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 | 1EDITORIAL

If you have any comments or sugges-
tions, please get in touch at: letters@
healthmanagement.org

Register for free on our website at 
www.healthmanagement.org to 
share your views and receive updates. 

TELERADIOLOGY

Section Editor-in-Chief – IMAGING 

Prof. Lluís Donoso Bach

Erratum 

The article Radiology Cares™ Campaign Combats "Invisibility" Factor in HealthManagement Vol. 13 No. 2 2013, pp. 28-29 omitted 
the following note: Reprinted by express permission from the Radiological Society of North America (RSNA), RSNA News, April 2013.
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http://www.springer.com/medicine/radiology/
book/978-94-007-7255-7 

New Book Addresses Radiological Safety and Quality

Survey Finds Americans Rate Kindness as 
Top Factor in Healthcare
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Introduction

Radiology Report
Quality Expectations

a.

b.

c.

 i.

 ii.

 iii.

d.

e. 

f.

 

  
Professional Dialogue
Between Doctors

a.
b.
c.
d.

e.

Access to Investigation Results

Radiology Report Quality
Dependencies

a. Qualifications and Training
 of the Reporter

TELERADIOLOGY:
MEASURING QUALITY ASPECTS

Author 

Dr. Neelam Dugar 
 
Consultant Radiologist 
Doncaster & Bassetlaw 
Hospitals NHS Trust 
Doncaster, UK 
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Teleradiology
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b. Radiologists with Special Interests
 (Working in Clinical Teams)

c. Access to Clinical Information 

i.

ii.

iii.

iv

d. Involvement in the Image
 Acquisition

Measuring Radiology
Reporting Quality by
Referring Doctors

Objective Measures of Radiology
Report Quality

1.

2.

1. Radiology Report Evaluation
  Questionnaire

a.

b.

c.

d.

e.

f. 

2. Radiology Reporting Service
   Evaluation 

a.

b.

c.

“unless the patients themselves 
demand high quality of radiology, there 
will be little desire from radiology 
service providers to deliver quality”

Teleradiology
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d.

Measuring Radiology
Reporting Quality by Patients

1.

2.

3.

4.

5.

6.

7.

8.

Conclusion 

Ehealth action plan 
2012-2020

EC Staff Working Document 
on the Legal Framework

Key Points 

LEGAL ASPECTS OF TELEMEDICINE

Author 
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Teleradiology
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Licensing
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Processing of Health Data
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Conclusion
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Teleradiology
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Introduction

Methods

Scenario 1:
Remote Tumour Conference

EVALUATION OF MEDICAL 
TELECONFERENCE SETUPS: 
TELEMEDICINE IN THE EUROREGION POMERANIA
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Scenario 2:
Physician Travelling to Take Part in
Tumour Conference in Person

Results

Discussion

Image 1. 

Teleradiology
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QUALITY ASSURANCE
IN TELERADIOLOGY

Image 2. 

Teleradiology
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Consent

The Report

Conclusion
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The Opportunity For 
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A Collaboration Solution
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A CANADIAN SOLUTION FOR COLLABORATION AND QUALITY ASSURANCE IN RADIOLOGY

In a country as vast as Canada, it is natural that telemedicine and teleradiology in particular are essen-
tial components of the healthcare system. Although the majority of the population lives on a border strip 
200km wide in the south, residents of remote communities are often several hours away from a specialist.
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Key Points 

 
 the adoption of teleradiology.
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Key Points 

 Internet where there is little control on quality.

 use of semantics to improve the retrieval performance.

 the open access medical literature are linked automatically.
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Background

Reducing Overutilisation

 

A. Outright refusal by a third party to 
allow a test to be performed. That 

B. Clinical guidelines

C. Radiology Benefit Managers (RBMs) 

D. Patient-focused computer-assisted 
decision support systems.

The Personal Approach

35 YEARS
OF RADIOLOGY CONSULTATION
TAKING IT PERSONALLY
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 For acute medical and surgical interpretation on-site personalised radiology consultation can be a win-win proposition. 
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Calculating Workload

Factors Affecting Workload

WORKLOAD IN RADIOLOGY
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“staffing to undertake this increased 
amount of work has not been stepped 
up accordingly”
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Introduction

How does ShearWave™
Elastography work?

CLINICAL APPLICATIONS OF 
SHEARWAVE™ ELASTOGRAPHY

Key Points 

Correspondent 

Dan Conley 

Further information 

A case image is available on our website at http://
healthmanagement .org/c/imaging/issue/
volume-13-issue-3-2013
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Mammography

a. Screen ing Mammography : 

b. Diagnost ic Mammography: 

Limitations of Mammography
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Registration Process 

 
Reports 

How it Works 

 

BENCHMARKING RADIATION 
DOSE INDICES: 
THE AMERICAN COLLEGE OF RADIOLOGY’S DOSE INDEX REGISTRY 

“the goal of the DIR is to collect 
dose information from every facility 
that has  a CT scanner”
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Challenges 

The Future

DICOM SR

Scanner TRIAD Site Server

DIR Database

NRDR

Anonymized
DiCOM SR

Feedback
Report

Figure 7.     

