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RACRI talks to two radiology leaders  
about 2007 and 2008. They reflect on  
their achievements in 2007 and look  
ahead to this year.

Maintaining the house 
while the house is in repair
Some keys to keep a radiology department 
functioning in the midst of renovation

Talk, prepare

It boils down to communication and preparation, say 

those in the field. It is also important to instill the belief 

that the renovation will ultimately pay off for the hospi-

tal. For example, The Center for Health Design conduct-

ed a study based on a hypothetical facility that would 

lose $12 million 

to construction of 

a regional hospi-

tal. But the facil-

ity would get that 

back in just one 

year from “oper-

ational improvements such as fewer patient falls and re-

duced turnover among nurses,” cnnmoney.com reports.

“These projects can be very cumbersome,” says Frank 

Heinz, CEO of H&H Systems and Design, Inc. “Planning 

and scheduling are the obvious challenges to overcome.”

Clark says communication is key. A radiology depart-

ment director must meet daily with the contractor to dis-

cuss the work. “Quite honestly, every day, whoever is in 

charge of the construction project needs to touch base with 

whoever is in charge of the radiology department,” he 

says. “The radiology head also needs to let his staff know if 

there are going to be issues. To the best of everyone’s abili-

ty, they need to try to keep everyone as happy as possible.”

But happiness isn’t always easy. Some other distur-

bances can quickly make radiology department staff 

members restless, including:

 Noise. This is the biggest problem, Clark says, “be-

cause it’s constant. As far as the real bad noise, it can usu-

ally be scheduled off-hours, but in a hospital, a lot of stuff 

is below you, and a lot of stuff is above you. And a lot 

of times a hospital is occupied 24 hours a day.” How can 

staff members cope? They need to know they have a per-

son to go to who can address a noise problem, Clark says. 

➤

“�The benefits in the end are 

better work flow and new 

equipment that can speed 

up procedures and provide 

better images.”

—Frank Heinz

> continued on p. 2

It is a well-known fact: The healthcare industry is as 

competitive as ever. With competition comes the need to 

build and expand. Healthcare construction is projected to 

top $45 billion this year, up from $11.6 billion from 10 

years ago, according to a report on cnnmoney.com. 

Radiology departments are certainly a big part of those 

renovations, says Mike Clark, AIA, design director for 

H&H Systems and Design, Inc., in New Albany, IN. 

“They’re renovating radiology departments because of 

things like HIPAA and new competition with outpatient 

centers,” Clark says. “Those things are forcing them to be-

come more patient-friendly. A lot of these facilities were 

built 20 years ago and were not very patient-friendly.”

So how does a radiology department cope with reno-

vations when noise, dust, and power outages can be as 

common as CT scans and mammograms?
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“Most contractors who work in a hospital know there 

are going to be times where you have to stop,” he says. 

Clark also suggests providing a balance between dis-

ruption and schedule. The more disruption the hospital 

can endure, the sooner the disruption is over, he says.

 Dust and dirt. Although infection control mea-

sures are in place, dirt is still tracked outside the project 

area, Clark says. The contractors will contain most of the 

dirt and dust, but the hospital maintenance staff needs to 

help as well. “If you see it, report it to the contractor,” he 

says. “The hospital needs to alert the housekeeping staff 

so [it] can put in a little extra effort.”

➤

Renovation < continued from p. 1

 Utility disruptions. Perhaps the most harrowing 

prospect of hospital renovation is a power outage. When 

utilities are reworked, they cause outages in areas out-

side the project area, and temporary utilities need to be 

in place prior to shutdowns. This is particularly cumber-

some to radiology departments.

“Identifying those areas or devices affected can be dif-

ficult due to incomplete or incorrect information,” Clark 

says. “Quite often, the hospital has added on to the utili-

ties, and this information is not known until it is cut off. 

Hospital [staffs are] always notified of these utility shut-

downs, but they also must check their areas to be sure 

all utilities are working, especially any life safety devices 

such as emergency power, medical gas, and emergency 

assist devices.” 

