be an award-
winning CEO recognized for his commitment to health tech-
nology. George C. Halvorson, Chairman and Chief Execu-
tive Officer of Kaiser Foundation Health Plan, Inc., Kaiser 
Foundations Hospitals, is widely credited with supporting 
the successful rollout of Kaiser’s multi-billion dollar informa-
tion technology initiative, KP HealthConnect. He has written 
numerous articles on subjects ranging from health IT to the 
changing marketplace in respected publications.  Halvorson 
will speak on Monday, April 6 at 8:30 a.m.

Opening as Key Note Speaker, on Sunday, April 5 at 
12:30 p.m., Dennis Quaid, award-winning actor and Direc-
tor and President of The Quaid Foundation, will present, 
“Dennis Quaid and the Quaid Foundation Story.” Quaid and 
his wife Kimberly, started their foundation to promote patient 
safety after their twins received an overdose of the blood thin-
ner Heparin. 

Jerry M. Linenger, MD, PhD, MSSM, MPH, Captain, 
Medical Corps, USN (Ret.) NASA Astronaut Space Ana-
lyst, will round out the fantastic list of Keynote Speakers by 
sharing his amazing personal story of spending five months 
aboard the Russian space station Mir during what has been re-

ported to be one of the most dangerous and dramatic missions 
in space history.  

Hot topics will be presented by industry 
experts and include:
Proactive Pharmacy CareTM’ Leveraging Technology for 
Improved Outcomes by Helena Foulkes, MBA, SVP of Phar-
macy Services, Retail Pharmacy, CVS, Providence, RI

EHR Impact on Veterans Clinical Care by Madhulika Agar-
wal, MD MPH Chief Patient Care Services Officer, Veterans 
Health Administration, US Department of Veterans Affairs

Association for Healthcare Research and Quality (AHRQ) 
Clinical Decision Support Consortium presented by Black-
ford Middleton, MD of Partners HealthCare System, Inc., 
Dean Sittig, PhD, University of Texas – Memorial Hermann 
Center for Healthcare Quality & Safety and Frank Sonnen-
berg, MD of the Robert Wood Johnson Medical School

Selected Legal Issues in Clinical Informatics by Nancy 
Brent, RN, MS, JD of Wilmette, Il 

Health 2020 – From NanoBots and Personal Genomics to 
Wil Fit and Nurse Avatars, by Douglas Goldstein, eFuturist, 
Alexandria, VA.  

For registration information, visit: www.himss.org/reg-
istration. On-site, self-service registration kiosks are also 
available for attendees to register for conference and optional 
events, as well as to print badges and tickets. 

The Association of Medical Service Pro-
viders (AMSP) held its annual Winter 
meeting February 18-20, at the Conda-
do	Plaza	Hotel	and	Casino,	 in	Old	San	
Juan,	 Puerto	 Rico.	 The	 event	 brought	
together professionals from more than a 
dozen	medical	equipment	 service	com-
panies that are members of the organi-
zation,	 which	 negotiates	 cost-effective	
parts purchase agreements with top 
OEMs and vendors.

AMSP invited DOTmed President Phil 
Jacobus	 and	 DOTmed	 Business	 News	
Editor-in-Chief Sean Ruck to the meet-
ing to learn more about their mission and 
goals. AMSP membership proved to be 
excellent hosts, but even more impressive, the conversations and insight shared will contribute to “some of the 
most important information DOTmed will present to our readers this year,” Ruck said.

Topics ranged from potential legislation that can affect how hospitals will do business in the future and who they’ll 
be	able	to	do	business	with,	to	patient	safety	and	financial	stability.	All	this	and	more	will	be	covered	by	DOTmed	
online and in print in the coming months.

• Online: dotmed.com/dm8274

From left to right: Steve Elmendorf, Carl Hoffman, Sean Ruck,  
James Massengill, Hardy Rankin, Robin West, Brian Ashby,  
Trey Gamble, Tim Wright, Robert Probst, Tim Martin, Anthony 
Bodenheimer, Charles Lambert, John Snyder, Mark Schaeffer
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Economic and  
technological forces  
are	redefining	the	market			By Barbara Kram

Like any modern enterprise, a hospital must focus 
not just on its core services, but on the informa-
tion systems that support them. These systems 
include all the administrative and clinical data 
that are a part of the hospital information system 

(HIS), such as the radiology information system (RIS) and its 
integration with medical imaging (PACS).

As computers advance rapidly in their capabilities to store 
and process information, the definition of PACS is changing 
with increased expectations on how well medical images are 
captured, viewed and shared. As a result, today’s picture ar-

chiving and communication systems do much more than the 
abbreviation “PACS” suggests.

“The definition of PACS keeps evolving,” said consultant 
Gary Reed, Principal, Integration Resources, Asbury, N.J. “In 
the late 1980s, if you could get an image off a scanner and 
display it digitally they called it a PACS. In the early 1990s, 
if you could do that in two modalities and have an archive, 
they would call that a PACS. Soon integration to the radiology 
information system was needed.”

Today, major hospitals think of PACS as a fully inte-
grated, real time radiology service with all modalities, RIS 
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integration, document scanning, voice dictation, enterprise-
wide distribution capabilities, and wide-area access outside 
the hospital via the Internet. Reed also noted that integration 
with other electronic medical records (see related story) and 
advanced visualization software are becoming more widely 
adopted. While that is the vision, full-function PACS is not yet 
a reality at many institutions.

Nearly every university and large hospital has adopted PACS 
components and about 80% of smaller hospitals and diagnostic 
imaging centers now have some form of PACS, although the term 
may be used more loosely by smaller institutions and providers.

“If we define PACS as a system for reading images in a 
filmless way in a radiology department, then most hospitals 
have some provisions to do that,” said 

Henri “Rik” Primo, Strategic Relations Manager, Image 
and Knowledge Management, Siemens Medical Solutions. 
“When we talk about distribution of the PACS images and RIS 
reports electronically across the enterprise and even outside of 
the enterprise to third-party referring physicians, there is still 
some market out there.”

 As functionality and connectivity to HIS grows, the mar-
ket may follow since providers want to join the paperless revo-
lution sweeping health care and supported by the Obama Ad-
ministration and the stimulus bill, which allocates about $20 
billion for health IT.

With growing expectations by clinicians, patients, and the 
government, hospitals and other health care organizations are 
squarely in the IT business. This is an area so complex that 
providers choose partners - consultants and vendors - to help 
them identify and meet the demands of data management, in-
terface, and integration.

Dramatic Market Shift
The U.S. PACS market had been estimated at about $1 bil-
lion until the realities of the recession became clear. Today’s 
market is off from that optimistic number—some experts say 
as much as 30% down. 

Taking a snapshot of today’s PACS market is not so sim-
ple. The market shifted suddenly last fall as the U.S. economy 
tanked, casting doubt on growth projections made just a few 
months prior.

“Most of the major market research firms up until last 
year tracked it as a pretty healthy, growing market. But an in-
teresting thing happened toward the end of the second quarter 
last year. The NEMA [manufacturing-based] data was telling 
an extremely different story than the market research groups, 
who then did a mid-year update,” said Glenn Petracci, Vice 
President of Marketing for Healthcare Informatics North 
America, Philips Healthcare. “Sure enough, what was thought 
to be a viable new sale market has slipped much more quickly 
into a replacement market than was expected.”

The sudden change and the recession present uncertain-
ties for hospitals and the OEMs. Yet, depending on the seg-
ment, opportunities remain for both new PACS adoptions as 
well as replacements.

“There is still opportunity for growth if you sub-segment 
the market and look at the smaller, more independent diagnos-

Just the PACS—Questions to 
Ask Vendors
By Bill Bogutski, Principal, HIS Professionals, LLC

A PACS application selection, including competitive 
contract negotiation, can take from six to nine months to 
complete.  In order to reduce the field to two finalists for 
contract negotiations, the process may involve asking 
hundreds of questions about the perspective vendor’s 
software and support.  Below are just a few of the ques-
tions asked by our hospital and health care clients.

Cost: Please provide an estimate of  your one-time and 
ongoing costs for hardware, software, implementation 
and support.

References:	How	many	facilities	of	our	size	do	you	pro-
vide PACS software to nationally?  Please identify ALL 
of your recent installs over the last one to two years 
(we want to ask them if there is anything they would do 
differently).  Identify sites that have the same data in-
terfaces as we will require at our facility.  If we keep our 
Radiology Information System (RIS), list the sites where 
our current RIS and your PACS are installed together.  
If we buy your RIS, list the sites where your PACS and 
RIS work in conjunction with our Hospital Information 
System (HIS), and provide comprehensive costs for 
your RIS.  May we have phone numbers and contacts 
so these references can be checked?

Corporate: Please provide last year’s gross revenue for 
both your PACS division and parent company.  We need 
to understand how important your PACS division is in 
your overall corporate structure.

What are the locations of your main corporate headquar-
ters and the nearest office that will service our facility?

Resources: How many staff by position will we need to 
operate your PACS application?

Integration: Since our health system has more than one 
site, tell us how your system will support our multi-site 
operation.

Since this is our second PACS application, please tell us 
where you have successfully migrated data from our old 
PACS incumbent technology to your system. Or, have 
you migrated between systems that might present some 
of the same challenges we can expect to face?

Support: PACS will be a critical application that cannot 
be down.  How is your PACS system designed to cut 
over immediately to a back up system in case of hard-
ware failure or site disruption?

These are just a few of the many critical questions our 
clients asked, and got answers for, in evaluating PACS 
companies. For more information, visit www.HISpros.
com.
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tic imaging centers—not the big multi-
state groups but centers with three or 
four radiologists. They were late adopt-
ers, so that segment of the market still 
holds opportunity for first-time sales,” 
Petracci noted.

Since the Deficit Reduction Act cut 
Medicare reimbursements to imaging 
centers  in 2007, the efficiencies prom-
ised by PACS have become essential to 
survival as well as success in that prac-
tice setting.

“Once imaging centers started to 
feel the real financial effects from the 
[DRA], PACS became an efficiency 
tool that they could not live without,” 
Petracci said.

While the PACS market at large 
university institutions is saturated, 
many smaller hospitals under 200 beds, 
and critical access hospitals, represent 
a relatively untapped market for new 
PACS adoptions.

“The vast majority of market oppor-
tunity right now is in the smaller commu-

nity hospitals, outpatient imaging centers 
and physicians’ offices that are digitizing 
their operations, bringing imaging into 

the fold and trying to provide optimal 
service to the referring physicians,” said 
Brad Levin, Senior Marketing Manager, 
Dynamic Imaging Solutions, GE Health-
care. The company leads the market with 
more than 1,000 PACS sites worldwide. 
He noted that PACS and teleradiology 
expand prospects for imaging center ra-
diologists, who by necessity are business 
people as well as doctors.

“What they are doing is not just 
reading for the local hospitals, they are 
broadening their horizons with their 
technology to be able to take on addi-
tional reading responsibilities for non-
traditional referring opportunities out-
side of their community,” Levin said.

Less entrepreneurial clinicians who 
have yet to adopt PACS are missing out 
on those opportunities to expand their 
clinical reach.

Siemens’ Primo noted, “In the diag-
nostic imaging centers you will see that 
reports are being dictated, transcribed 
and then faxed to the referring physi-
cian. Not so many have adopted distribu-
tion of electronic images and electronic 
reports, filmless and paperless over the 
Internet. So there is still considerable 
market there. But before people make 
investments these days, they probably 
will be very careful and watch what is 
happening with the economy before they 
expand into these new technologies.”

Before you trade-in your current unit, sell 
to a broker, or buy from a dealer, make one 
more call: to Bay Shore.

We will provide you with a free, up-to-date 
market valuation and quotation for any 
piece of imaging equipment you wish to 
buy or sell.

What’s The Right Price For This Imaging Equipment?

Call Bay Shore.  And Know For Sure.

1-800-471-1189

Call Bay Shore.
And know for sure.

www.bayshore-medical.com

We Are The Largest Buyer & Seller Of Pre-Owned
Imaging Equipment In The U.S.

NovaRad  
NovaPACS 7.1
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Replacement Market Predominates
Although segmenting the market has unearthed opportunities 
for new PACS adoptions, the thrust of the industry is toward 
replacement of first or even second-generation systems.

“It is a maturing market for PACS….The state of the mar-
ket is replacing a lot of legacy systems,” said Todd McNitt, 
HCIS Sales Manager, U.S. and Canada, Carestream Health. 
“A lot of the early adopter sites now are looking for the next 
level of efficiency and moving the information throughout 
their enterprise so there are some replacements in that market 
--’thin client’ architecture to view the information anywhere, 
anytime on the Internet.”

Sometimes, the incumbent system can be kept in place 
with a new front end added. However, generally a full replace-
ment is needed.

“The advances in the hardware, processing power, mem-
ory capabilities, and workstation capabilities for a lower cost 
make it more effective to replace the whole thing in most cas-
es,” McNitt said.

What is more, industry experts told DOTmed in most in-
stances a new vendor is chosen for the replacement PACS sys-
tem. This leaves a lot of market shuffling yet to be done.

Meanwhile, the customer has grown quite knowledgeable; 
clinicians and administrators are becoming health IT experts. Af-
ter a PACS or two, a hospital begins to know what is needed.

“People used to look at PACS as a modality—like a CT 
or MR—and they bought the latest and greatest knowing they 
would buy a new one in six years. But when you go from one 
to another you have to bring all that historical information 
with you,” said

Jeff Kennelly, Senior Sales Engineer, NovaRad, American 
Fork, UT. “If systems aren’t designed by the same people, they 
don’t store data the same way. Some vendors use proprietary 

versions of [the PACS standard] DICOM. So there are a lot of 
nightmares to go through.”