Figure 2.     

Figure 5.     

Figure 6.     

Figure 3.     

Figure 4.     

Figure 1.     

Further information 

Access to the DIR data for researchers can be requested 
by emailing nrdr@acr.org. ©
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Ultrasound in Breast Biopsies - Research Aims 
to Improve Cost-Effectiveness
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Table 1.    
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International Initiatives 

IMAGING REFERRAL 
GUIDELINES – UPDATE

Enhance the implementation 
of the principle of justification 

a) Introduce and apply the 3As (awareness, appropriateness and 
audit), which are seen as tools that are likely to facilitate and 
enhance justification in practice;

b) Develop harmonised evidence-based criteria to strengthen the 
appropriateness of clinical imaging, including diagnostic nuclear 
medicine and non-ionising radiation procedures, and involve all 
stakeholders in this development;

c) Implement clinical imaging referral guidelines globally, keeping 
local and regional variations in mind, and ensure regular updat-
ing, sustainability and availability of these guidelines;

d) Strengthen the application of clinical audit in relation to justifi-
cation, ensuring that justification becomes an effective, trans-
parent and accountable part of normal radiological practice;

e) Introduce information technology solutions, such as decision 
support tools in clinical imaging, and ensure that these are avail-
able and freely accessible at the point-of-care;

f) Further develop criteria for justification of health screening pro-
grammes for asymptomatic populations (e.g. mammography 
screening) and for medical imaging of asymptomatic individu-
als who are not participating in approved health screening pro-
grammes (e.g. use of CT for individual health surveillance).
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meeting 

 

Access & Distribution  

Implementation 

 

Monitoring  

The Future: Recommendations

Key Points 

Figure 1.    

ACR Select (n.d.). Available at: http://www.
acrselect.org/ [Accessed 2 October 2013] 
 
European Commission (1997) Council Directive 
97/43/Euratom on health protection of individuals 
against the dangers of ionizing radiation in relation 
to medical exposure. Available at: http://ec.europa.
eu/energy/nuclear/radioprotection/doc/legis-
lation/9743_en.pdf [Accessed 2 October 2013] 
 
European Society of Radiology (2011-). Referral 
guidelines for imaging. Available at http://www.
myesr.org/cms/website.php?id=/en/eu_affairs/
newfilename.htm [Accessed 2 October 2013] 
 
European Society of Radiology (2013). Patient 
Advisory Group for Medical Imaging. Available at: 
http://www.myesr.org/cms/website.php?id=/en/
membership/statutory_committees_working_
groups/communication_international_relations_
committee/patient_advisory_group_for_medical_
imaging_pagmi_.htm [Accessed: 2 October 2013] 
 
Hadley JL, Agola J, Wong P (2006) Potential impact of 
the American College of Radiology appropriateness cri-
teria on CT for trauma. AJR Am J Roentgol, 186: 937-42.  
 
Her Majesty’s Stationery Office. The Ionising Radiation 
(Medical Exposure) Regulations 2000. 2000 SI 
2000/1059. London: HMSO. Available at: http://
www.legislation.gov.uk/uksi/2000/1059/pdfs/
uksi_20001059_en.pdf [Accessed 2 October 2013] 
 
IAEA. Radiation Protection and Safety of Radiation 
Sources: International Basic Safety Standards - 
Interim Edition General Safety Requirements Part 
3 (Basic Safety Standards Interim Edition), 2011.  
http://www-pub.iaea.org/MTCD/Publications/PDF/
p1531interim_web.pdf [Accessed 2 October 2013] 
 
International Atomic Energy Authority and World 
Health Organization (2013) Bonn call-for-action: joint 
position statement of the IAEA and WHO. Available 
at: https://rpop.iaea.org/RPOP/RPoP/Content/
Documents/Whitepapers/conference/bonn-call-for-
action-statement.pdf [Accessed: 2 October 2013] 
 
Kawamoto K, Houlihan CA, Balas EA, Lobach DF 
(2005). Improving clinical practice using clini-
cal decision support systems: a systematic review 
of trials to identify features critical to success. 
BMJ, 330: 765. Available at: http://www.bmj.com/
content/330/7494/765 [Accessed 2 October 2013] 
 
MEDRAPET - Medical Radiation Protection 
Education and Training (2011-). Available at: http://
www.medrapet.eu/ [Accessed 2 October 2013] 
 
Société Française de Radiologie (2012). Guide du bon 
usage des examens d’imagerie médicale. Available at: 
http://gbu.radiologie.fr [Accessed 2 October 2013] 
 