Some other pitfalls for radiology departments to 

watch out for during renovations, says Clark, are:

The cost for a renovation project can be higher than 

new construction due to phasing and restrictions

Construction schedules can be longer than in shell 

spaces (space enclosed by an exterior building shell, 

but not finished inside) or new construction

Restrictions due to existing physical conditions can 

affect the final layouts of the space (ceiling structure 

height, column and utility locations, etc.)

Ultimately, a renovation can help a radiology crew 

keep up with the latest technological advancements and 

stay competitive. “The benefits in the end are better 

work flow and new equipment that can speed up proce-

dures and provide better images,” says Heinz. “It’s a bet-

ter work environment. Many departments have only 

been maintained. Fresh paint, flooring, and ceiling tiles 

can make a big difference in how the staff and patients 

feel about the procedures being performed.” n

Insider sources 
Mike Clark, AIA, design director for H&H Systems and Design, Inc., New 
Albany, IN 47150, 812/206-6147; mike.clark@hhsd.com, www.hhsd.com.

Frank Heinz, CEO of H&H Systems and Design, Inc., New Albany, IN 
47150, 812/206-6190; frank.heinz@hhsd.com, www.hhsd.com.
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2007: The year of the Deficit Reduction Act
Administrators reflect on the year that was and look ahead to 2008 

The year 2007 for radiologists and imaging specialists 

will perhaps be remembered as the year the Deficit Re-

duction Act went into effect. Signed into law in February 

2006 and beginning January 1, 2007, President Bush’s Act 

cut $2.8 million from Medicare reimbursement previously 

designated for imaging over five years. The American Col-

lege of Radiology (ACR) estimated the cuts will actually 

amount to $6 billion during those five years. 

So how did radiology and imaging departments cope? 

Theresa Wade, MPHA, ACMPE, administrator at the 

Elizabeth Wende Breast Clinic in Rochester, NY, and 

David A. Dowe, MD, medical director of the Coronary 

CTA program at Atlantic Medical Imaging in Galloway, 

NJ, reflect on 2007 and look ahead to 2008:

Staff needs to be kept happy

RACRI: What was your best achieve-

ment in 2007? 

Wade: Working toward being totally 

digital, which will mean we can start to 

eliminate some of the paper processes 

we now have in place. We also tied employee increases 

this year directly to their evaluations, which was re-

ceived fairly well by the staff. 

RACRI: What was one thing you wish you could do 

over and why? 

Wade: I need to trust my staff more and let them 

problem solve without my interference. Empowerment 

makes for a happier employee and also a more valuable 

employee. 

RACRI: What are your goals for 2008? 

Wade: To be 100% digital and to continue to work 

on a totally electronic emergency medical record [sys-

tem], which will continue to define our work flow. We 

also need to figure out a good merit system that rewards 

and motivates employees instead of the bonus system 

we have had in place for the past few years. I also would 

like to review the insurance contracts to make sure we 

are receiving enough for what we do and terminate any 

contracts that are below our profit margin.

 

Cost cutting in light of DRA

RACRI: What was your best 

achievement in 2007?

Dowe: Restructuring our corpo-

rate debt and cost cutting in response to 

the Deficit Reduction Act [DRA] Part I. 

[DRA-2 is buried inside the SCHIP or CHAMP bills that 

Bush has been vetoing this year. Nobody is sure what it 

will look like in the end.] By doing this, we were able to 

preserve benefits for all of our employees and physicians at 

pre-DRA levels.

RACRI: What was one thing you wish you could do 

over and why?

Dowe: I wish I could do cost cutting and restructuring 

of debt in years prior to the DRA. What I have learned 

is that in good times and in bad, you should run your 

business as lean as possible. We, like many businesses 

in times of plenty, forget to look at every dollar and just 

march from day to day without thinking about it.

RACRI: What are your goals for 2008?