As a result of some growing pains, today’s purchasers don’t 
just look for bells and whistles, although a radiologist’s preference 
for a workstation is certainly vital to the purchase. But, decision-
makers are focusing more on the benefits of controlling costs and 
integrating data than on purely technological system features.

Data Integration: Are We There Yet? 
With advancements in computer hardware capabilities, there 
is no doubt that full integration of hospital information sys-
tems including laboratory data, pharmacy, EMR, billing, etc. 
is achievable. The large teaching institutions are the farthest 
along the path to linking PACS with the many discrete hospital 
information systems.

While connecting to the broader HIS is a work in progress 
at most hospitals, full RIS/PACS integration into a single ap-
plication is now widely delivered in the marketplace. Gener-
ally the RIS came first and hospitals added PACS later. Newer 
solutions blend both seamlessly.

“Most hospitals don’t want a new RIS; they already have 
it in their HIS and the last thing they want to do is replace that. 
That’s a huge undertaking,” said Edward Heere, President and 
CEO, CoActiv Medical Business Solutions, Ridgefield, CT. “It’s 
easy to sell a PACS without a RIS. It’s impossible to sell a RIS 
without a PACS these days because nobody wants to buy just a 
RIS. They want to buy a combined RIS/PACS, or they want to 
buy a PACS to complement the RIS that they already have.”

Integrating the RIS/PACS with the entire HIS is a larger 
challenge, which is being met in part by the open architecture 
of the latest systems, designed to work with each other. In the 
future, PACS may drive a total data gestalt encompassing all 
departments and referring physicians—cardiology, orthope-

Philips iSite PACS
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dics, oncology; pathology, laboratory, pharmacy, etc. Such an 
integrated enterprise would also support broader use of the ap-
plications delivered by health information technologies such 
as CAD and 3D imaging. Those bells and whistles are great, 
but right now hospitals are more concerned about efficiency.

The promise of cost-saving is propelling RIS/PACS and 
HIS investment. And now, the federal stimulus appropriation 
will pump money into the hospital IT infrastructure.

“This boost from the new administration to have a really 
digital, patient-centric record will drive the exchange of infor-
mation and speed of care,” said Carestream’s McNitt. “Com-
bined with advanced technology, the availability of the broad-
band Internet and technology pricing going down, it’s a good 
time for it all to converge so we are very excited about it.”

By all accounts, the future will revolve around the “C” in 

PACS—Communication.
“The PACS of today and tomorrow is all about workflow. 

Places are finally going paperless. They are integrating into 
the electronic medical record, RIS, lab -- all the information. 
So everybody is screaming for the same thing--to enhance the 
way we get information through the hospital and the enter-
prise,” said Philips’ Petracci. “Over the next few years you 
will see a sharp convergence of radiology PACS with cardi-
ology PACS with supporting information systems all on one 
platform. For the first time we will come close to transparency 
where nobody knows what system they are actually using. 
These systems will just do the job.”

If that happens, hospitals can get out of the IT business 
and get back to focusing on health services.
• Online: dotmed.com/dm8313

DOTmed Registered PACS/RIS/HIS Equipment Sales & Service Companies
For convenient links to these companies’ DOTmed Services Directory listings, go to www.dotmed.com and enter [DM 8313]
Names in boldface are Premium Listings.
Name Company - Domestic City State Certified DM100 
Klaus Kraemer Multi Imaging Systems, Inc. Chino CA    
Daniel Giesberg American Medical Sales Hawthorne CA    
Edward	Heere	 CoActiv	Medical	 Ridgefield	 CT	 	 	 	
David Denholtz Integrity Medical Systems, Inc. Fort Myers FL • • 
Samuel Sandlin A.M. X-Ray Service Miami FL •   
Bill Adkins National X-Ray Corporation Palmetto FL •   
Scott Anderson Capital Healthcare Solutions, LLC St. Petersburg FL    
Brad	Levin	 GE	Healthcare	-	Dynamic	Imaging	Solutions	 Allendale	 NJ	 	 	 	
Joseph Jenkins International Imaging Ltd. Las Vegas NV    
Tim Austin Austin’s X-Ray Service Swanton OH    
Manuel	Williams	 Oregon	Pacs	Consultants	 Springfield	 OR	 	 	 	
Richard Stock Radiological Imaging Services Hamburg PA • • 
Scott Shuppert Radiology Services Online Celina TX    
Courtney Lane Innovative X-Ray Services, LLC Friendswood TX    
William P. Bogutski H.I.S. Professionals, LLC Oakton VA    

Name Company – International City Country Certified DM100 
Jason	Broadhurst	 Intelerad	Medical	Systems	Incorporated	 Montreal	 Canada

Siemens syngo Suite for RIS and PACS
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It has taken a long time for health care providers to em-
brace Electronic Medical Records (EMRs) and Elec-
tronic Healthcare Records (EHRs) as a way of handling 
business. As it stands now, according to 2,000 doctors 
surveyed by NCHS (National Center for Health Statis-

tics), only 4% said their EMR systems were totally functional.  
It looks like most of the physicians in the U.S. still rely on 
paper records.  

However, with the financial incentive of the economic 
stimulus promise of $20 billion ($2 billion in grants and loans 

to install HIT (Health Information Technology) and $18 bil-
lion in payment incentives through Medicaid and Medicare, 
that could change. According to a Congressional Budget Office 
analysis, 90% of physicians and 70% of hospitals will be using 
electronic health records within a decade. 

This, coupled with the 2005 findings by RAND Corpora-
tion, which state if EHRs are widely adopted the health care 
system could save more than $81 billion annually and improve 
the quality of care at the same time, makes the transition seem 
likely and well worth it.  

Moving from Paper to Computer 
By Joan Trombetti

Emr/Ehr
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Policy makers and health care workers are counting on 
the RAND study - barring some of the obstacles that seem to 
plague the HIT world.  

When people hear the phrases electronic medical record as 
opposed to electronic health record they may think there is no 
difference.  While EMR and EHR do share a goal of improving 
patient safety, quality and efficiency of patient care and reduc-
ing health care delivery costs, EMR and EHR are two separate 
tools that rely on each other to reach their full potential.  

NAHIT (National Alliance for Health Information Tech-
nology (NAHIT) has established definitions for electronic 
medical records EMR and EHR. 

EMR is the electronic, legal record of health-related in-
formation on an individual that is created, gathered, managed 
and consulted by licensed clinicians and staff from a single or-
ganization (hospital, clinic or other ambulatory environment) 
involved in the individual’s health and care. It is composed of 
clinical data repository, clinical decision support, controlled 
medical vocabulary, order entry, computerized provider order 
entry, pharmacy and clinical documentation applications. It 
supports the patient’s electronic medical record across inpa-
tient and outpatient environments and is used by health care 
practitioners to document, monitor and manage health care de-
livery within a care delivery organization (CDO). EMR data is 
the legal record of what happened to a patient during a visit or 
stay at a CDO. It is owned by the CDO. EMRs are the data 
source for EHRs. Patients and consumers, health care provid-
ers, employers, payers/insurers and the government are what 
EMRs are composed of. 

EHR is the summative electronic record of health-related 
information on an individual that is created and amassed cu-
mulatively across more than one health care organization and 
is managed and consulted by licensed clinicians and staff in-
volved in the individual’s health and care. The EHR is owned 

by the patient and has patient input and access that spans peri-
ods of care across multiple CDOs within a community, region, 
state or entire country. EHRs are connected by the National 
Health Information Network (NHIN) and provide interac-
tive patient access as well as the ability for the patient to 
append information.  

In simple terms, EHR is similar to an EMR with interop-
erability because it can integrate other providers’ systems to 
gain more information about a particular patient.  Therefore, 
an EHR can provide a more in-depth view of a patient’s health 
and history by pulling information from other systems, provid-
ing clinical decision support and alerting providers to health 
maintenance requirements.  

Houston Neal of Software Advice said in terms of no-
menclature, “electronic medical records” remains a more com-
monplace term relative to “electronic health records.” He ob-
served this in Google’s search trend data. The average number 
of monthly searches for “electronic medical records” is 14,800, 
while “electronic health records” only gets 3,600. “One interest-
ing geographical twist we discovered,” says Neal, “search fre-
quency in Washington, DC is about the same for both phrases. 
This probably reflects that many government organizations have 
adopted the EHR term well before the mainstream market.”  

Mark Anderson, CEO and Healthcare IT Futurist of the 
AC Group, Inc. says it comes down to the words “medical” 
and health.” An EHR will provide a more comprehensive 
view into a patient’s health and history by pulling information 
from other systems and providing clinical decision support 
and alerting providers to health maintenance requirements. 
It helps providers report and measure quality indicators for 
pay-for-performance incentives. On the other hand, an EMR 
is a single diagnosis or treatment record, most likely used by 
a specialist. For example, an orthopedist setting a bone may 
need a stand-alone EMR because certain specialists may not 

Thr Miriam Hospital, a LifeSpan partner
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need information about patient history as much as they need 
specialty-specific workflows and templates.  

Whatever terminology is preferred, the key decision pro-
cess for selecting an EMR/EHR is to figure out your organiza-
tion’s requirements and methodically assess systems against 
what you need.  Anderson says that when choosing a system, 
“one should focus on the system itself, its features and feel, 
and perhaps most importantly, the track record of the software 
vendor.” This task is one of the hardest for most physicians 
since there are almost 400 vendors stating that they sell the 
“best” product in the marketplace. Anderson says that there 
are a number of debates over the real cost with prices as low 
as $29.95 monthly for an integrated PMS (Practice Manage-
ment System) and EHR to CCHIT certified products that cost 
$12,000 to $25,000, plus 18% maintenance costs per year.  
What’s the right choice? “The answer can be found by deter-
mining what your needs are and matching your needs to the 
suite of vendors by category,” says Anderson. 

How far along is the health care commu-
nity when it comes to EMH/EHR?
Outside of the Veterans Health Administration system, the vast 
majority of health care transactions in the United States still 
takes place on paper and has since the 1950s. The VA health 
system has over 155 hospitals and 800 clinics, and represents 
one of the largest integrated health care delivery systems in the 
world. It relies on a single EHR system called VISTA, which 
they have used for years.  

Neal believes that there will be a major effort to fulfill 
President Obama’s promise “to ensure that within five years, 
all of America’s medical records are computerized.” “No doubt, 
the current stimulus spending and focus on automating medi-
cal records will drive a major EMR adoption over the next five 
years,” says Neal. Throwing money at the project does not guar-
antee success because change management and proper imple-
mentation processes will be critical. Another challenge will be 
getting small medical practices to make that investment and 
change their workflows.  “In five years, we’ll see a lot of prog-
ress however, I imagine it will take twice as long to execute on 
the vision that is being painted, perhaps longer,” says Neal.

Other issues involved in the smooth transition from paper 
to computer are interoperability, standardization and connectiv-
ity of clinical information, training and technical support.  Two 
other key elements in successful implementation of an electron-
ic heath records system are financing and patient acceptance.  

Eric Fishman, MD is President of EHRConsultant.com 
and EHR Scope, a compendium of information about physi-
cian system and speech recognition, which includes a free ser-
vice to help physicians choose an EMR/EHR.

Fishman is aware of hundreds of different EMR company 

programs, has analyzed a significant percentage of them and 
reviewed the parameters of most. He believes since physicians 
are the ones paying for the service and third parties are the 
ones benefiting (like government and patients), the imbalance 
to physicians is disconcerting and can tend to hold back wide-
spread adoption of electronic record keeping.  Now that there 
is $20 billion in the recently passed economic stimulus pro-
gram, this problem appears to have been fixed. And, he says, 
“Despite the significant amount of time and cost, essentially 
every physician who has been involved with a successful im-
plementation says they would never go back to a paper office, 
and that includes me.” 

Fishman also believes that physician malpractice insurers 
commonly will offer discounts to offices that utilize EMRs. “Phy-
sicians who can provide greater quality of care will not only have 
greater gross revenue due to pay-for-performance, but will also be 
offered more meaningful malpractice insurance discounts,” says 
Fishman.  He emphasized, however, “One cannot implement a 
state-of-the-art, easily interconnected EHR for $5,000. What you 
can do is take the first step and automate your reports, but a num-
ber of those simpler systems are not CCHIT-certified.  

 
CCHIT Certification
The Certification Commission for Healthcare Information 
Technology (CCHIT) has gained strength since its inception 
in 2004. It has a role in how HER functionality is defined and 
promotes standards for HER interoperability and security. It 
has also generated some controversy. Many HER buyers use 
the certification titles as a way of helping to determine which 
products they should purchase. This often leaves non-certified 
vendors out of contention even if they may be as good – or 
better – than a certified competitor. 

Because there are hundreds of EMR software products on 
the market, each with different functions, it can be easy to be-
come confused by the choices. Since most physicians are not 
experts, it’s hard for them to know which EMR system will best 
suit their needs.  CCHIT, founded by HIMSS, AHIMA and NA-
HIT, is an independent non-profit, private sector initiative that 
certifies EMR/EHR software based on a specified set of param-
eters. Its mission is to accelerate the adoption of robust, interop-
erable health information technology by creating a credible and 
efficient product certification process (see http://cchit.org/files/
CCHITPhysiciansGuide08.pdf for more information).

Since EMR/EHR is a long-term investment, choosing the 
right solution is imperative and certification can help with the 
evaluation and selection process by narrowing down the initial set 
of solutions. Some small vendors feel that a certification means 
certain death for their company because many cannot afford the 
$28,000 certification fee and many practices do not need the 300+ 
features mandated and evaluated by CCHIT for certification.  