The Royal College of Radiologists (2012). iRefer: 
Making the best use of clinical radiology. London: 
The Royal College of Radiologists. Available at: http://
Document1www.irefer.org.uk [Accessed 2 October 2013] 
 
The Royal College of Radiologists. National Audit of 
Appropriate Imaging 2012/13. [Article in preparation] 
 
Wagstaff A (2004).  Nothing about us without us: 
Europe’s patient advocates gather for the first time. 
Cancer World, 1: 48-57. Available at: http://www.can-
cerworld.org/pdf/9022_11_PatientVoice1e2_48_57_
site .pd f [Accessed 2 October 2013] 
 
World Health Organization (2008-). WHO global initia-
tive on radiation safety in health care settings. Available 
at: http://www.who.int/ionizing_radiation/about/med_
exposure/en/index1.html [Accessed: 2 October 2013]

References

©
 F

or
 p

er
so

na
l a

nd
 p

riv
at

e 
us

e 
on

ly
. R

ep
ro

du
ct

io
n 

m
us

t b
e 

pe
rm

itt
ed

 b
y 

th
e 

co
py

rig
ht

 h
ol

de
r. 

E
m

ai
l t

o 
co

py
rig

ht
@

m
in

db
yt

e.
eu

.



38 | IMAGING INSIGHTS

CLINICAL TREATMENT PROCESSES

The Clinical Principal
Point of View

The Diagnostician Point of View

The Solution

OPTIMISING EFFECTIVENESS 

“the radiologist must assume the role 
of the guide in the imaging process 
under medical, organisational and 
economic aspects in close coordina-
tion with the clinical practitioners”

Author 

Prof. Dr. Hans-Peter Busch 
 
Head, Medical Department 
Centre for Radiology, Neuroradiology, 
Ultrasonography and Nuclear Medicine 
Krankenhaus der Barmherzigen Brüder Trier 
Trier, Germany 
 
h-p.busch@bk-trier.de

©
 F

or
 p

er
so

na
l a

nd
 p

riv
at

e 
us

e 
on

ly
. R

ep
ro

du
ct

io
n 

m
us

t b
e 

pe
rm

itt
ed

 b
y 

th
e 

co
py

rig
ht

 h
ol

de
r. 

E
m

ai
l t

o 
co

py
rig

ht
@

m
in

db
yt

e.
eu

.



 | 39IMAGING INSIGHTS

Cost-Sensitive, Evidence-
Based Treatment Pathways
i.e. Thinking, Managing 
and Optimising in Overall 
Processes 
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Example: Imaging Pathway
Rectal Carcinoma
Booking (Prophylactically):

Overall Result Center TNM 

Conclusion

no

no

yes

yes

Treatment steps
Procedures

e.g. ultrasound with examination parameters

Point in Time
Order  
e.g. entry examination

Process Management
Who files what where?
How does the patient
get to the machine?

What

When How

Implementation 2010

approx. 30% definiteUS: Color Doppler

uncertain (ca. 10%)

uncertain

CEUS

wait and see

benign
e.g. cyst, hemangioma, FNH  

therapy

malignant

MRI percut. biopsy

approx. 90% definite

Diagnostic Pathway of newfound Brüderkrankenhaus Trierfocal liver lesions

US: B-mode

Effectiveness
(Treatment pathway)

Profitability
(Costs / DRG Revenue)

Efficiency
Productivity
(Costs/Service)

Treatment Case
(Value Chain)

Costs

Revenue

Type and
Number
of Services

What?

Service
Provision

How?

3

0 1 2 3

4 5 6
3417306
G60B
2011.04.12 09:34:00
2011.04.15 12:33:00

1 1-1 ECD; ECD

2 1-2 Sono Abdomen komp

3 1-3 Sono Laber mit KM

4 2-1 MRT-k1.Becken mit

5 3-1 Endosono Anorektu

6 4-1 CT-Thorax +Abdome

3417306 2011.04.12 09:34:00 2011.04.15 12:33:00 Stay 4 Day(s) / 3.1 Day(s)

1 Day 1 After 0 d 1 h 7 m 12.04.2011 10:41 (SON1/41000) ECD; ECD

2 Day 1 After 0 d 1 h 38 m 12.04.2011 11:21 (SON1/43000) Ultrasound of entire abdomen; Ultrasound of entire abdomen

3 Day 1 After 0 d 2 h 4 m 12.04.2011 11:38 (SON1/43150) Contrast-enhanced ultrasound of liver (Sono Vue)

4 Day 2 After 1 d 4 h 49 m 13.04.2011 14:23 (MRT3/63402) MRI-pelvis minor with contrast agents; MRI-pelvis minor

5 Day 3 After 2 d 5 h 45 m 14.04.2011 15:19 (SONM/47000) Endosono anorectal; endosono rectum

6 Day 4 After 3 d 0 h 16 m 15.04.2011 09:50 (CT2/22005) CT-Thorax and abdomen (staging); + abdomen + rectum

Organisation Chart

Cooperative Center Management

Medical Medical-Technical

Center Staff Position    Center Staff Position
Typing Service    IT 
Accounting
Secretary’s Office