Dowe: To continue to respond to the challenging reim-

bursement environment in which we live. My other goal 

is to continue to fight for across-the-board national reim-

bursement for coronary CTA and cardiac CT. There is no 

doubt that coronary CTA will replace stress tests as the ini-

tial exam a patient receives if [his or her] physician is con-

sidering coronary artery disease. Coronary CTA already 

has replaced many elective diagnostic coronary catheter-

izations. This trend will continue and is unstoppable. n

Insider sources 
Theresa Wade, MPHA, ACMPE, administrator at the Elizabeth Wende 
Breast Clinic, 170 Sawgrass Drive, Rochester, NY 14620, 585/758-7002; 
www.ewbc.com, tess@ewbc.com.

David A. Dowe, MD, medical director of the Coronary CTA program at Atlantic 
Medical Imaging, 44 East Jimmie Leeds Road, Galloway, NJ 08205, 609/677-
XRAY (9729); ddowe60@hotmail.com, www.atlanticmedicalimaging.com.
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Tips for a smooth renovation in your radiology department

If there were ever a change to a radiology department, 

Angela Krause, CRT, has seen it.

Krause, now the diagnostic operations manager for the 

Radiological Associates of Sacramento and the Roseville (CA) 

Imaging Center, oversaw in November the installation of a 

third MRI scanner. The facility removed radiology and Fluoro 

equipment. The center demolished the old Fluoro room and 

an open shell space to create the space for MRI 3.

Last year, Krause’s team replaced two radiology rooms 

with two digital radiology units at Roseville Imaging. She 

now manages multiple outpatient centers and was part of 

another project in 2006 at Folsom (CA) Imaging.

“We expanded its center to another building next door 

and built the suite from the ground up, as well as made 

some modifications to the existing center,” Krause said. 

These included changes to the reading room/tech areas, 

and the addition of a subwait room for patients on deck.

Below is a Q&A RACRI conducted with Krause about 

how radiology departments can handle renovations.

RACRI: How did your radiology department cope with 

the renovation?

Krause: Renovation is always a challenge. We try to keep 

staff [members] informed about what will be happening so 

they’re aware and on board with the changes. We ask for 

their input in the planning process, so they’re usually excit-

ed about the completed project. We ask for their patience 

during the process as well. We post flyers for patients to let 

them know we’re under construction to improve our cen-

ter. We ask our staff to be extra nice and apologize to the 

patients for our current mess. We put candy in a hard hat 

to hand out as a token of apology for the disruption, wait 

times, and inconvenience, etc. We provide treats for staff 

[members] to keep them going as well.  

RACRI: What would you do differently?

Krause: We learn something every time we undergo a 

renovation project. We try to not repeat previous mistakes, 

but no matter how much you plan and coordinate, there 

are always issues that come up that no one thought of.  

The hard part is not knowing what you don’t know. We’ve 

learned to have weekly meetings with all involved parties to 

make sure everyone is on the same page.  

RACRI: What was the worst part? 

Krause: The environment is the most challenging part. 

We try to work with our contractors to do the heavy work 

after hours. 

However, our business is open seven days a week, all day, 

and frequently into the evenings. Despite efforts to minimize 

it, we always have to deal with equipment noise, dust in the 

air, odors, tracked-in dirt, etc.

RACRI: What kind of tips do you have for folks undergo-

ing the same process?  

Krause: It’s important for the operations team [mem-

bers] to work closely with the contractor. They must under-

stand the scope of the project and have clear timelines to 

know when certain parts of the project will begin and end. 

They must also be prepared for those timelines to shift—

usually backwards.

They must have a plan for operating the department dur-

ing the construction and be prepared to implement contin-

gencies or changes to the plan based on unknown factors. 

They must know who the key workers are with mobile phone 

numbers in case they need to contact them day or night. 

They must be prepared to apologize often and to ebb and 

flow as challenges arise. 

RACRI: What are the benefits of the renovation in your 

department?

Krause: We have a better department in the end. It’s 

painful to get there, but anything worthwhile usually is.