Reid Coleman, MD, FACP, medical director for 
LIFESPAN, a multi-hospital health care delivery system in 
RI, feels that the benefits of CCHIT far outweigh the price to 
acquire certification. “CCHIT certification is a great first step 
in guaranteeing HIT programs work together seamlessly en-
abling us to share critical clinical data between different prod-
ucts used in different facilities.” When a certified product is 

“They would never go 
back to a paper office”
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selected, important guidelines for functionality, interoperability 
and security are met – vital in ensuring health care moves for-
ward as an industry through the use of systems and technology.  

“The CCHIT certification on a product is a help to purchas-
ers of EMRs in at least three ways.  First, there is predictability 
about the level of functionality and interoperability in the prod-
uct.  Second, it helps purchasers hold the vendors accountable 
for the quality of their software.  If something in the system met 
the certification criteria, but is not working, the vendor has an 
incentive to get it fixed quickly.  Third, it is helpful to know the 
certification requirements for future enhancements.  When we 
know the timeframes for increased functionality that vendors 
must adhere to in order maintain certification, we can plan our 
implementations better,” says Carol Cotter, senior vice presi-
dent, chief information officer, LIFESPAN.  

Not without controversy
Just as FDA certification of a medical device does not neces-
sarily mean it can be used for all purposes, CCHIT certifica-
tion does not guarantee a product is the right one for a practice 
or hospital-wide system (a certification process for hospital-
based EMRs is in the works). 

Questions have been raised in the medical community as 
to the validity of CCHIT certification. The key point of con-
tention is the question as to its status as a legal entity. Accord-
ing to Sue Reber, Marketing Director, “CCHIT was founded 
originally as a LLC, but has subsequently transitioned to a 
private, nonprofit 501© 3 organization. CCHIT operates with 
a paid staff of about 20 personnel who support the work of 
the Commission and its 15 volunteer work groups, administer 
the certification inspections and provide outreach to its diverse 
stakeholders. CCHIT operates independently of HIMSS, AHI-
MA and NAHIT – its founding organizations and no money 
provided by ONC for development or by vendors for the con-
duction of inspections is returned to those organizations.”

More legal challenges for universal EHR
The slow progress toward universal EHR implementation can 
also be partly blamed on legal challenges. Sharing electronic 
health records comes with legal barriers that specifically deal 
with things like: 

•  Paper-era state regulations that may not allow EHRs. (The 
precise relationship of the Act to paper era regulation of 
medical records is unresolved – authenticity issues). 

•  Anti-kickback Statute - The Medicare and Medicaid Patient 
Protection Act of 1987, as amended, 42 U.S.C. §1320a-7b (the 
“Anti-kickback Statute”), provides for criminal penalties for 
certain acts impacting Medicare and state health care (e.g., 
Medicaid) reimbursable services. Enforcement actions have 
resulted in principals being liable for the acts of their agents. 
Of primary concern is the section of the statute, which prohib-
its the offer, or receipt of certain remuneration in return for re-
ferrals for, or recommending purchase of supplies and services 
reimbursable under government health care programs.

•  Stark anti-referral rules (Limitation on certain physician re-
ferrals) – Many EHRs will facilitate referrals between hos-
pitals and referring physicians and could implicate the Stark 
rules on compensation relationships. There are, however, two 
interesting exceptions: First, the most recent Stark rules state 
that wholly dedicated hardware is not remuneration. Thus, if 
a hospital provides medical staff hardware to support access 
to the hospital’s EHR, and it was wholly dedicated to the use, 
there would not be an issue. There is also an exception for 
community wide health information systems - Stark protects 
“remuneration” in the form of hardware and software used in 
these information-sharing systems - with special qualifica-
tions. When provided, the party providing technology and 
support cannot take referrals into account in terms of who 
does and does not get support. The community wide system 
must be available to all providers who wish to participate. 

•  Concerns about malpractice (There are no cases that address li-
ability when a physician uses or does not use an EHR system. 

DOTmed Registered EMR/EHR Equipment Sales & Service Companies
For convenient links to these companies’ DOTmed Services Directory listings, go to www.dotmed.com and enter [DM 8314]
Names in boldface are Premium Listings.

Name Company - Domestic City State Certified DM100 
Houston Neal Medical Software Advice San Francisco CA   
John	Vossen	 Automation	Development	Group,	Inc.	 Cooper	City	 FL	 	 	
Eric Fishman EMRConsultant.com Palm Beach Garden FL
Ron Carson Medical Voice Products, Inc. Sarasota FL   
Scott Anderson Capital Healthcare Solutions, LLC St. Petersburg FL   
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Ahmet Guner Ekolab  Lab ve Bilgi SisTic Ltd Ankara Turkey   
Nikolai Gorlov Computer Technologies in Medicine Barnaul Russia

“People are worried about 
privacy, and rightfully so.”
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•  HIPPA’s privacy and security regulations (The clear bias 
of Privacy Rules favors disclosure and downstream use of 
medical information along familiar lines of medical practice 
and health care delivery). Sharing EHRs between a medi-
cal staff and a hospital is workable under the Privacy Rule, 
but nothing in the Privacy Rules anticipates the kind of wide 
open, unrestricted sharing of information among completely 
unrelated health care providers that the federal vision em-
braces. Add privacy to the challenges of appropriate security 
safeguards and there could be an argument that it could take 
years to make the federal vision workable.  

New initiatives in the works
IBM has recently announced two groundbreaking initiatives to 
improve the capabilities and value of personal health records 
(PHR) and is tied to the Obama administrations’ investment in 
health care IT to help improve patient care.  

IBM and Google are improving the capabilities and value 
of personal health records – the core element of smarter health 
care delivery – starting with Google Health. The new advanc-
es – powered by IBM software – allow all kinds of personal 
medical devices used for patient monitoring, screening and 
routine evaluation to automatically stream their results into an 
individual’s Google Health Account or other personal health 
record. From there, patients can direct how their “health dia-
ries” will be shared with physicians, family and other mem-
bers of the extended care network. It will mean that with the 
new technology, a busy mom can receive daily electronic up-
dates on the health status of an aging parent who lives alone, 
is suffering from high blood pressure and is on multiple medi-
cations. Or, a traveling businesswoman who is diabetic and 
training for a marathon can have a real-time discussion about 
her blood sugar levels and heart rate with her coach hundreds 
of miles away.  

Privacy concerns
Along with the potential benefits, there are privacy concerns 
associated with making patient records and device data more 
portable, experts warn. These concerns have come to be a ma-
jor issue in lawmaker’s debate over funds given to health IT in 
the economic stimulus package. 

“People are worried about privacy, and rightfully so,” says 
Dan Pelino, general manager of IBM’s global healthcare and 
life sciences industry group. He believes that the best solution is 
the standard-based approach Google and IBM are taking which 
allows for more widely applicable security and frees technology 
vendors to focus on improving other features. Pelino noted that 
IBM has been inundated with phone calls from companies who 
are excited and ready to work with the new system.  

No matter how many issues EMRs and EHRs face – no mat-
ter how much confusion or legal justifications - it is probably safe 
to say that EMRs and EHRs will soon affect our lives and the 
health care industry as a whole in a much larger sense than ever 
before - because they offer a vast improvement in our health care 
system over the old file cabinets and patient folder systems and 
because the government is pushing to make it happen.  
• Online: dotmed.com/dm8314

There are a number of acronyms concerning the health care 
records industry. Some are confusing and some are redun-
dant. Some share subtle differences. The following terms 
were provided by Dr. Eric Fishman. Dr. Fishman noted these 
terms	are	most	 frequently	utilized	 to	describe	 the	process	
of documenting information concerning the medical care of 
patients.

Automated Medical Record
Used only infrequently at present. It was an early stage of 
‘automating’ the process of medical documentation.

EPR
Electronic	Patient	Record	is	similar	to	Computerized	Patient	
Record. It is an older term and is remaining popular largely 
because of the Medical Records Institute, the entity which 
runs the TEPR convention “Towards an Electronic Patient 
Record’ TEPR is now in its 21st year.

CPR
Computerize	Patient	Record	–	Defined	as	a	computer-based	
record that includes all clinical and administrative informa-
tion about a patient’s care throughout his or her lifetime. The 
documentation of any practitioner ever involved in a per-
son’s health care would be included in the CPR, extending 
from prenatal to postmortem information. This is one of the 
original phrases for what was until recently called the EMR, 
but is now generally referred to as the EHR.

CMR
Computerized	Medical	Record	–	This	term	is	relatively	infre-
quently used in this century. However, in the 1990s it was 
more common.

CCR
Continuity	of	Care	Record	–	This	is	a	standard	of	‘interoperabil-
ity,’	which	has	recently	become	popularized.	It	is	a	‘snapshot’	
of a patient’s care which can frequently be downloaded into a 
thumb drive or other very small portable memory storage de-
vice, and brought by a patient to various health care facilities.

PHR
Personal	Health	Record	–	The	emphasis	in	the	PHR	is	on	
the individual patient. With a PHR, patients can frequently 
carry around a thumb drive or card holding digital data to 
their various physicians, having each physician add to the 
data.

EMR
Electronic	Medical	Record	–	This	implies	a	level	of	sophis-
tication above a “Document Management’ system. Not only 
does an EMR allow you to create documents within your 
office,	 it	allows	you	 to	 import	 information	 from	a	variety	of	
external sources.

EHR
Electronic	Health	Record	–	This	implies	a	sophisticated	level	
of interoperability with the community. The implication of the 
“health” as opposed to the “Medical” in EMR is that it is a 
longitudinal record of an individual patient’s health record.

Provided by Eric Fishman, MD
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Providing Quality Health Care Every Hour of Every Day
By Mark Klincewicz, BME

Can you say “any image, 
anytime, anywhere?” Tel-
eradiology can get you 
there.

One cannot define 
Teleradiology more succinctly.  The 
story behind teleradiology, nonetheless, 
is far from terse.  Evolving from a very 
basic idea, the impact technology had 
in functionality, speed and efficiency of 
care and the general overall influence on 
hospital workflow are only a few topics 
discussed here.

Consider the basics of what put 
teleradiology where it is today - there 
was once an idea to make it easier for 
doctors at a hospital to look at images 
from the floor they were on rather than 
requiring them to trudge over to wher-
ever the radiology department was or 

for a doctor to be able to provide input 
and comments from the comfort of their 
home (or a nearby imaging center rather 
than having to walk in at 3 AM, half-
asleep to interpret film). Perhaps the 
impeccable timing of certain technolog-
ical advances and capabilities, allowing 
digitization of analog film, networking 
capabilities, and advanced imaging ma-
chines to all come together, known to-
day as a picture archiving and commu-
nications system (PACS), provided the 
fertile ground necessary to sustain the 
growth of this transforming technology.

With all of the advances in technol-
ogy today and the capabilities of wide 
area networks, the World Wide Web, 
and sophisticated telecommunications 
services, the possibility of reading ra-
diological images is not confined to 

the walls of the hospital or the medical 
institution that produced those images.  
Hence, teleradiology, the interpreting of 
images remotely, had begun.  The con-
venience of reading images remotely, 
however, is hardly the end all to the ser-
vices provided by teleradiology.

The applications within teleradiol-
ogy vary widely in their importance, 
but are still valuable in their own right. 
They span the gap from allowing a staff 
physician to read images from his or her 
home or from a hotel room if they’re 
on the road attending a conference, to 
having another doctor in another time 
zone with a fresh perspective, reporting 
a need for emergency surgery, eliminat-
ing the possibility for misrecognition or 
misinterpretation by a groggy local ra-
diologist up well into the night. 

Teleradiology
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Dr. William Bradley vividly re-
calls an event that occurred in October 
of 2000.  “I was with Long Beach Me-
morial and we just installed PACS.  I 
was lecturing in China about MRI and 
received a call from my secretary that 
one of the neurosurgeons at the hospi-
tal needed a reading on an MRI that had 
been done.  He was operating on the pa-
tient the next day. There were two neu-
roradiologists, however, who couldn’t 
agree on the findings so I was the decid-
ing vote.  The neurosurgeon wanted me 
to call him any time, so I read the im-
ages over the Internet.  It was the middle 
of the night in Long Beach but it was 
the middle of the afternoon in China. 
All of a sudden, this whole light bulb 
went off that radiologists didn’t need to 
be awakened at night anymore to read 
a case.”

That light bulb led to the formation 
of Nighthawk, a teleradiology service, 
which now covers 26% of all hospitals 
around the United States. Teleradiolo-
gists, better known as “readers” within 
the industry, cover all the various time 
zones in the US as well as Sydney, 

Australia and Zürich, Switzerland so as 
to provide reports during hours when 
people are sleeping in the US –a truly 
24-hour sleepless yet freshly rejuve-
nated perspective.  This can be a benefit 
for preliminary reads but, once a care 
provider moves into final reports, they 
will typically need to enlist the services 
of an American trained teleradiologist 
performing the services on U.S. soil 
in order to qualify for reimbursement 
through Medicare, Medicaid and some 
private insurers.

It is important to note, once a health 
care provider moves to final reports, 
they will need to enlist the services of an 
American trained radiologist perform-
ing reads on US soil in order to qualify 
for reimbursement through Medicare, 
Medicaid and some private insurers. 

Virtual Radiologic Corporation is 
the largest US-based teleradiology pro-
vider, with more than 140 radiologists 
under contract. The company says that 
vRad radiologists delivered 2.2 million 
radiologic interpretations for more than 
1,025 medical facilities last year alone. 
“We supplement the services of local 

radiology groups serving busy hospi-
tals or for critical access hospitals who 
might share a radiologist with a number 
of locations,” says Rob Kill, President 
& CEO.  “By providing a way to share 
the workload, teleradiology leads to im-
proved efficiency culminating in a bet-
ter level of health care overall.”