Center Staff Position    Center Staff Position
Organisational Development   Customer Care
Process Optimisation    (Referring Physicians)
   Internal Medical Controlling

Medical-
Technical
Area
CT

Section
CT/MRI

Medical-
Technical
Area
MRI

Medical-
Technical
Area
Angio

Section
Angio

DR/CR/DL

Medical-
Technical
Area
DR/CR/DL

Medical-
Technical

Area
Nuclear Medicine

Section
Nuclear

Medicine

Medical-
Technical

Area
Ultrasonography

Section
Ultra-

Sonography

Section
Neuro-radiology

Focus Area
Vascular

Soft Tissue
Skeleton

CR: Imaging Plates   DR: Flat Panel Detector   DL: Screening

MRI

CT

CR/DR

Angio

US

NUC

Pa
tie

nt
 m

an
ag

em
en

t Management

Target:
One clinical question
One examination
appointment
One clinical answer by
the “Imaging Center”

Measuring

Optimizing

Measuring

The management of the imaging process must be up to the Imaging Center
(in coordination with the referring physicians) in order to optimise the imaging process!

The Imaging Centre

Imaging Pathway
Rectal Carcinoma

Preoperative Determination
of Cancer Spread

Imaging Center: Task – Tumor Staging

Imaging Center: TNM Stage 

Pelvis MRI (CE)

T < 3 b

Endoscopy

Suspicion:
Lung Filiae

Liver Filiae CT Thorax 

Thorax Image 
2 Levels

CT + CE
Abdomen
If required: 
Ultrasound
Liver (CE)

T >3 b or
distal third

CT + CE
Abdomen 
CT Thorax
If required:
Ultrasound
Liver (CE)

M
edical Q

uality 
S

ervice Q
uality

P
rofitability

uncertain

uncertain

- Examination
 number

- Day

no

no

yes

yes

Treatment steps
Procedures

e.g. ultrasound with examination parameters

Point in Time
Order  
e.g. entry examination

Process Management
Who files what where?
How does the patient
get to the machine?

What

When How

Implementation 2010

approx. 30% definiteUS: Color Doppler

uncertain (ca. 10%)

uncertain

CEUS

wait and see

benign
e.g. cyst, hemangioma, FNH  

therapy

malignant

MRI percut. biopsy

approx. 90% definite

Diagnostic Pathway of newfound Brüderkrankenhaus Trierfocal liver lesions

US: B-mode

Effectiveness
(Treatment pathway)

Profitability
(Costs / DRG Revenue)

Efficiency
Productivity
(Costs/Service)

Treatment Case
(Value Chain)

Costs

Revenue

Type and
Number
of Services

What?

Service
Provision

How?

3

0 1 2 3

4 5 6
3417306
G60B
2011.04.12 09:34:00
2011.04.15 12:33:00

1 1-1 ECD; ECD

2 1-2 Sono Abdomen komp

3 1-3 Sono Laber mit KM

4 2-1 MRT-k1.Becken mit

5 3-1 Endosono Anorektu

6 4-1 CT-Thorax +Abdome

3417306 2011.04.12 09:34:00 2011.04.15 12:33:00 Stay 4 Day(s) / 3.1 Day(s)

1 Day 1 After 0 d 1 h 7 m 12.04.2011 10:41 (SON1/41000) ECD; ECD

2 Day 1 After 0 d 1 h 38 m 12.04.2011 11:21 (SON1/43000) Ultrasound of entire abdomen; Ultrasound of entire abdomen

3 Day 1 After 0 d 2 h 4 m 12.04.2011 11:38 (SON1/43150) Contrast-enhanced ultrasound of liver (Sono Vue)

4 Day 2 After 1 d 4 h 49 m 13.04.2011 14:23 (MRT3/63402) MRI-pelvis minor with contrast agents; MRI-pelvis minor

5 Day 3 After 2 d 5 h 45 m 14.04.2011 15:19 (SONM/47000) Endosono anorectal; endosono rectum

6 Day 4 After 3 d 0 h 16 m 15.04.2011 09:50 (CT2/22005) CT-Thorax and abdomen (staging); + abdomen + rectum

Organisation Chart

Cooperative Center Management

Medical Medical-Technical

Center Staff Position    Center Staff Position
Typing Service    IT 
Accounting
Secretary’s Office

Center Staff Position    Center Staff Position
Organisational Development   Customer Care
Process Optimisation    (Referring Physicians)
   Internal Medical Controlling