Insider source
Angela Krause, CRT, diagnostic operations manager, Radiological Associates 
of Sacramento, Roseville Imaging Center, 1640 East Roseville Parkway, Suite 
100, Roseville, CA 95661, 916/746-2108 direct line, 916/784-2277 Roseville 
Imaging, 916/932-1103 direct fax, 916/508-4897 mobile phone; krausea@ 
radiological.com.
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Right to the heart of it
CCT and CCTA provide better pictures of the heart

Cardiac computed tomography (CCT) and cardiac 

computed tomographic angiography (CCTA) offer phy-

sicians and patients better pictures of the motion and 

structure of the heart muscle.

These scans, developed in the early 1990s, revolution-

ized cardiac imaging and the way the world imagined 

heart healthcare. CCT and CCTA improved visualization 

of the heart’s soft tissues and adjacent anatomic struc-

tures. Volumetric acquisition associated with this tech-

nology permits pictures to be taken from multiple angles 

and in multiple planes after a single shot. Further, these 

scans are less invasive than conventional angiography, 

and thus pose fewer clinical complications.

One way physicians use these cutting-edge exams is 

to determine the severity of calcium and plaque build-

up on the walls and arteries of the heart. If a person 

builds up enough vascular plaque, the arteries can nar-

row and may eventually completely block blood flow to 

the heart.

A tool called calcium scoring helps physicians deter-

mine the extent of coronary artery disease early. The 

amount of calcification, expressed as a score (e.g., the 

Agatston scale), predicts the likelihood of myocardial in-

farction in the coming years. However, most payers do 

not cover coronary calcium scoring (either with or with-

out a CCT or CCTA procedure).

Because the new technology—especially the use of CT 

for such procedures—gained popularity so quickly, cod-

ing confusion seemed inevitable.

To resolve this issue, the American College of Ra-

diology (ACR) recommended reporting the CPT used 

for CTA of the chest (71275) for CCTA. But it didn’t 

take the national organization long to rescind its 

recommendation. 

Developing appropriate codes

High-quality CCTA requires different imaging tech-

niques than those used for the examinations described 

by CPT 71275. The AMA developed CPT 71275 specifi-

cally to represent imaging of the noncoronary vessels 

within the chest (e.g., aorta and pulmonary vasculature), 

so it is not appropriate to report this code for CCT or 

CCTA imaging. 

A change was made to the description of this code in 

CPT 2007 to indicate that it is to be used for non-CCTA 

studies of the chest only. To resolve this conflict, the 

ACR joined with the American College of Cardiology 

(ACC) and BlueCross BlueShield to lobby for new Cate-

gory III CPT codes. The new codes, they said, should de-

scribe various common combinations used for CCT and 

CCTA studies. 

The associations were successful. The codes took effect 

January 1, 2007. And now, at least in most cases, radi-

ologists can use a single code to describe more specific 

combinations of the services they perform.

Various organizations use the Category III codes (of-

ten denoted by four digits followed by an uppercase T) 

to report and collect data regarding the performance of 

emerging technologies, services, and procedures. Be-

cause the new codes fall into Category III, they represent 

an “emerging technology.” The AMA and other associa-

tions also use the information to track clinical efficacy, 

utilization, and outcomes. 

Without accurate and consistent submission of Catego-

ry III codes by providers, specialty societies cannot obtain 

necessary utilization data for these services. It may go 

without saying, but with no accurate reporting, facilities 

have difficulty calculating physician work and practice 

expense information. As of January 1, 2007, the Catego-

ry III codes for CCT and CCTA must be used because they 

accurately describe the procedure(s) performed.

Affecting code change

Think of all this in terms of the big picture. Physicians 

perform a procedure. To receive reimbursement, they 

> continued on p. 6
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must assign a code. To stay compliant, the code must ap-

propriately reflect the services actually rendered. When 

codes do not accurately reflect current physician prac-

tices, medical associations step in to lobby the AMA for 

new codes. 

Reporting and data analysis corroborate the need for 

the new codes. Without evidence, the AMA may decide 

to eliminate the code. With enough evidence, the code 

moves from the “emerging technology” list and into the 

main body of radiology’s accepted CPTs. A delay in da-

ta collection directly results in a delay of Category I code 

creation for these procedures. 