Perhaps the most exciting aspect 
of teleradiology is the astounding mag-
netism teleradiology exudes, capable 
of tapping in to a cache of knowledge 
never before unleashed.  Ironically, 
the attraction is not strengthened by 
ample amounts or close proximity of 
this knowledge – it’s actually just the 
opposite. The American Journal of Ra-
diology reports that the 5% deficit in 
radiologists noted in 2001 will grow to 
20% by 2020 - translating into a short-
age of 15,000 radiologists. Instead, it 
is strengthened with the optimization 
by and the utilization of specialists, 
retirees, or even top physicians lost to 
become a ‘stay-at-home mom,’ for ex-
ample.  Certainly for a retiree, teleradi-
ology allows the significant experience 
in reading images to be utilized.

Virtual Radiologic’s Operations Center 
handles communication between radi-
ologists and medical facilities, optimizes 
turnaround times and facilities immediate 
communication of critical findings.
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Highlighting the versatility of teleradiology, Ed Bach-
mann, vice president of Aris Teleradiology, comments “Tel-
eradiology is a great part of health care in terms of radiology 
especially for those rural hospitals. In the past, you might have 
a radiologist who was working in a hospital for the last 30 
years, as more of a gen-
eralist than anything else, 
who has a patient come 
in to visit with something 
unusual that a general ra-
diologist could not read. The patient then has to drive an hour 
and a half to a facility better equipped. Now via teleradiology, 
these same hospitals can take advantage of the radiologist that 
sees, for example, 30 breast patient MRIs a day and is subspe-
cialty trained so he or she knows what to look for in these im-
ages, something a local radiologist might not have.” He goes 
on to say that, “teleradiologists can sometimes be as much as 
40% to 50% more productive than on-site radiologists.” 

One of the major appeals of teleradiology is the reach into 
the rural community. Dr. Pervez Kazmi, Chief Operating Of-
ficer at the Pediatric Radiology of America (PRA), also points 
out that these rural hospitals, and small ones in general, “often 
have a great need for pediatric radiologists but are not able to 
attract them to move down in-house.” Recognizing this, PRA 
has filled a small niche, providing subspecialty pediatric re-
views and reports to those hospitals that otherwise are not able 
to recruit the needed staff. Dr. Kazmi likes to think of it as an 
“extension of the radiology room, a virtual radiology room for 
the in-house department.”

The propensity of smaller hospitals also implies a com-
monly recognized lack of resources. Small hospitals cannot 
afford a specialist in neuroradiology, musculoskeletal radiol-
ogy, body, chest, or otherwise. Having a teleradiology service 
allows the hospital to send the studies out to a specialist to get 

top-quality readings. As Dr. Bradley so eloquently explained 
to DOTmed, “the general radiologist who is the jack of all 
trades and master of none does not get enough experience in 
any one area. If all I do is read MRIs all day, I get pretty good 
at it. If I were to try to read a mammogram right now I would 
not be very good at it.  Academically, we are extremely sub-
specialized, but that means we are more accurate.”

Teleradiology, through the use of PACS and telecommu-
nication services, has enhanced the rate and multiplication of 
accumulating medical diagnostic knowledge.  Multiple radi-
ologists looking at the exact same study could have construc-
tive conversations on any questionable studies. Ed Bachmann 
noted that “10 years ago, a specialist on the East Coast, would 
have to find another person to talk to, let us say, in California, 
send the images out and wait several days to get that done. 
Now, with teleradiology, you can have those conversations in 
real time.”

With all the benefits teleradiology delivers, the cost factor 
seems almost inconsequential. However, the costs are real and 
substantial.  “We get a lot of phone calls from radiologists that 
do not want to make that initial investment, because PACS 
is expensive,” said John Lawder, president of Telerad IT. He 
goes on to say that, “the cost is variable, which is still a lot of 
money if you are starting up a radiology group, to go out and 
buy a PACS and hire a few engineers to get that going and pay 
the monthly costs associated with a data center. You are look-
ing at anywhere from $100,000 to $1 million just in year one 
to get started.”  Telerad IT is a company that provides technol-
ogy solutions to small, midsize, and large radiology groups 
around the world.

Rather than fronting such a large capital investment, there 
are models of service, perhaps easier for a smaller radiology 
group to look at, that provide a “pay per click” solution. Con-
tracts with radiology groups, with this type of service model, 
are based on volume, so the more volume a group has the less 
the cost of business works out to be. At the end of the day, 
the PACS workstation is the reader’s tool.  Lawder points out 
that “we can provide that tool for them or we can direct them 
where to go to purchase that tool and who to talk to. We make 
it their tool, but we relay our software and our hardware in 
alongside that tool and provide the ability to get the images 
and report on those images.”

After all, the tool is the reason whereby everything be-
comes possible.  The result of the emergence of teleradiology 
is simply put, better medicine.
• Online: dotmed.com/dm8315

With all the benefits teleradiology delivers,  
the cost factor seems almost inconsequential. 
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Coding and Payments    By Keith Loria
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One of the biggest issues on the minds of people 
in the health care industry today deals with 
transforming the entire medical community 
from a paper-based system to an electronic one. 
In fact, President Barack Obama has made it 

his mission to modernize health care in this way.
An area where we have already seen this occurring is the 

relationship between physicians and insurance companies. Over 
the past few decades, physicians have gradually made the switch 
to deal with insurance companies electronically as the number of 
health care providers submitting electronic coding and receiving 
electronic payments have gained momentum year after year. 

“In many countries, like Austria, they are 100% electron-
ic,” says Tom Turi, Senior Vice President of Financial Services 
for Emdeon, Inc., a leading provider of revenue and payment 
cycle solutions that connect payers, providers and patients to 
integrate and automate key business and administrative func-
tions throughout the patient encounter.   “Our country in the 
last several years has finally crossed the tipping point where 
electronic transactions have exceeded paper.”

Electronic coding provides a simple system. There are 
code numbers to identify any medical service or procedure and 
doctors have to make sure that these codes appear when they 
seek reimbursement from Medicare, Medicaid and insurers. 
The health care billing services need to be compliant with na-

tional medical regulatory programs like HIPAA, JCAHO and 
other specialized industry standards.

Ragui Selwanes, a partner with Philliou Selwanes Part-
ners, LLC, a health care payment consultant, says that the pros 
of going electronic are obvious, in that it is faster, cheaper, 
eliminates paper, and causes less theft and fewer errors.

“You go to the doctor or hospital and get care. They treat 
you, and then later fill out a claim form, either paper or electronic, 
for what they did. They submit that form to the insurance compa-
ny—in the electronic case through a clearinghouse, which routes 
the claim to the right health-plan,” Selwanes says. “The insur-
ance company scrubs the claim, applies their discount, or rejects 
it as it were, and adjudicates it [i.e. they tell you how much you 
owe, how much they owe, and the discount applied]. That claim 
is routed back through the clearinghouse or directly sometimes 
via the web. The inbound claim is called an 837, the outbound 
remittance [adjudicated claim] is called an 835. The codes on the 
claim form of procedures are called ICD9 or ICD10.”

Medicare and Medicaid are payers (insurers) like any-
body else, only they are run by the government with Medicare 
covering the elderly and Medicaid covering the indigent. Be-
cause Medicare is run by the Federal Government, they also 
take the lead in defining standards, and in fact have been the 
market’s leading force in going electronic with 837s /835s and 
EFT payments.
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Traditionally, surgeons have first performed a procedure 
and then dictated their operative notes. Working from these 
notes, the surgeon or office staff would later code the case. 
EMR coding systems re-engineer this workflow so that the 
surgeon first performs the procedure, codes the case, and ana-
lyzes the code set. Only then is the optimized code set used as 
an outline for accurate dictation. 

An electronic coding system empowers physicians and 
ensures correct coding with the supporting documentation.

“Before I began using a coding electronic medical record, 
I let my office coders submit charges,” says J. Brian Gill, an 
orthopedic surgeon at Nebraska Spine Center. “But the new 
coding EMR placed the responsibility squarely on my shoul-
ders. It also helped ensure proper coding even before I began 
dictating the operative or clinic record. Finally, knowing the 
appropriate codes enabled me to document my services prop-
erly, resulting in improved reimbursement.”

For medical offices to contend in today’s high-tech soci-
ety, electronic medical billing and coding is a crucial part of 
the process. Experts agree that regardless of size, any health 
care practice will benefit with an electronic medical billing 
structure they can assemble, not only to provide quality care, 
but to keep the office financially solvent.

“You only have around 5,000 hospitals in the country and 
some national providers like Quest who provide lab services, but 
you have over 600,000 professional providers like doctors, so the 
10% who are getting the huge amount of money [around 60% to 
70%] are demanding that payers get electronic,” says Turi. “The 
rest are getting 30% to 40% of the money and they are sending 
out the paper and that’s where the inefficiencies are.”

So what about those other health care facilities, which ac-
count for more than 90% of all payments being processed? 
The bulk of providers in the country are still getting paper re-
mittance and getting paper checks. 

Making Sense of It All
According to Blair C. Filler, MD, a member of the AAOS 
Coding, Coverage, and Reimbursement Committee, private 
committee surveys continue to show that physicians who code 
their own cases electronically have seen an increase of at least 
25% in reimbursements. 

“In the first quarter after I implemented this system, my 
total surgical reimbursement increased by 75% over the prior 
year,” Gill says. “Additionally, the average number of reim-
bursed CPT codes per case increased by more than 46% — 
from 1.6 to 2.34.”

When not done electronically, errors often happen with 
coding because doctors may forget something, not dictate or 
interpret properly or just not know an updated code.

“There are a lot of new codes and changing codes so it’s 
good to be automated because the codes may not be the same 
from year to year” Gill says. “It’s more of a mistake thing 
where you are not submitting everything correctly. Most soft-
ware packages are becoming easier to use so you will get com-
fortable with the system quickly.”

An accurate electronic reimbursement will be made in 
a week or two, while paper can cause claims to jump into 

months. Again, it’s simple. Code properly and you will be paid 
properly.

But the system in place doesn’t always make that easy. 
According to Gill, over the last two decades, medical cod-

ing and the reimbursement process have become even more 
complex, with payments usually determined by the CMS 
resource-based relative value scale. This system assigns a 
relative value unit (RVU) to service(s) performed and uses a 
conversion factor to arrive at reimbursement. The RVUs as-
signed for a given procedure are based on three components—
physician work, practice expense, and professional liability 
insurance—with adjustments for regional variations.

In 1996, Medicare made things even more difficult with 
the implementation of Medicare’s Correct Coding Initiative, 
which introduced additional complexity to the system. The CCI 
is a collection of rules or “edits,” which specify the conditions 
under which multiple CPT codes may be used. Code pairs are 
assigned either a 1 indicator or a 0 indicator. A 1 indicator means 
that the two CPT codes may be used together if certain condi-
tions are met; a 0 indicator means that the two CPT codes will 
not be reimbursed together under any circumstance. If a physi-
cian bills for both CPT codes despite the 0 indicator, the payer 
could disallow the code with the higher reimbursement.

Because these rules are updated quarterly, the codes 
change frequently and confusion sets in. That’s why it’s im-
portant to update your software, because that makes things 
much simpler for the health care professional.

“The pressure to code correctly comes from multiple sourc-
es, including payors, hospitals, practice administrators, and even 
other physicians within the group,” says Gill. “Nor does it make 
any difference what type of practice you have—whether you are a 
solo practitioner or part of a multi-specialty group or an academic 
institution. But when payors continually change reimbursement 
amounts, and the coding structure continues to evolve and be-
come more complex, correct coding gets complicated.”

That’s why electronic coding is so important, as it enables 
physicians to stay informed about coding through electronic 
billing and instant feedback of acceptance or denial. It enables 
them to adapt quickly to changes made by payors, and to ensure 
appropriate coding and documentation to support the code.

Providing Help
There are numerous coding and billing software programs 
available, some work better for particular modalities and some 
are designed with specialties in mind. Most software allows 
physicians to comply with stringent, time consuming federal 
mandates for medical documentation while dramatically in-
creasing collections and cutting administrative costs. Hospi-

There are a lot of new codes and 
changing codes so it’s good to be 
automated because the codes may 
not be the same from year to year
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tals and physician groups can replace written charts as well as 
dictation and transcription, eliminating errors associated with 
coding medical encounters.

“The standard approach in an office, or facility of any type, 
is services are rendered and most of the time it’s done on paper 
and it translates into a superbill and you circle on the superbill 
the procedures you did or the coding you think you should get 
reimbursed for. Those codes usually require a diagnosis code to 
support them, so you circle those. That’s the way you do bill-
ing with coding,” explains Andrew Muchmore, Chief Technol-
ogy Officer of CodoniX notes, which provides complete prac-
tice management, coding and electronic medical record system 
software for emergency departments, urgent care facilities and 
physician practices. “We try to make it completely transparent 
to the user so that it’s done automatically in the background.”

It’s complicated enough even if you know the coding sys-
tem. It’s almost impossible to do in your head in real time.

“A review of systems is one of the things the software does,” 
Muchmore continues. “Does your chest hurt? Head hurt? You 
have to keep track of everything you ask. The highest level of a 
visit you have to have 10 of these things. We try to automate all 
of this. It’s done in the background with the assumption that most 
people realize they don’t. The idea is that the person doesn’t have 
to go and figure it out. It’s an attempt to take the coding out of the 
realm of coders and into the realm of physician.”

Scott Anderson, Director of Business Development for Capi-
tal Healthcare Solutions, LLC. In St. Petersburg provide software 
that deals in codes and reimbursements strictly for cardiologists. 

“There is a lot of diagnostic testing done with cardiolo-
gists. The patient comes in and the cardiologist needs some 
sort of test on how to treat the patient—an ultrasound or other 
diagnostic test—and each thing they do has different codes de-
pending on the patient. Our software helps them with that and 
lets them know upfront if the test will be paid for,” says Ander-
son. “This is a valuable resource that manages Dx workflow, 
reduces report turn around time, and drastically improves the 
productivity and billable work product of a diagnostic clinic.”