Medical-
Technical
Area
CT

Section
CT/MRI

Medical-
Technical
Area
MRI

Medical-
Technical
Area
Angio

Section
Angio

DR/CR/DL

Medical-
Technical
Area
DR/CR/DL

Medical-
Technical

Area
Nuclear Medicine

Section
Nuclear

Medicine

Medical-
Technical

Area
Ultrasonography

Section
Ultra-

Sonography

Section
Neuro-radiology

Focus Area
Vascular

Soft Tissue
Skeleton

CR: Imaging Plates   DR: Flat Panel Detector   DL: Screening

MRI

CT

CR/DR

Angio

US

NUC

Pa
tie

nt
 m

an
ag

em
en

t Management

Target:
One clinical question
One examination
appointment
One clinical answer by
the “Imaging Center”

Measuring

Optimizing

Measuring

The management of the imaging process must be up to the Imaging Center
(in coordination with the referring physicians) in order to optimise the imaging process!

The Imaging Centre

Imaging Pathway
Rectal Carcinoma

Preoperative Determination
of Cancer Spread

Imaging Center: Task – Tumor Staging

Imaging Center: TNM Stage 

Pelvis MRI (CE)

T < 3 b

Endoscopy

Suspicion:
Lung Filiae

Liver Filiae CT Thorax 

Thorax Image 
2 Levels

CT + CE
Abdomen
If required: 
Ultrasound
Liver (CE)

T >3 b or
distal third

CT + CE
Abdomen 
CT Thorax
If required:
Ultrasound
Liver (CE)

M
edical Q

uality 
S

ervice Q
uality

P
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uncertain

uncertain

- Examination
 number

- Day

Figure 7.    

Figure 6.    
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!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
The complete interview is on our website at: http://healthmanagement.org/c/imaging/issue/volume-13-issue-3-2013 
References are available on request from Claire Pillar, Managing Editor, HealthManagement, email: cp@healthmanagement.org

PERSPECTIVES ON ERROR 
DISCLOSURE IN RADIOLOGY 

Issues in Error Disclosure

What Motivated You to Research in 
the Area of Error Disclosure?
TG: Recognising how stressful medical 
errors can be on the patient-provider 
relationship, and realising how difficult 
it was to know what to say to patients 
when something had gone wrong. This 
motivated me to learn more about the 
problem, and develop tools and strate-
gies to help physicians and other clini-
cians respond to patients better in this 
difficult situation. 

Why Do You Think There Is Such a 
Gap Between Error Incidence and 
Disclosure, As Observed In Several 
Countries?
TG: I think for a long time everyone 
thought that the gap was mostly due 
to healthcare providers’ fear that dis-
closure would lead to litigation. It’s not 
that doctors and others don’t worry about 

being sued, but I think that other barriers 
like physicians’ shame and embarrass-
ment, their lack of comfort with the com-
munication skills associated with disclo-
sure, and the mixed messages they get 
from their institutions and malpractice 
insurers about disclosure are much more 
important barriers. 

What are Particular Issues for 
Radiologists in Error Disclosure?
SB: Radiologists don’t have primary rela-
tionships with patients, so they don’t get 
to form any kind of bonds with patients 
that might help them in more difficult cir-
cumstances. They are strangers, essen-
tially, to the patients.  Without any face 
time in advance of any adverse event, it’s 
an important obstacle. 
 The nature of radiology itself is signifi-
cant. Firstly, the abnormalities or poten-
tial errors are right there on a picture for 
everyone to see. There can be a lot of ret-
rospective bias. There’s a lot of overlap 
between what might reasonably be called 
normal, and what in retrospect might be 
discovered to be an error or an incorrect 
judgement. One might make a very rea-
sonable judgement about a particular 
finding that turns out to be wrong, but 
only in retrospect. The great majority of 
breast and lung cancers, for example, are 
in retrospect present on earlier studies. 
It’s a major challenge. Because we don’t 
have frontline relationships with patients, 
we as radiologists are vulnerable to how 
the primary level physicians might char-
acterise the misdiagnoses or misjudge-
ments that we make to the patient. If it 
was a reasonable call, but it turned out to 
be wrong, it can be characterised in any 
number of different ways by the primary 
physician, without the radiologist having 
any input into having that patient under-
stand the process of radiology and what 
actually happened.

Are There Notable Differences 
in Willingness to Disclose Errors 
Between Countries or Between 

Medical Specialities?
TG: There doesn’t appear to be a major 
difference between countries, interest-
ingly, because the litigation environ-
ment between countries varies a lot. 
There are differences between speci-
alities. When we looked at, for example, 
medicine versus surgery, surgeons are 
much more enthusiastic about disclo-
sure. However, when you ask them what 
they would say, they would disclose less 
information about what happened than 
internists. Mammographers have very 
conservative attitudes on disclosing 
errors, and there are also special chal-
lenges for radiologists. We see much 
bigger differences across specialities 
than we do between countries.  