Appropriate and adequate documentation for these 

services is essential in supporting creation of permanent 

CPT codes and uniform reimbursement for these stud-

ies. Specialty societies such as the ACR and ACC bear the 

burden of proving to payers that physicians use CCT and 

CCTA as a substitute for other tests, not just as an addi-

tional exam to garner supplemental reimbursement.

Because many ongoing clinical trials are in progress 

for these procedures, and because sufficient scientific evi-

dence to support the clinical effectiveness and cost effec-

tiveness of this technology is not yet available, the CPT 

editorial panel is unable to support the creation of Cat-

egory I codes for the 2008 CPT cycle. Therefore, Catego-

ry I codes to describe CCT and CCTA services will not be 

available before January 1, 2009. The ACR and ACC con-

tinue to work to obtain the necessary data to move for-

ward with the request for Category I codes. 

Besides industry instigation for reporting the new 

codes, the CPT guidelines require the use of Category III 

emerging technology codes when they exist: “If a Cate-

gory III code is available, this code must be reported in-

stead of a Category I unlisted code.” 

Additional code use requirements

Associations are not the only ones requiring use of 

the Category III codes—the federal government al-

so requires it. The Health Insurance Portability and 

Accountability Act of 1996 standardized the Trans-

actions and Code Sets Rule in 2002. It requires all 

providers, plans, and payers (including carriers and in-

termediaries) to use the medical code set that is valid at 

the time the service is provided. The eight new codes 

for CCT and CCTA include coronary calcium evaluation 

(calcium scoring); CCTA (CT coronary angiography); 

and CT evaluation of cardiac structure, morphology, 

function, and vasculature.

Codes and definitions

0144T CT, heart, without contrast material, including 

image postprocessing and quantitative evaluation of cor-

onary calcium

0145T CT, heart, without contrast material, followed by 

contrast material(s) and further sections, including cardiac 

gating and 3D image postprocessing; cardiac structure and 

morphology

0146T CT, heart, without contrast material, followed 

by contrast material(s) and further sections, including 

cardiac gating and 3D image postprocessing; CTA of cor-

onary arteries (including native and anomalous coronary 

arteries, coronary bypass grafts), without quantitative 

evaluation of coronary calcium

0147T CT, heart, without contrast material, followed 

by contrast material(s) and further sections, including 

cardiac gating and 3D image postprocessing; CTA of cor-

onary arteries (including native and anomalous coronary 

arteries, coronary bypass grafts), with quantitative evalu-

ation of coronary calcium

0148T CT, heart, without contrast material, followed by 

contrast material(s) and further sections, including cardiac 

gating and 3D image postprocessing; cardiac structure and 

morphology and CTA of coronary arteries (including native 

and anomalous coronary arteries, coronary bypass grafts), 

without quantitative evaluation of coronary calcium

0149T CT, heart, without contrast material, followed 

by contrast material(s) and further sections, includ-

ing cardiac gating and 3D image postprocessing; cardiac 

Heart < continued from p. 5
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RACRI 2007 index

structure and morphology and CTA of coronary arteries 

(including native and anomalous coronary arteries, cor-

onary bypass grafts), with quantitative evaluation of cor-

onary calcium

0150T CT, heart, without contrast material, followed 

by contrast material(s) and further sections, includ-

ing cardiac gating and 3D image postprocessing; cardiac 

structure and morphology in congenital heart disease

+0151T CT, heart, without contrast material, fol-

lowed by contrast material(s) and further sections, in-

cluding cardiac gating and 3D image postprocessing; 

function evaluation (left and right ventricular function, 

ejection fraction, and segmental wall motion)

Tips: Verify medical policy and conditions of coverage 

with your individual Medicare carrier. Also, consider col-

lecting at the time of service or offering a discounted rate 

for patients whose insurance does not cover investigative 

or elective screening examinations.