With electronic remittance software, time and control are the 
elements at play. This technology will have claims processed and 
payments paid within days, as opposed to weeks or months. 

“ZirMed is able to receive electronic remittance files from 
hundreds of payors nationwide giving the provider more pow-
er over the claims submission process,” says Jim Lacy, CFO of 
ZirMed, which provides revenue cycle management solution 
software. “We no longer have the history of a clearinghouse; 

we’re much more of software as a service. We facilitate the 
service of helping health care providers get paid.”

Payments and Remittance 
When one is making the move from a paper office to an elec-
tronic office, the upfront cost of a computer and hardware may 
scare people away. Plus, for older physicians who aren’t com-
fortable with increasing technology, there is a learning curve 
that may not be worth their time.

“There is always a big upfront cost to build the systems to 
operate electronically, but most if not all hospitals have done 
this,” Selwanes says. “Most hospitals receive electronic trans-
actions from the big players. Reaching out to smaller payers 
is not always worth the effort. That said, reconciliation is the 
single largest issue precluding electronic migration.”

Anderson says one challenge of finding new customers to 
use the electronic software is that many physicians are stub-
born and don’t want to make a change.

“Everyone was doing it by hand 10 or 15 years ago and 
many still don’t use any software to help them so they con-
tinue to dictate,” he says. “Dictating and transcribing is very 
expensive and time consuming. Our software will allow phy-
sicians to have the information done in a matter of minutes. 
Plus, physicians need to scan what the transcriber has typed, 
so it takes up even more time.”

Turi knows one major provider that does 80% of their 
payments electronically, but the 20% that is still being done on 
paper requires 75 full-time people processing the paper remit-
tance and checks. That’s money that doesn’t need to be spent. 

Just think of the time saved. When you submit a paper bill, 
it has to be generated and mailed and received by the insurance 
company, then opened, processed and things could be lost. 

“Plus, if you’re maintaining paper records, available space 
is decreased so you won’t have that space for another type of 
asset like an exam room. Or, you could downsize to a smaller 
office,” says Muchmore. “Productivity will increase because 
you will be able to see more patients and not deal with the 
paperwork that comes with it all.”

Consider this. A doctor in a hospital sees a new patient 
every 15 minutes. After that encounter, they don’t know how 
much they will get paid, nor when they are going to get paid. 
By using electronic coding and electronic payment process-
ing, the money will come much faster and the reimbursements 
will be much more accurate. 
• Online: dotmed.com/dm8316
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This month 
in Medical History

On March 22nd, 1905, 
Dutch physiologist Wil-
lem Einthoven used tele-
phone communications 
networks to transmit 

something a bit different than the usual 
conversation. In fact, it’s doubtful there 
were many people alive at the time that 
could have made heads or tails of the 
message being sent. You see, on that 
date, Einthoven brought his research to 
a culmination by transmitting and re-
cording the first telecardiogram.

The experiment and trials had be-
gun earlier in the year when Einthoven 
transmitted electrocardiograms between 
a hospital and his lab by phone line over 
a distance of about one mile. 

By the time Einthoven had begun to 
make a name, electrocardiograms (ECGs 
or sometimes EKGs) had been around 
for nearly a century. However, the early 
ECGs were impractical as the equipment 
wasn’t sensitive enough to register elec-
trical discharges from the heart. 

Einthoven built upon the research 
of physiologist Augustus Desire Waller, 
who in 1887 was able to register the 
current of the heart as deduced from 
the body surface by using a capillary 
electrometer. Einthoven watched Waller 
demonstrate the feat during the First 
International Congress of Physiologists 
two years later. He was able to repeat 
the experiment on his own and further 
refine the technique.

In 1895, Einthoven was able to use 
the capillary electrometer to record graph-
ic reproductions of the variations of the 
electric charges caused by the contractions 
of the heart. Einthoven defined the physi-
cal constants of the capillary electrometer 
and calculated the true curve, which he 
called the electrocardiogram. 

In 1901, Einthoven invented a new 
galvanometer to produce electrocardio-
grams using a fine quartz string coated 
in silver. His “string galvanometer” 
weighed 600 pounds. A similar machine 
was constructed earlier by Clément 
Ader but the lower sensitivity of Ader’s 
machine was considerable and hobbled 
its usefulness. 

The following year Einthoven pub-
lished the first electrocardiogram re-
corded on a string galvanometer.  The 
string galvanometer is also known by a 
different name – “Einthoven’s Galva-
nometer.”

Although his work up to that point 
had far-surpassed most of his peers, 
Einthoven continued to create innova-
tions and unearth more discoveries about 
the heart. In 1912, his research on the 
explanation of the respiratory changes 
in the electrocardiogram led him to the 
scheme of the equilateral triangle, con-
sidering the extremities as elongations 
of the electrodes. The information re-
ceived from the contacts thus represents 
the projection of what takes place in the 
heart. With simultaneous registration of 
the three contacts, the size and direction 
of the resultant of all potential differ-
ences in the heart could be calculated 
minute by minute. Clinical electrocar-
diograms were studied by connecting 
heart patients in the academic hospital 
to the instrument in Einthoven’s labora-
tory by means of a cable.

Einthoven’s Triangle is an imagi-
nary equilateral triangle mapped out 
over a body. The heart rests at the cen-
ter of the triangle and the three standard 
limb leads of the electrocardiogram rep-
resent the points of the triangle.

Einthoven’s Law is based on the 
information gathered from the Triangle. 

It states that in an electrocardiogram at 
any given instant, the potential of any 
wave in lead two is equal to the sum of 
the potentials in lead one and three. It 
may not be as earth-shattering as Ein-
stein’s theories – but for the medical 
world, it probably came close. 

He was duly recognized for his 
major contributions and in 1924, 
Einthoven was awarded the Nobel Prize 
for physiology or medicine for his dis-
covery of the mechanism of the electro-
cardiogram. Being an incredibly mod-
est man by the estimations of his peers, 
it’s questionable if he would admit to 
the importance of his work and his dis-
coveries. His goal was clear though, to 
serve mankind. 

“We should first endeavor to better 
understand the working of the heart in 
all its details, and the cause of a large 
variety of abnormalities. This will en-
able us, in a possibly still-distant future 
and based upon a clear insight and im-
proved knowledge, to give relief to the 
suffering of our patients.”  - Willem 
Einthoven (1860-1927)
• Online: dotmed.com/dm8317
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Federal: Owner of Lifecare Medical pleads 
guilty to Medicare Fraud
The U.S. Department of Justice (DOJ) reports that the owner and 
operator of HME Solutions Inc., dba Lifecare Medical, out of Mi-
ami, FL, has pled guilty to defrauding the Medicare program in 
connection with a $5.3 million HIV-infusion fraud scheme. 

According to the press release, Harold Sio, 33, pleaded 
guilty to conspiracy to commit health care fraud and conspir-
acy to commit money laundering for acts taking place during 
2004 through 2006. The other parties to the conspiracy, the 
DOJ said, were Juan A. Marrero and Orlando Pascual Jr., the 
owners of Medcore Group LLC (Medcore). 

The press release says Sio’s admissions in his plea include 
supplying pharmaceuticals to Marrero and Pascual for the pur-
pose of committing Medicare fraud, and providing invoices 
that documented huge quantities of pharmaceuticals, which 
were received by Medcore, when in fact only small amounts 
were delivered. Sio also acknowledged that he accepted pay-
ment from Marrero and Pascual then returned cash to them 
for the purpose of the cash being used to pay patients. Mar-
rero and Pascual pleaded guilty in January 2009 to Medicare 
fraud and are scheduled for sentencing on April 3, 2009. Sio is 
scheduled to be sentenced on March 24, 2009. 

State: Minnesota AG sues Allina Health 
System for usurious interest on medical 
debts
Minnesota Attorney General Lori Swanson has announced 
that her office has filed a lawsuit against Allina Health System 
in Hennepin County District Court in Minnesota, alleging that 
the company violated state usury laws by charging rates of 
interest of up to 18% on medical debts owed by patients.

Minnesota’s usury law imposes a cap of 8% interest on 
such debts. The complaint names as defendants both Allina 
Health System and its subsidiary, Accounts Receivable Ser-
vices, LLC, a debt collection agency owned by Allina doing 
business under the name MedCredit Financial Services. The 
lawsuit seeks to enjoin Allina from violating these laws and 

to obtain refunds for patients who were charged usurious and 
unlawful rates of interest.

Swanson said in the press release that Allina allegedly 
typically presents patients with medical bills not covered by 
insurance three options to avoid being referred to a debt collec-
tion agency: (1) to pay the medical bill in full immediately; (2) 
to pay the medical bill in three equal monthly installments; or 
(3) to pay their bill through MedCredit which charges interest 
of 18% on debts up to $4,999 and 12% on debts from $5,000 
up to $9,999. According to the release, the lawsuit alleges that, 
in some cases, Allina had failed to fully disclose the terms of 
MedCredit to patients, including the interest rates charged.

National: Rep. Velázquez to Reintroduce 
CHOICE Act
Representative Nydia Velázquez (D-N.Y) Chairwoman of the 
House Small Business Committee, has announced that she is 
reintroducing the CHOICE Act, a bipartisan bill that would al-
low businesses to obtain health care coverage for workers at 
negotiated bulk rates through purchasing pools. The announce-
ment follows a hearing before the Committee, where according 
to a press release, witnesses stated that “small firms are not only 
struggling to continue providing coverage for their employees, 
but now find that the cost of coverage is making it even harder 
to create jobs in an already difficult economic climate.”

“For small businesses already under great financial strain, 
the rising cost of health care simply adds more pressure,” Rep. 
Velázquez (D-N.Y) was quoted on the Committee’s web site.  
“We cannot expect our small businesses to play their tradi-
tional role as drivers of the economy and lead our nation’s 
recovery when crushing health care costs prevent them from 
bringing on new employees.” 

The witnesses discussed reform proposals, including “em-
ployer mandates,” which would require employers to provide 
coverage for their employees. The CHOICE bill would help 
small businesses offer health insurance through a refundable 
tax credit of 65%. The bill also minimizes risks for insurance 
companies by allowing small firms to pool their employees with 
those of other businesses in voluntary health cooperatives.  

Law  
& Order

By Astrid Fiano
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National: ARRA Passes House, Senate
According to the White House Briefing web page, the most 
anticipated legislation for economic recovery, the American 
Recovery and Reinvestment Act of 2009, has been passed by 
the House and Senate. Parts of this legislation are applicable 
to heath care, most notably health information technology and 
extension of benefits to the unemployed.

In the legislation, there is a new Office of the National 
Coordinator for Health Information Technology (HIT) within 
the Department of Health and Human Services. The National 
Coordinator will work on the development of a nationwide 
health information technology infrastructure that allows for 
the electronic use and exchange of information while ensuring 
each patient’s health information and electronic health record 
(EHR) is secure and protected. The technology should im-
prove health care quality, reduce medical errors and advance 
the delivery of patient-centered medical care. The office will 
also provide appropriate information to help guide medical de-
cisions at the time and place of care.

The legislation also has a reduction of COBRA premiums 
for eligible individuals, where an individual can pay half of 
the premium. An eligible individual would be one who be-
comes eligible for COBRA coverage between September 1, 
2008, and December 31, 2009, and the COBRA continuation 
coverage is due to the involuntary termination of the covered 
employee’s employment occurring during such period. 

State: Connecticut AG Urges Gender  
Equity in Health Care Coverage 
Connecticut Attorney General Richard Blumenthal has called 
for legislation “that would prohibit health insurers from using 
gender as a criterion for determining the rates that it charges 
consumers for individual health insurance,” according to the 
AG’s press release. AG Blumenthal and Teresa C. Younger, 
executive director of the Permanent Commission on the Status 
of Women testified before the Connecticut Insurance and Real 
Estate Committee for the bill.

The AG’s web site notes a recent study by the National 
Women’s Law Center that says women under age 40 pay be-
tween 6% and 48% more in individual health insurance costs 
than men.”Discrimination should never be tolerated -- particu-
larly in our health care system,” Blumenthal was quoted in the 
press release. “The dubious divide in health care puts women 
at an unconscionable advantage, sometimes jeopardizing ac-
cess to life-dependent health coverage.”

Younger stated that, “this bill is an important step to-
ward gender equity in the health care system. Women bear 
a disproportionate burden when it comes to paying for basic 
medical care. During our prime working years, we pay higher 
premiums than men do for the same coverage and often can’t 
find coverage for maternity care. There are even cases where 
insurers will deny a woman coverage if she is a survivor of 
domestic abuse. All of this puts women at risk for poor or no 
coverage, and it has catastrophic effects on long-term asset-
building. Women are far more likely to file bankruptcy as a 
result of medical debt.”

Federal: Justice Department Reaches 
Settlement Regarding Conditions at 
Veterans Homes, Hospitals
The DOJ has recently announced several settlements with 
health care facilities accused of civil rights violations and un-
constitutional conditions. One agreement was with the state of 
Georgia, regarding the conditions at the state’s seven psychiat-
ric hospitals. According to the press release, “Specifically, the 
State has agreed to undertake a variety of measures, including 
improving medical and mental health care and ensuring that 
patients are free from undue bodily restraint. The State will 
also improve discharge planning and ensure that each patient 
is served in the most integrated setting appropriate.”