Prof. Gallagher – In Your Study of US 
And Canadian Physicians’ Attitudes 
on Error Disclosure (Gallagher et al. 
2006), 55% Reported Involvement In 
a Serious Error. Did That Seem High 
or is it Borne Out by Other Studies?
TG: It’s a little hard to know, because 
studies that have looked at this have 
either used different definitions of error 
or the disclosure was self-reported. 
However, I wasn’t surprised by that 
number. If anything, it is probably a bit 
low. I think most physicians, at some 
point in their career, will have been 
involved in an error that causes serious 
harm to a patient. Healthcare is an inher-
ently complex and dangerous activity. 

In the Same Survey only 23% Did 
Not Report that Any of the Barriers 
Mentioned Would Make Them 
Less Likely to Disclose a Serious 
Error to a Patient. 75% Reported 
Relief After Disclosure. Did These 
Findings Surprise You? 
TG: No, our experience has definitely been 
that physicians find disclosure very diffi-
cult. They frequently experience a variety 
of barriers, which is why support of physi-
cians is so important, to help them over-
come some of those concerns. 

Interviewees 
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Professor Thomas Gallagher 
 
Department of Medicine 
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University of Washington 
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Introduction

Background

The Acute Admissions Unit

Radiology Staffing for the AAU

PROVISION OF A DEDICATED RADIOLOGY 
SERVICE FOR ACUTE HOSPITAL CARE

Image 1.     

Author 
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Methods

Results

ELECTRONIC HEALTH RECORD USE 
IN HOSPITAL CARE IN SPAIN
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Madrid 
 

P. Soley  
 
Chief Executive Officer 
Gerencia Metropolitana Norte 
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Table 1.    

Size
Small (0-99 beds)
Medium (100-399 beds)
Big (> = 400 beds)
University
Yes
No
Location
Rural
Urban
Urban - Regional capital

All Signo
hospitals (n=214)

60(28%)
98(45.8%)
56(26.2%)

_
_

_
_
_

Respondents
n(%)

2 (3.1%)
16 (25%)

46 (71.9%)

35 (54.7%)
29 (45.3%)

8 (12.5%)
25 (39.1%)
31 (48.4%)

Requirements 
Clinical documentation
Patient’s demographic characteristics 
Physicians’ notes
Nursing assessment
Discharge report
Radiology and laboratory results
Laboratory results
Radiology results
Additional test results
Radiology images
Laboratory results report
Computerised provider-order entry
Laboratory 
Radiology 
Medications
Medical consultants 
Medical orders
Support and alerts system
Clinical practice guidelines
Clinical order reminders
Drug alerts 
Results
Number of hospitals
Adoption percentage

Exhaustive EHR

x
x
x
x

x
x
x
x
x

x
x
x
x
x

 

25
39.1

Basic EHR

x

x

x
x

x
x

 

23
35.9

Requirements 

Clinical documentation
Patient’s demographic Characteristics 
Physicians’ notes
Nursing assessment
Discharge report
Surgical report
Radiology and laboratory results
Laboratory results
Radiology results
Additional tests results
Radiology images
Laboratory results report
Electrocardiographic tracing
Incorporation of external digital information 
Computerised provider-order entry
Laboratory 
Radiology 
Medications
Medical consultants
Medical orders
Supply chain
Support and alerts system
Clinical practice guidelines
Clinical order reminders
Drug alerts

Fully
implemented in 

all units

87.4
34.3
43.6
75

46.8

84.4
84.4
42.2
76.6
75
4.7
25

39.1
40.6
50

37.5
46.9
39.1

7.8
12.5
23.4

To initiate
soon 

1.6
6.3
7.8
1.6
14.1

3.1
3.1
10.9
4.7
4.7
29.7
20.3

23.4
20.3
10.9
18.8
18.8
9.4

17.2
6.3
14.1

There are no 
resources but 

there is intention

1.6
12.5
14.1
1.6
7.8

6.3
1.6
3.1
20.3
12.5

4.7
9.4
4.7
9.4
7.8
3.1

14.1
6.3
4.7

Not
planned

3.1
1.6

3.1

1.6
3.1

18.8
9.4

1.6

3.1
6.3
6.3

15.6
17.2
10.9

H o s p i t a l s  p e r c e n t a g e s  ( n = 6 4 )

Technical support for the implementation 
and maintenance
Security certification and warranty
Objective third-party evaluations
of EHR products
Incentives for implementation
Exempt physicians from all responsibility in 
confidentiality 