Editor’s note: This is an excerpt from the HCPro, Inc., book Car-

diac Imaging, Strategies for Appropriate Documentation 

and Compliant Coding, by Stacy M. Gregory, RCC, CPC. Gregory 

is an active member of various radiology coding discussion groups 

and has been featured in several nationally recognized coding pub-

lications. To purchase the book, go to www.hcmarketplace.com 

or call our customer service department at 800/650-6787. n
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American College of Radiology summary of Medicare-

proposed HOPPS. Nov., p. 5.

CMS transmittal clarifies some teleradiology confusion. 

Aug., p. 3.

CMS set to roll out new ABN form. Aug., p. 5.

Examine the impact of MPFS proposals. Oct., p. 6. 

Proposed Medicare membership rules nixed. May, p. 5.

How-to

Avoiding backlogs, communication woes. Dec., p. 4.

Craft a cost-effective plan for PACS. Feb., p. 1.

Create an effective process to communicate critical  

results. Sept., p. 6.

Negotiate a better third-party carrier agreement.  

Sept., p. 7.

Tips to create financial foundation for your imaging 

facility. July, p. 6.

Turn your radiology Web site into a facility asset. Nov., p. 1.

Use these tips to write better business memos. Aug., p. 1.

Cardiac imaging/turf wars

Communication crucial to resolving imaging fracas.  

July, p. 4.

Cool cardiac imaging conflicts with contract know how. 

May, p. 1.

Credential to handle imaging dispute. Jan., p. 1.

Compliance tops turf-battle concerns. March, p. 1.

Exclusivity contracts can help navigate the turf war 

trouble. May, p. 2.

Fair-market approach to cardiac turf war proves problem-

atic. Feb. p. 1.

He said, she said: Physicians discuss imaging ownership. 

June, p. 7.

Resolve privileging conflicts between cards and rads. 

April, p. 2.

Overread essentials: It’s not just turf war trouble.  

April, p. 3.

Miscellaneous

Including additional scans after findings as protocol. 

June, p. 6.

Lease agreements face fresh analysis. April, p. 1.

Precertification presents anti-kickback problems. July, p. 1.

Reporting for incidental findings on radiology reports. 

Feb., p. 2.

Personnel

Don’t settle when hiring technologists. Oct., p. 4.

Golden rules for radiology technicians. Dec., p. 1. n

RACRI Subscriber Services Coupon Your source code: N0001

Name

Title

Organization

Address

City 	 State  	       ZIP

Phone	 Fax

E-mail address
(Required for electronic subscriptions)

❏ Payment enclosed.    ❏ Please bill me.

❏ Please bill my organization using PO # 

❏ Charge my: ❏ AmEx      ❏ MasterCard      ❏ VISA

Signature
(Required for authorization)

Card # 		        Expires
(Your credit card bill will reflect a charge to HCPro, the publisher of RACRI.)

❏ Start my subscription to RACRI immediately.

Options:	 No. of issues 	 Cost	 Shipping	 Total

❏ Print & Electronic 1 yr 	12 issues of each	 $249 (RACRIPE)	 $24.00	

❏ Print & Electronic 2 yr	 24 issues of each	 $448 (RACRIPE)	 $48.00	

		  Sales tax 
		  (see tax information below)*

		  Grand total

Order online at 
www.hcmarketplace.com.

Be sure to enter source code  
N0001 at checkout!

*Tax Information 
Please include applicable sales tax. Electronic subscriptions are 
exempt. States that tax products and shipping and handling: CA, 
CO, CT, FL, GA, IL, IN, KY, LA, MA, MD, ME, MI, MN, MO, NC, NJ, NM,  
NY, OH, OK, PA, RI, SC, TN, TX, VA, VT, WA, WI, WV. State that taxes 
products only: AZ. Please include $27.00 for shipping to AK, HI, or PR.

Mail to: HCPro, P.O. Box 1168, Marblehead, MA 01945   Tel: 800/650-6787   Fax: 800/639-8511   E-mail: customerservice@hcpro.com   Web: www.hcmarketplace.com

For discount bulk rates, call toll-free at 888/206-6554.

2007 index < continued from p. 7