Other parties to the announced settlements are the state of 
Tennessee and the South Carolina Department of Mental Health. 
For Tennessee, the DOJ says the settlement was regarding civil 
rights violations at the Tennessee State Veterans Homes in Hum-
boldt and Murfreesboro. These state-owned nursing homes each 
serve approximately 140 residents, mostly veterans. According 
to the press release on this settlement, in the investigation “the 
Justice Department discovered numerous civil rights violations, 
including medical and nursing care that departed substantially 
from generally accepted professional standards, and psychiatric 
medication practices so deficient that they potentially contrib-
uted to the deaths of some residents. Further, staff at the veter-
ans’ homes did not adequately protect residents from injuries 
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associated with falling.”
The settlement with the South Carolina Department of 

Mental Health concerned civil rights violations at the C.M. 
Tucker Jr. Nursing Care Center in Columbia, also a state-owned 
nursing home where some residents are veterans. The press re-
lease states that under the terms of the settlement agreement, 
the state has agreed to take measures to ensure that residents 
are provided adequate medical, mental health and psychiatric 
care; nutrition and hydration; pain management and end-of-
life care; protection from harm, including falls; and activities 
and psychosocial programs. 

National: Legislators Work on Rural Patient 
Access to Hospitals
Senators Ron Wyden (D-OR), Mike Crapo (R-ID) and Rep-
resentative Greg Walden (R-OR) have introduced the Critical 
Access Hospital Flexibility Act of 2009, aimed at addressing 
access to nearly 1,300 hospitals in rural, under-served areas 
of the nation. According to a press release from Sen. Wyden’s 
web site, the Act would give “small, rural hospitals greater 
flexibility in complying with federal regulations in order to 
better meet the needs of local residents and avoid the high cost 
of transporting patients to other facilities.” Rural hospitals 
would be able to avoid high, unnecessary transportation costs 
by having flexibility in how they account for the 25-patient 
bed requirement. It would also exempt beds occupied by mili-
tary veterans from the count.

“Right now, when the 26th patient walks in the door, criti-
cal access hospitals are being asked to choose between their 
financial viability or their patient’s health. That just doesn’t 
make sense,” Wyden is quoted in the release. “Folks in rural 
areas shouldn’t have to jump through hoops to see a doctor any 
more than doctors should be pressured into turning patients 
away. This bill will help hospitals in rural, under-served areas 
- including some in my home state of Oregon - to serve their 
communities during public health emergencies.”

“Critical access hospitals are among the most important 
health care providers in rural communities around the country, 
many of which are in my home state of Idaho,” said Crapo in 
the release. “This bill will give those hospitals the flexibility 
they need to provide high quality care and eliminate unneces-
sary and often costly hospital transfers. This bill also honors 
those who have served our country by guaranteeing care to 
veterans in these hospitals.”

Federal: Medical Equipment Company 
Owner Sentenced
The U.S. Attorney for the Southern District of Florida, R. Al-
exander Acosta, and Jonathan I. Solomon, Special Agent in 
Charge, Federal Bureau of Investigation, Miami Field Office, 
have announced the January 16, 2009 sentencing of defendant 
Remberto Sarmiento, 47, of Miami. According to the press 
release from the U.S. Attorney’s office, Sarmiento was found 
guilty in November 2008 of twenty counts of health care fraud. 
Sarmiento was sentenced by U.S. District Court Judge Ursula 
Ungaro to eight years in prison. The case was prosecuted by 

Special Assistant U.S. Attorney William J. Parente Jr. and As-
sistant U.S. Attorney Ben Curtis. 

The report says that in November 2008, a jury found Rem-
berto Sarmiento guilty of twenty counts of health care fraud, 
in connection with his role in a scheme involving two Miami-
based durable medical equipment companies, APR Medical 
Equipment, Inc. and Super Medical Supply, Inc. According to 
the release, Sarmiento purchased the two companies, “main-
tained corresponding corporate bank accounts, signed checks 
drawn on those bank accounts, and then distributed fraud pro-
ceeds using a shell construction company.” The U.S. Attor-
ney reports that Sarmiento’s companies submitted more than 
$7,000,000 in fraudulent claims to the Medicare program for 
reimbursement by using stolen patient information.

Judge Ungaro further enhanced Sarmiento’s prison sen-
tence at the sentencing hearing for obstructing the govern-
ment’s investigation by lying to FBI agents in stating that he 
knew nothing about the two medical companies.

State: California AG and FTC sue drug 
makers over generic testosterone 
California Attorney General Edmund G. Brown Jr. and the 
Federal Trade Commission have filed an antitrust lawsuit 
against four pharmaceutical companies that “conspired to mo-
nopolize the sale of a testosterone supplement in a “predatory 
move” to reap huge profits at the expense of consumers,” the 
AG’s website announced in a press release.

“The companies plotted to keep cheap generic drugs off 
the market, costing consumers millions,” Attorney General 
Brown said in the release. “This was a predatory move pure 
and simple, increasing drug company profits at the expense 
of critically ill patients.” The AG’s site says that generics on 
the market enable consumers and health insurance programs 
to pay less for medications. Pharmaceutical monopolies cost 
the state, its citizens and private insurers millions of dollars 
each year, the AG says.

According to the press release, testosterone supplements 
like AndroGel can prevent muscle loss, fatigue or erectile dys-
function in critically ill patients suffering from HIV/AIDS, 
diabetes, and advanced age. The release says the lawsuit con-
tends that Solvay Pharmaceuticals allegedly illegally colluded 
with three other pharmaceutical companies - Watson, Par and 
Paddock Laboratories - to keep the three companies from pro-
ducing generic alternatives to its testosterone supplement. All 
four companies are defendants in the lawsuit.

The lawsuit seeks to declare the agreements between 
Solvay, Paddock, Par and Watson illegal and void, permanent-
ly enjoin the defendants from similar and related conduct in 
the future, and fine the defendants $2500 for each prescription 
and user of AndroGel in California under the California Unfair 
Competition Act.

 
• Online: dotmed.com/dm8318
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North of the Border
Don Old, Technical Director of Diag-
nostic Imaging for The Credit Valley 
Hospital in Mississauga, Ontario, need-
ed assistance selling his Philips Bucky 
Diagnostic Rad Room.

His assistant contacted DOT-
med Regional Manager Mike Galella. 
Mike gathered information, including 
photos of the room, in order to set up 
the auction.

After just three weeks on DOTmed.
com, the Rad Room sold for $12,500. 
Mr. Old was pleased with the outcome, 
not only to have the extra income for his 
hospital, but to clear space in his facil-
ity and provide valuable equipment to 
someone else in need. 

Three Times the Auctions
Carol Van Wagner from Vassar Broth-
ers Hospital in Poughkeepsie, NY, says 
she consistently utilizes DOTmed.com 
for online auction services. So when she 
had equipment to sell – a Zonare Z, Sie-
mens Antares Sonoline and a Medtronic 
Stealth Station - she quickly contacted 
her area representative, Mike Galella. 

Mike travelled to the site to take inven-
tory and pictures of the equipment. Cre-
ating three separate auctions resulted in 
the items being sold after a few weeks 
for a total of $18,900. The buyers picked 
up their purchases shortly after sale and 
Ms. Van Wagner again enjoyed a good 
experience with DOTmed’s Full-Ser-
vice Auctions.  

A Time Saver
Area representative Mike Galella, vis-
ited with Mr. Seif Rehim from Bronx 
Lebanon Hospital Center Bronx, NY to 
introduce him to DOTmed.com’s On-
line Auction Services.

Mike explained that auctioning 
on DOTmed was risk-free because a 
commission is only charged on sold 
equipment. Mr. Rehim agreed to try 
the service and worked with Mike to 
determine the reserve price for the 
Philips BV 200 C-Arm he wanted to 
sell. After just two weeks, the unit 
sold for $9,500. Mr. Rehim was happy 
to move the equipment at a fair price 
and not have to spend an extensive 
amount of his own time to do so.  

Late Additions Lead to a 
Big Sale
Truett Conway, an engineer for US 
Imaging, Inc., had an early ‘90s mod-
el MRP 7000 Mobile MRI he wanted 
to sell. Auction Specialist, Mark Co-
lavecchio, spoke to Conway about 
working with DOTmed to help him 
auction the unit. 

Early auction results registered 
below expectations but Mark worked 
closely with Conway and it was decided 
to continue running the auction. Just 
when a serious bidder surfaced, Mark 
was informed that US Imaging had an 
MRP 7000 parts unit in their warehouse 
as well as an MRP installed in one of 
their imaging centers. Further discus-
sion resulted in Mr. Conway adding the 
two units to the auction with the mobile 
and all three units sold through auction 
for more than US Imaging had been able 
to generate on their own. Total sales for 
the auction were $77,000.

• Online: dotmed.com/dm8320

old into gold
DOTmed Premium Auction Success Stories



…To Your Phone And Call Us Today!

Owen Kane Holdings, Inc.
29 Broadway, New York, NY 10006
owenkane.com
info@owenkane.com
P: 212-558-6600
F: 212-558-6615

Get top dollar for your Siemens MRI or CT
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INVENTORY SOLUTIONS, INC.

WE SELL AND BUY
Please Call

866-446-8765
Register On Our Website 

For Monthly Specials 
www.e-inventorysolutions.com

Specializing in Refurbished Respiratory Products

APNEA MONITORS
CAS

Respironics
Aequitron

PULSE OXIMETERS
BCI

Nonin
Respironics

Nellcor
CPM UNITS

Smith Nephew
Breg

Danninger
Chattanooga

O2 CYLINDERS
Steel H,M

Alum C,D,E,M6 M60

LIQUID OXYGEN 
EQUIPMENT

Puritan Bennett
Caire
Helios

HOMEFILL SYSTEMS
Invacare

PHOTOTHERAPY
Wallaby
Ohmeda

CONCENTRATORS
Airsep

Invacare
Respironics

VENTILATORS
Pulmonetics

Lifecare
Puritan Bennett

Aequitron

Ambrose Rigging

Whenyourmedical equipment needs
the utmost care in rigging, removal and
installation,AmbroseRigging is your
one stop shop formedical excellence!

●De-installations
● Installations
●Removal of old Rooms
●NewDeliveries
●Relocations
●ColdMRI Storage

www.ambroserigging.com
215-674-9232

Medical Equipment Specialists

Whatever your imaging needs,
wehave the perfect solution.
Medical Imaging:
●Product &Parts Sales
●EquipmentMaintenance
●Equipment Repairs &Service
●Consultations

SpecialMRI Services:
●Cable &Connector repair / replacement
●ColdHeadSystem repairs
●Decomissioning
● Liquid Helium / Cryofill servicing
●Mechanical component repair
● Electronic component repairs
● Installation / Deinstallation
●Magnet Cool Down / Storage
●Replacement consumables

8350 NW 66 Street
Miami, FL 33166
(786)942-0421
info@dmesc.com
www.dmesc.com
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MEDICAL SALES & SERVICES

marketplace & classifieds
These are some of the more than 100,000 listings on www.DOTmed.com on any given day.

INSIDE THE CLASSIfIEDS
Medical Sales & Services, page 58
Equipment for Sale, page 59

Parts for Sale, page 62 
Employment Opportunities, page 63

LG Medical Technologies, Inc.

For more information please contact 
Jim Gallagher
224-856-7629 

jim@lgmedtech.com

● Highest level equipment at reasonable prices
● Site planning assistance 
● OEM extended service coverage
● Units delivery on-time and cleaned
● 95% uptime guarantee

CT/MRI Rental Programs – Short & LongTerm

OEM Approved MRI & CT Modular Buildings
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Equipment financing Available

Bankers USA has unlimited funds avail-
able to the Medical Trade for financing 
or leasing of new or used equipment. 
Contact Rich Scarcella for the best 
rates today! 866-465-1300 or email: 
rscarcella@bankersusacapital.com

 

Government Liquidation

We’re the partner of the U.S. Dept of De-
fense for the sale of government surplus, 
including used medical and dental equip-
ment such as ultrasounds, microscopes, 
dental chairs, and ophthalmologic equip-
ment. Visit us at www.govliquidation.com 
or contact 480-367-1300 or info@govliq-
uidation.com

Airway Clearance Device:

623937 - HILL-ROM 104 Airway Clearance 
Device $13,500  
Brand new airway clearance system. keyona 
spates, professional medical equipment

Ambulance:

625332 - NAVISTAR INTERNATIONAL 
1997 AMBULANCE fL60 Ambulance 
$18,500  
1997 NEO-NATAL MOBILE HOSPITAL 
AMBULANCE Diesel ngine, 251. Sigifredo 
Posso, Industry Equipments INC

Amylase/Lipase Analyzer:

625564 - HITACHI 912 & NOVA ELECROLE 
Amylase/Lipase Analyzer $ 0  
HELLO WE ARE LOOKING FOR NOVA 
ELECTROLITE ANALYZER REAGENT---
ISE FLUID PACK AND HITAC... MD. Zahidul 
Islam, POORPRICE.COM

Arthroscopy Accessories:

625864 - ARTHREX Bio Interference 
Screw Arthroscopy Accessories $10  
Cannulated Delta Tapered 12x35 mm, Full 
Scale, PLLA-BIOABSORABLE MATERIAL, 
Ref:... Yasir Mirza, mirza Bross

EQUIPMENT fOR SALE

TheMastersofPre-OwnedImaging
HaveTheseQualitySystems

ReadytoShipNow.

2007 Siemens Symphony MRI

2007 Siemens Sensation 64 CT

2006 Siemens Avanto MRI

2006 Siemens Axiom Artis U

1999 Siemens ISO-C 12" Vascular C-Arm

2002 Siemens Sensation 4 CT

2004 Siemens Emotion 6 CT

2003 Siemens Concerto Open MRI

2000 GE 1.5T Hispeed LX MRI

1999 Hitachi Aires II MRI

2002 GE 1.5T Hispeed Mobile MRI

•
•
•
•
•
•
•
•
•
•
•

The Best There Is.

Call for a Quote today: 732-262-3115

www.nationwideimaging.com

Nationwide Classifieds Ad_0109:Layout 1 12/22/2008 5:21 PM Page 1

• Our fleet of labs is available for long or short-term needs.