Hospitals with EHR 

87.5
81.3

77.1
62.5

39.6

Hospitals 
without EHR

62.5
62.5

56.3
50

25
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Discussion

 
Conclusions

References available upon request, 
lee@healthmanagement.org

Table 2. (above)      

Table 3. (above)      

Size
Small (0-99 beds)
Medium (100-399 beds)
Big (> = 400 beds)
University
Yes
No
Location
Rural
Urban
Urban - Regional capital

All Signo
hospitals (n=214)

60(28%)
98(45.8%)
56(26.2%)

_
_

_
_
_

Respondents
n(%)

2 (3.1%)
16 (25%)

46 (71.9%)

35 (54.7%)
29 (45.3%)

8 (12.5%)
25 (39.1%)
31 (48.4%)

Requirements 
Clinical documentation
Patient’s demographic characteristics 
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x
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84.4
84.4
42.2
76.6
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46.9
39.1

7.8
12.5
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Table 4. (above)      
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!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
The complete article is on our website at: http://healthmanagement.org/c/imaging/issue/volume-13-issue-3-2013 
References are available on request from Lee Campbell, Managing Editor, HealthManagement, email: lee@healthmanagement.org

THE WHO SURGICAL SAFETY 
CHECKLIST

Hospital risk management includes human factors and technical hazards as well as leadership, procedural, educational, 
financial and organisational issues. The World Health Organisation’s Surgical Safety Checklist is a multifunctional risk 
management tool related to all these fields. The checklist reduces perioperative morbidity and mortality. However, its 
effectiveness depends on correct implementation and performance. Not only checking of important items, but also 
communication, teambuilding, leadership, education and organisation are important.

A MULTIFUNCTIONAL HOSPITAL RISK MANAGEMENT TOOL

The Surgical Safety Checklist

A Multifunctional Risk 
Management Tool

Human Factors

Communication

Equipment

Leadership

Author 

Axel Fudickar 
 
Department of Anaesthesiology and 
Intensive Care Medicine 
University Hospital Schleswig-Holstein  
Germany 
 
 
axel.fudickar@uksh.de

Useful Links 

-
mentation manual http://www.who.int/patient-
safety/safesurgery/ss_checklist/en/index.html 
 

[video]. www.youtube.com/watch?v=CsNpfMldtyk 
 

c h e ck l i s t  [v i d eo]  w w w.yo u t u b e . co m /
w at c h? v=R Eye r s2 A Ae I& fe a t u re=re l a t e d 
 

-
mentation manual http://www.who.int/patient-
safety/safesurgery/ss_checklist/en/index.html 
 

[video]. www.youtube.com/watch?v=CsNpfMldtyk 
 

[video] www.youtube.com/watch?v=REyers2AAeI&
feature=related
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THE RADIOLOGY DEPARTMENT 
AS PARTNER IN BRIDGING THE 
KNOWING-DOING GAP 

Plastic Organic Groups as
an Innovative Work Method 

Leadership in Plastic Organic 
Groups  

Conclusion  

HOW CAN LEADERSHIP ENCOURAGE RADIOLOGISTS, SECRETARIES, RADIOGRAPHERS, 
CLINICIANS, AND NURSES TO DEVELOP INNOVATIVE PATIENT PATHWAYS?
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The Card iovascular and Interventional 
Society of Europe (CIRSE) has recog-
nised the importance of RDN to interven-
tional radiology and set up a Task Force in 2013. 
 
The Task Force is chaired by Prof. Jon Moss (Glasgow/
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Key Points 

 
 fast and viably.

 
 patient pathway. 

 
 clinical practice and overcome common barriers.

Background 

Sympathetic Nervous System Catheter-Based
Renal Denervation

INTERVENTIONAL RADIOLOGY AND 
RENAL DENERVATION

“a multidisciplinary approach to renal 
denervation is essential”
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The Renal Denervation Team

The Technology

Evidence Base for RDN

Other Indications

The Future

30%
Untreated

35%
Treated but
Uncontrolled

35%
Treated &
Controlled
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Introduction

Pre-Intervention Stroke Care

Imaging in Acute Ischaemic 
Stroke  

Intra-arterial Thrombolyis (IAT)  

INTERVENTIONAL RADIOLOGY AND 
STROKE THERAPY
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Further information 

Images to accompany this article are available on 
our website at http://healthmanagement.org/c/
imaging/issue/volume-13-issue-3-2013©
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Mechanical Thrombectomy

Conclusion
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Interviewees 

Prof. Dominique Le Guludec  
 
EANM Congress President 2013 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Prof. Dr. Fred Verzijlbergen 
 
EANM President 2013-2014 
 

What does the annual congress have 
to offer? 
DLG: The annual congress is the most impor-
tant event each year for our community, 
because it’s the only place where everybody 
meets. Everyone involved in the field of nuclear 
medicine – doctors, technologists, physicists, 
radiopharmacists, industry – all partners are 
there. There are plenty of sessions – scientific 
sessions, CME sessions, sessions for tech-
nologists, symposia and plenaries with very 
famous lecturers. There is also a big industry 
exhibition, and an opportunity to have fun. All 
CME sessions are online after the meeting, 
at http://eLearning.eanm.org/, so people who 
couldn’t come can also enjoy them. That’s 
important for our community.