• MMI’s Cardiac Cath Labs have MacLab 7000 
   hemodynamic monitoring on-board. 

• The labs have both filmless and PACS compatibility.

MMI Since 1983 
404 Elm Tree Lane 
Vernon Hills, Illinois 60061 
www.mmimedical.com

ContactJohn Froemke:
800-999-4MMI (4664)
John.Froemke@mmimedical.com

Mobile Combination 
Cath/Angio Labs For Rent

2900 Tuxedo Ave
West Palm Beach , FL 33405 
561-683-5000
800-327-2631
SRLewisBTS@aol.com

Install & Deinstall

l

A Full Service Logistics & Transportation Company

www.solutionservices.us
732.657.7777

info@solutionservices.us

Serving the 
Industry on a 
Silver Platter

Classifieds Rate Card
4 lines: $100 • 8 lines: $175 • 16 lines: $325
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Audiometer:

625761 - WELCH ALLYN Demo Model 
AudioScope® 3 Screening Audiometer 
Audiometer $495  
This is a Welch Allyn® Demo Model Au-
dioScope® 3 Screening Audiometer (PN: 
92680) Fea... Kenn Matayor, Jaken Medical 
Inc.

Bedside Monitor:

625362 - SOARSEE 300 Vital Signs Bed-
side Monitor $1,150  
5. Lincai Chen, Bitmed Ltd.

BiPAP:

623103 - RESMED Vpap ST BiPAP $2,499  
New Resmed Vpap ST with H4i heated hu-
midifier. Robbie Meredith, Cpap Blowouts

Birthing Bed:

625092 - HILL-ROM Affinity I Birthing Bed 
$2,650  
Our reconditioning process includes… 
Disassemble bed: Remove headboard/foot-
board, r... Jeff Ambrose, diamedicalusa.com

Bone Growth Stimulator:

623693 - ORTHOfIX 2212 Bone Growth 
Stimulator $2,000  
This is an Orthofix Spinal Stim Model 2212 
bone growth stimulator. Michael Henry, 
Henry Communications

C-Arm:

620534 - OEC 9600 ESP C-Arm $63,000  
REMANUFACTURED OEC 9600 ESP, two 
year parts warranty. John Stringer, The 
Stringer CO, (256)739-5789

623719 - SIEMENS f-400C C-Arm 
$150,000  
this is a test and not a live listing test test 
test test. Daniel Gaspar, DOTmed.com, Inc.

CT Mobile:

600239 - GE LighSpeed Plus CT Mobile 
Rental Only!!! Mobile 2001 GE LightSpeed 
Plus Quad Multi Slice CT Scanner System 
Configuration: - H2 Gantry - Performix 6. 
Paul Zahn, Shared Medical Equipment 
Group, LLC, 888-346-7235

585781 - GE DX/i CT Mobile 
System: GE DX/i High Speed Ct Scanner 
Approx. Paul Zahn, Shared Medical Equip-
ment Group, LLC, 888-346-7235

Chiropractic X-ray:

623368 - TRANSWORLD H685 Chiroprac-
tic X-ray $1,500  
Transworld 360v 125x325 x-ray, 14x17 
wallbucky, cassettes and Konica processor. 
Roger Anderson, Anderson Chiropractic

Defibrillators:

625419 - MEDTRONIC Lifepak 20 Defibril-
lators $1,500  
Up for sale is a Lifepak 20 with 3 Lead ECG 
and hard paddles. Faraz Rizvi, AxcessMed 
Equipment Inc.

Dental General:

623468 - SIRONA Cerec 3 Dental General 
$59,000  
1, Pre-Owned, Sirona Cerec 3 Dental 
Ceramic 3D Pro CAD/CAM Milling Machine 
Includes: 1-Cere... Rhey Mullen, Chiromed 
Equipment Systems

Dialysis Machine:

625358 - fRESENIUS 2008 H Dialysis 
Machine $750  
* photo above is not of the actual equipment 
* (1) For Parts Only Complete Frese... Al 
Tennis, Medquipment

Digitizer:

625206 - ICRCO iCR2000SL Digitizer 
$9,495  
iCRco is offering a direct Trade Show Spe-
cial 2000SL for purchase. Maxwell Parker, 
iCRco

Dry Camera:

625874 - AGfA 2004 DryStar 5500 Dry 
Camera $5,000  
Like new 2004 Agfa DryStar 5500. Jason 
Olenio, Associated X-Ray Imaging Corp.

EMG Unit:

625322 - CADWELL 5200a EMG Unit $900  
This Machine is in working order but only 
comes with the Footswitch. Frank Madison, 
Gemini Orthopedic Corp.

Exam Chair:

623371 - HAUSTED APC Exam Chair $595  
This is an excellent patient chair. Jerry 
Brown, B-Line Company

Exam Light:

625749 - BURTON Ultraviolet Light Exam 
Light $195  
Burton UlraViolet Exam Light ( Demo Unit 
) : The Burton UlraViolet Exam Light in 
Excellent working condition. George Girgis, 
Meena Medical Equipment Inc.

Gastroscope:

625694 - PENTAX fG-29X Gastroscope 
$4,500  
Pentax Fiber Gastroscope. James Burns, 
Endoscopy Support Services Inc

625745 - OLYMPUS Cf-Q160AL Gastro-
scope $11,700  
1 Year Warranty, Service plans available. 
Beth Griffith, Endo Technologies, Inc.

Hearing Booth:

625366 - ECKEL AB-200 EG Hearing 
Booth $1,400  
Eckoustic audio booth. John Peate, 18th 
Street Medical

Hematology Analyzer:

623584 - CELL DYN Cell-Dyn Ruby  
Hematology Analyzer $40,000  
Never been used. Renee Long, Texas  
Capital Bank, 9729633017

623713 - ABBOTT LABS Cell Dyn 3700 SL 
Hematology Analyzer $9,995  
The CELL-DYN 3700 offers advanced 
diagnostic capability for clinical laboratories. 
David Bullington, Bullington Associates, Inc

Infant Incubator:

623602 - AIR SHIELDS C 100 Infant Incu-
bator $1,400  
2 UNITS Available in excellent conditions. 
Horacio Fontana, ABC Biomedical Equip-
ment SVC

EQUIPMENT fOR SALE

Classifieds Rate Card
4 lines: $100 • 8 lines: $175 • 16 lines: $325

Want to buy?
For more information on any of these
listings, visit www.dotmed.com and
enter the Listing # in any search box.

Want to sell?
You can post a free classified

ad on DOTmed.com.
Just visit our website and register.

Search Equipment[ ? ] 456102
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Infusion Device Analyzer :

623932 - BIOTEK IDA 4 Plus Infusion 
Device Analyzer $2,000  
BioTek IDA 4 Plus infusion device analyzer 
with two active channels. Scott Snyder, 
Netmed Liquidators

Intubation Scope:

625914 - OLYMPUS Lf-GP Intubation 
Scope $4,500  
Olympus LF-GP Intubation Scope. Angelos 
Panagopoulos, Pantur. Inc.

Laparoscope:

603256 - STRYKER 502-777-030 Laparo-
scope $1,250  
Perfect condition cosmetically and func-
tionally. Cornel Cacuci, Apex Endoscopy 
Inc., 404-917-6030

603255 - STRYKER 502-555-030 Laparo-
scope $1,400  
Perfect condition cosmetically and func-
tionally. Cornel Cacuci, Apex Endoscopy 
Inc., 404-917-6030

Laser - Diode:

625360 - DIOMED 15 Plus Laser - Diode 
$8,000  
This Diode Laser is basically unused. Tim 
Mitchell, Mitchells Legal

Liposuction Unit:

625670 - MENTOR CONTOUR GENESIS 
Liposuction Unit $3,500  
Unit was just removed from a hospital. Bill 
Burkholder, Discount Medical

MRI Coldhead:

89376 - LEYBOLD RGD5100 Cold Head 
MRI Coldhead 
Remanufactured to original specifications. 
Marc Fessler, Independence Cryogenic 
Engineering, 609-294-0012

MRI Compressor:

89377 - LEYBOLD Coolpack 6000 MRI 
Compressor 
Remanufactured to original specifications. 
Marc Fessler, Independence Cryogenic 
Engineering, 609-294-0012

OB / GYN - Vascular Ultrasound:

601606 - TOSHIBA COREVISION PRO  
OB / GYN - Vascular Ultrasound $7,500  
with 3 probes-convex, cardiac& linear. 
senthil kumar, medishild equipments, 
9442219218

Pharmacy/Med Carts:

625851 - OLYMPUS TK-E1 EVIS CART 
Pharmacy/Med Carts $450  
OLYMPUS TK-E1 EVIS PROCEDURE 
TROLLY The Olympus TK-E1 is designed to 
be practical and space-efficient. Jim Banas, 
Maui Medical Supplies, LLC

Portable X-Ray:

599408 - UNKNOWN VEST & KILT Por-
table X-Ray $150  
Please send us an email with your ques-
tions. Idelette Shunia, Shunia Medical

Pump IV Infusion:

625123 - ABBOTT LABS plum micro/
macro mlx Pump IV Infusion $150  
400 three channel micro/macro in shrink 
wrap palletts. Ramon Cervantes, C R MEDI-
CAL

623666 - BAXTER AS50 AS-50 Pump IV 
Infusion $1,250  
We have 4 units in stock complete with pole 
clamp and charger. Ray Phillips, Drand 
Medical, LLC

623446 - BAXTER AS40A Pump IV Infu-
sion $450  
Comes with charger. Beth Reina, Goin’ 
Postal

625282 - ALARIS 7130 SE Pump IV Infu-
sion $650  
Alaris 7130 infusion pump refurbs from 
Cardinal Health with 4. John Ross Campbell, 
John Ross Campbell

Pump PCA:

623930 - BAXTER Infus OR Pump PCA 
$1,695  
Unit has new cases and comes patient 
ready with 90 day warranty. Jason ragazzo, 
Biomedix Medical

625347 - BAXTER Syndio Pump PCA $650  
I have 3 in good condition. John Bernicken, 
JBS Equipment

Pump Suction:

625287 - OLYMPUS Angiopump AP-1 
Pump Suction $500  
Olympus Angiopump AP-1; good working 
condition. Zeina Karaky, Cedars Medical 
Equipment Co.

623467 - CHEMETRON 2V24404-0 Pump 
Suction $4,500  
System was working when taken out of 
service in January 2009. James Smith, Diag-
nostic Health Services

Rad Room:

623474 - GE DXD 350-II Rad Room $3,000  
DXD 350-II single phase 300Ma, 150 Kvp 
RTI 4-way intergrated Table Tubestand 
Multi... Joseph Jenkins, International Imag-
ing Ltd.

Rad/fluoro Room:

623668 - PHILIPS Easy Diagnost Rad/
fluoro Room   0  
YOM 1997. Mads Vittrup, AGITO Medical

Shared Service Ultrasound:

625316 - PHILIPS HDI 5000 Sonos CT 
Shared Service Ultrasound $11,000  
2004 Philips HDI 5000 SonoCT, Shared ser-
vices, 3D Color Pro Angio, Disklink, NetLink, 
WedLink, iSCAN, XRES, VHS and black & 
white printer. Marilyn Jaccard, Diagnostic 
Imaging Sales

625945 - TOSHIBA ssa325a Shared Ser-
vice Ultrasound $3,500  
with 2 probes verry good condition b/w 
printer. Fusako Hashimoto, Fair Medical

625805 - HEWLETT PACKARD HP Im-
agepoint HX Shared Service Ultrasound 
$17,000  
Model is M24108 with tissue harmonics. 
Leroy Harrison, Heart Study Center

623733 - GE Logiqbook XP Shared Ser-
vice Ultrasound $14,900  
Used GE Logiq Book XP Ultrasound Shared 
Service: Cardiac/Gyn/Ob/Vasc Calculation... 
Oswaldo Guio, Let Medical

EQUIPMENT fOR SALE
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623358 - SONOSITE MicroMaxx Shared 
Service Ultrasound $36,235  
Sonosite MICROMAXX 3. STUART ANCE-
LET, LOUISIANA MEDICAL ALLIANCE LLC

Tonometer / Tono-Pen:

623630 - REICHERT TONO-PEN XL 
TONOMETE Tonometer / Tono-Pen $1,500  
Reichert Tono-Pen XL (This is a New Prod-
uct) The unopened unit in the box is t. Reed 
Bolander, Medsource Inc

Tourniquet system:

623473 - ZIMMER ATS 1500 Tourniquet 
system $2,800  
Zimmer ATS 1500 Tourniquet System, 
completely refurbished and painted. Robert 
Bean, DRE, Inc

625625 - ZIMMER ATS 1500 Tourniquet 
system $2,725  
Dual Cuff Independent Control -Countdown 
Timer -Variable Cuff Pressure Call or email 
for shipping quote. John Sobczak, Quest 
Medical Equipment Inc

Ultrasonic Cleaner:

623356 - BRANSON CH1216-40-18 Ultra-
sonic Cleaner $3,250  
Branson Model CH1216-40-18 Ultrasonic 
Tank with 8340-18 Generator. Jacqueline 
Gaston, LabTrader

Ultrasound Therapy:

625389 - CHATTANOOGA 700 C Ultra-
sound Therapy $1,399  
The Intelect Combo 700C is a combina-
tion of electrical muscle stimulation and 
deep heat therapeutic ultrasound. Michelle 
Jensen, PT Connections

Ultrasound Transducer Ultrasound:

625390 - TOSHIBA PLf-503NT Ultrasound 
Transducer Ultrasound $1,100 
Toshiba PLF-503NT Transducer Probe for 
SSA-140/270. Siraj Bakali, Magnalogic Pte Ltd

Ventilator:

625885 - INfRASONIC Adult Star 2000 
Ventilator $1,800  
Infrasonic AdultStar 2000 Ventilator. Seth 
Fuselier, Crux Laboratory Supplies

Video Endoscopy:

602130 - PENTAX EPM-3500 Video  
Endoscopy $5,000  
EPM-3500’s complete in excellent Condi-
tion with keyboard, all cables, water bo. 
Jacob Glaser, Endoscopy Specialists, Inc., 
954-741-7171

625784 - SONY PVM-20L2MD Video En-
doscopy $400  
Sony PVM-20L2MD Monitor, 4 in stock. John 
Allaire, All-Tech Medical

625343 - STORZ AIDA 20204020 recording 
system Video Endoscopy $2,250  
Excellent condition AIDA DVD/CD recorder 
with smart touch screen. M. Ashfaq, Endo-
source Inc.

Viewbox:

623945 - GE Advantx Viewbox $95  
Part for sale as is. Dick Stemp, Carousel 
Medical Systems, Inc

X-Ray Accessories:

625810 - BENNETT HfQ8000P X-Ray Ac-
cessories $5,000  
Hologic/Bennett HFQ8000P, 2001, 360-440 
volts in Like new Condition, except for surf... 
Alan Rusk, AG Medical Equipment, Inc

X-Ray Service Tools:

601600 - KODAK Sensitometer X-Ray 
Service Tools 
Process Control Sensitometer manufac-
turered by KODAK . Navneet K. Kothari, 
KOTHARI

X-Ray Tube:

625295 - VARIAN PX1436CQ X-Ray Tube 
$1,300  
dunlle px1436cq xray tube, manufactured: 
july 2007, 0. JORGE LUIS LOPEZ, CI-
MEDICA..

EQUIPMENT fOR SALE EMPLOYMENT OPPORTUNITIES

For more information on any of these
listings, visit www.dotmed.com and
enter the Listing # in any search box.
You can post a free classified ad on

DOTmed.com.
Just visit our website and register.

To run a classified in
DOTmed Business News

call 212-742-1200
Ext “Ads” (237)

Search Equipment[ ? ] 456102

Post Jobs for free on DOTmed.com
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up to 30 jobs at a time – for free.   

Try it today!

Join the industry’s fastest 
growing Independent MRI 

and CT Service and Sales 
organization. 

Due to increased growth,  
Genesis Medical Imaging is seeking 

experienced MRI and CT Field 
Service Engineers — we have 

openings nationwide.
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& Commission Package
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www.genesismedicalimaging.com
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MagnaServ is a nationwide ISO
specializing in MRI and CT modalities.

MagnaServ is currently seeking Field Service
Professionals with 5 or more years of experience
for employment opportunities in various markets.

MagnaServ offers a competitive salary and
benefits package that includes: car allowance,

medical, dental, vision, life, and 401K.

Please email or fax your resume in confidence, 
or fill out our application online.

2862 S.E. Monroe Street, Stuart, FL 34997
Parts: 772-219-2229 ● Fax: 772-283-2450

Office: 772-283-4288
employment@magnaserv.com

www.magnaserv.com

THE TECHNICAL RESUMEBANK
NATIONWIDE OPPORTUNITIES
BIOMEDICAL & RADIOLOGY

EXECUTIVE / MANAGEMENT

587657 – Executive Position, Georgia, 
USA, $110-115k
For-profit behavioral health company 
seeks Chief Financial Officer (CFO) for 
100+ bed facility.
Phil Armfield, Staffpointe, 816-383-0352

603983 – Management Position, Kala-
mazoo, MI,
Professional RHIA or RHIT to manage and 
coordinate all coding, abstracting, DRG 
assignment and external audits.  Barb 
Mattingly, Borgess Health, 269-226-5266

PHYSICIAN

590081 – Hospitalist Position, Arizona, 
USA, $190K
Join a group with an exclusive contract 
with a hospital; BE/BC; MD, DO or FMG; 
J1 & H1 Visas welcome.  Steve Can-
non, Franklin Joseph & Associates, 
888-575-4511 x3607

582676 – OB/GYN Position, California, 
USA, Negotiable
A solo position for board certified or 
board eligible OB/GYN; option for an 
income guarantee or be a hospital em-
ployee.  Jane Coleman, Kendall & Davis, 
866-278-9604

575074 – Physician Position, New York, 
USA
Position for dermatologist with growing 
group expanding into new areas; Practice 
has 30 lasers and Mohs and Plastic 
Surgeons.  Ashleigh Caronite, Medical 
Connections, 800-681-2056

NURSING

477888 – Nursing Position, Montana, USA
Certified Nurse’s Aide - Acute Care - Under 
supervision of professional nurse’s performs 
direct patient care.  Sandra Ludeman, Cen-
tral Montana Medical Center, 406-538-6212

582205 – Nursing Position, Texas, USA
Hospital has an opportunity for Family Prac-
tice or Urgent Care Nurse Practitioner; enjoy 
a long weekend every week of the year!  
Sally Jones, Linde Allied, 866-278-0491

554688 – Nursing Position, United King-
dom
Position available for Manager of Dialysis 
Unit. Interested applicants please send CV.
Debbie Knudsvig, The Fortus Group, 
701-526-0941

TECHNOLOGIST / TECHNICIAN

622689 – Radiology Technologist, Wash-
ington, D.C. area, 
Radiology Staffing Firm seeks qualified 
technologists - ALL MODALITIES for tempo-
rary assignments.  Lisa Okes, XRAYZ 4 U, 
866-232-8822

569190 – CT Technologist, Arizona, USA 
Hospital looking for Cath Lab Tech able to 
perform a range of skills during cardiac cath-
eterization and invasive imaging procedures.  
Phil Armfield, StaffPointe, 816-383-0352

571985 – Radiology Technologist, Con-
necticut, USA, 30.00-45.00/hr
Perform medical imaging processing accord-
ing to procedure/protocol manual, maintain 
a high level of quality and productivity.  Amy 
Cyr, Jefferson Radiology, 860-291-6507
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 IMAGING

NESLAB MRI Chiller HX 300 AW This is 
for a NESLAB HX 300 Series Chiller. This 
Chiller was formerly used with a Picker 
Proview MR System. The HX Series 
II Recirculation Chiller is designed to 
provide a continuous flow of cooling fluid 
at a constant temperature and volume. 
The unit consists of an air-cooled refrig-
eration system, a fluid reservoir, a fluid 
recirculation pump, and a temperature 
controller. Temperature Range: +5C to 
+35C Temperature Stability: 0.1C Ship-
ping Dimensions: 45 7/8” x 33 3/4” x 25 
1/4” Shipping Weight: 531 lbs. Reservoir 
Volume: 15 Gallons Cooling capacity will 
vary depending on fluid temperature, 
ambient temperature, and cooling fluid. 
Voltage Requirements: 208/230 (60 Hz), 
200/220 (50 Hz), 380/420 (50 Hz) Phase: 
3. Auction 5408 – sold for a dealer in New 
York, $4,651.

GE Mammo Unit 2007 Senographe 
2000D Digital w/ New R2 Cad This is for 
an almost new 2007 G.E. Full Field Digital 
Mammography Senographe 2000D. This 
system was installed in December of 
2007 and taken out of service in August 
2008. This Auction includes a Brand 
New 2009 Hologic R2 Technologies CAD 
station. 2007 Full Digital Mammography 
with LowNoise Detectors and High DQE; 
Single-Phase High Frequency; 22-49 
kV Range mAs Range 4-600 Automatic 
Exposure Detector Parameters Control @ 
kVp Track Filter and mAs. Digital Detector 
type aSi – Csi Imaging Area 19.2 cm x 
23 cm; Acquisition Computer Sun Ultra 
10 21” Monitor 20gB Hard Disk Capac-
ity DICOM (Print, STRG, Commit, Query 
– Retrieve, Modality Worklist) Molybde-
num and Rhodium Rotating Focal Spots 
0.15 and 0.3 AutoCollimation Flat Panel 
19.2cm X 23cm Digital Electromagnetic 
Locks 66cm SID Radiation Shield manual 
and motorized compression with program-
mable speed. Complete set of compres-
sion paddles, magnification platform and 
patient ID. It also includes revolution digi-
tal detector with amorphous silicon. Single 
piece technology with flat panel. Other 
features: Automark (automatically marks 
the image with the appropriate anatomi-
cal position); Autocell Great speed and 
efficiency. Virtually instantaneous review. 
Networking and archiving capabilities. No 
more film. Better tissue visibility at skin 
breast line. Lower dose in dense breast 

tissue compared to film. Composed of 1 
Gantry 1 Generator / Conditioner Cabinet 
1 Small Control Console Glass Shield 
1 AWS Station with Monitor Manuals 
Magnification and Spot Paddle 2 Regular 
Compression Paddles. Auction 5660 – 
sold for dealer in Florida, $175,000.

HOLOGIC Bone Densitometer QDR 4000 
This is a Hologic QDR 4000 Bone Den-
sitometer. The bone densitometer was 
purchased new from Hologic in 2000. This 
pencil beam densitometer was purchased 
new and has barely been used. All ac-
cessories, software and manuals pictured 
are included in this Auction. Included will 
be all of the original materials that came 
with it including the “spine phantom”. 
Also included is a sealed carton from 
Hologic that contains whatever hardware 
Hologic uses to transport this device. It 
was serviced by Hologic only months ago, 
is in perfect condition and is currently in 
operation. Auction 5707 – sold for medical 
office in Florida, $6,600.

SIEMENS CT Scanner Somatom Plus 4 
Only 35,000 Slices on Tube This is a 1997 
Single Slice Siemens Somatom Plus 4 CT 
Scanner. The tube was replaced in March 
of 2008 and the slice count is: 35,951. 
This system was installed at the hospital 
in July of 1997. This system is CT Helical, 
high end spiral scanning. This system 
has a Unix based computer with VC10C 
version software. This system has a Xenon 
Detector and has been upgraded to a Care 
Vision CT package. The workstation is 
included in the auction along with the two 
in-room monitors. The chiller and the injec-
tor are NOT included in this auction. This 
system is on the ground floor and should 
be fairly easy to remove. Auction 5805 – 
sold for hospital in Pennsylvania, $15,000.

CARDIOLOGY

VASOMEDICAL EECP Unit TS3 This is a 
Vasomedical TS3 EECP unit. The counter 
reads 2,912.9. There are three sets of cuffs, 
one large, one medium and one small. We 
received the unit in June 2002 - Ser#3 TC 
0279. Operations and training manual will 
be included. Auction 5479 – sold for a medi-
cal office in Missouri, $7,500.

OPHTHALMOLOGY

MORIA Microkeratome M2 LSK Evolution 
2 This is a Moria M2 LSK Evolution 2 mi-
crokeratome. Auction includes the follow-
ing: Control Unit Evolution 2, the power 
unit contains the battery (new) 2 electri-
cal vacuum pumps, the vacuum release 
valve and the footswitch control. Two M2 
Microkeratome heads( 130 ) heads. Two 
electrical motors. Each with two motors, 
one for blade oscillation and the other for 
the motion of the keratome on the eye. 
Two sets of four suction rings and two 
sets of applanation rings. Also, a Carriazo 
Barraquer Microkeratome with two heads, 
two sets of four suction rings and a motor. 
All the sets come with original Moria steril-
izing metal trays and instruction manuals. 
Plus boxes of disposable tubings, mini 
incise drapes, 3M transparent dressing, 
blades for the M2 microkeratome and the 
Carriazo Barraquer microkeratome, three 
M2 single use blades and two Barraquer 
tonometers. Auction 6053 – sold for medi-
cal office in Florida, $10,000.

LABORATORY

BECKMAN Chemistry Analyzer Coulter 
Synchron CX9 This is a Beckman Coulter 
Synchron CX9 Pro: The analyzer was a 
CX4 and upgraded to a CX9 Pro. Model#: 
4735 This unit was photographed by a 
DOTmed Regional Manager who viewed 
the unit in working condition when taking 
the photos. Auction 6137 – sold for a 
hospital in Texas, $5,000.

CHOLESTECH Chemistry Analyzer LDX 
This is for a Cholestech LDX chemistry 
analyzer. Multiple units are available for 
sale. Bid price is for one unit. These units 
were purchase new for $1,699.00 each 
and were in use for under three  months. 
Measures a complete lipid profile and glu-
cose, ALT, AST, and hs-CRP in five to six 
minutes. Auction 6210 – sold for a broker 
in New York, $1,000.

blue book price guide
Recent equipment and parts auctions on DOTmed with actual for-sale prices.

DOTmed Auctions
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USA Contact Information
  Varian Interay
   1-800-INTERAY
   TEL 843.767.3005
   FAX 843.760.0079
   E-mail interay.sales@varian.com

Europe Contact Information
  Varian X-ray Products Germany 
   TEL 49-2154-924-980
   FAX 49-2154-924-994
   sales-xray@varian.com

Replace your Senographe 500T, 600T, 700T, 800T,
DMR, or  DMR+ with a Varian!

Replacing your 
GE Mammography Tube?

www.varian.com

  “All trademarked terms are property of the respective manufacturer.”

You have used the Varian M-151 for years for your 500T 
and 600T; Varian now offers a replacement tube for your 
GE Senographe 700T, 800T, DMR, and DMR+.  
Varian replacements meet MQSA requirements!  

M-151: a direct replacement for the GE D4122M

M-152: replaces the GE D4142M & D4172M. 
Rhodium/Moly track. 
Designed to calibrate on DMR and DMR+ systems.  

M-153: is a direct replacement for the D4162M. 
Upgraded bearing. 
Designed specifically to calibrate on the 700T and  

  800T systems.

Contact Varian Interay or your favorite dealer 
for all your GE mammography replacement 
tube needs today!
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