FV: People come for the science. They want 
to learn about the newest ideas and innova-
tions, but they also want to meet colleagues 
and to hear about their ideas on how to treat 
patients and how to perform diagnostic pro-
cedures. The focus is on education and inno-
vation but also to an extent on meeting friends 
and having an enjoyable time together.

What were the highlights of EANM 
2013 for you?
DLG: The increased number of abstracts 
submitted on PET. New tracers and radi-
opharmaceuticals are of huge importance, 
as is the use of bioimaging in the manage-
ment of therapy in all fields, including oncol-
ogy, cardiology and neurology.  

FV: As President I don’t get much time to 
hear the presentations, so my highlights were 
meeting colleagues and friends, not only from 
EANM but also from other countries – the U.S., 
India, Japan – and planning for the future in 
relation to education, training and research. 

More highlights of EANM 2013 in Lyon 
at http://www.flickr.com/photos/
officialeanm/

This is the second time the congress 
has been in France, and the first time 
in Lyon. Please tell us about the state 
of nuclear medicine in France. 
DLG: Nuclear medicine in France is quite a 
big specialty. We have 217 nuclear medi-
cine departments, 468 gamma cameras, 
one-third of them equipped with CT, over 

115 PET-CT machines and 31 cyclotrons, 
including four cyclotrons only for research. 
There is extensive research on bioimaging in 
France, with more than 80 groups and over 
1000 people involved. During the past 12 
years more than 15,000 papers have been 
published in imaging journals, with a quarter 
on nuclear medicine. Progress in the field is 
being fostered by France Life Imaging (FLI), a 
project to establish a coordinated network of 
in vivo biomedical imaging research through-
out France (see http://its.aviesan.fr).

Why did EANM change its logo and add 
the slogan "biomedical imaging and 
therapy for personalized healthcare"?
FV: It emphasises better what nuclear medi-
cine is doing. Many people are unclear about 
the nature of nuclear medicine – they have fan-
tasies about it and think terrible things – but 
the term “biomedical imaging” emphasises 
that we are imaging a biological process. We 
are able to visualise what is happening in the 
body in healthy people, but also in people who 
are ill. If we can image that, we can also follow 
the process and visualise what’s happening 
during treatment. It gives us a lot of opportu-
nities to really attract attention to the biologi-
cal process in the body. This is very interest-
ing because nowadays we are all focussing 
on personalised medicine in many ways, which 
means that we are trying to find medications 
and treatments which are dedicated to a spe-
cific situation for a person or a small number of 
patients with a particular disease. If you are able 
to focus on that, have the means to visualise 
that, then it makes you very strong.

Please tell us more about the EANM.  
FV: The heart of the EANM is within training 
and education. We have a European School 
of Nuclear Medicine (ESNM) and organise 
training in Vienna, which includes all kinds of 
courses for physicians who want to be edu-
cated in nuclear medicine, together with radi-
ation oncologists. In addition, we organise 
courses in Central and Eastern Europe. That 
is the main task of the EANM: to educate and 
train our young residents, as well as older 
medical specialists who want to improve in 
their work. We also have the scientific side 
of the EANM, with a lot of scientific commit-
tees working on different issues. Then there 
are organisational matters, including making 
ourselves visible to other organisations – that 

is more about the future.

What barriers have you encountered 
inside and outside the EANM?  
FV: There are not so many barriers. There 
were issues in the last few years about col-
laboration with radiologists, and some author-
ities in Europe are not sufficiently aware of 
what nuclear medicine is doing, but beyond 
that there are no major obstacles. There are, 
however, some minor issues like radiation pro-
tection. We have to be very aware that we use 
a small amount of radiation and have to defend 
that. We have the knowledge and are able to 
demonstrate and defend what we are doing. 

What are the recent developments in 
the relationship between nuclear med-
icine and radiology?    
FV: We can collaborate with radiology. A 
younger generation is coming through which 
is more interested in education and coopera-
tion, including finding the best ways of stud-
ying and imaging particular diseases. Things 
are definitely improving, and in the next few 
years there will be more collaboration. 

What will be the next task you have to 
cope with after the congress?    
FV: We need funding. The EU has granted 
more than €63 billion for research, and 
nuclear medicine needs a lot of money for 
research. We want to find partners for the 
research we want to perform – to find better 
radiopharmaceuticals and improve in the 
area of personalised medicine (see resEARch 
4 Life http://earl.eanm.org).  These partners 
could be from other clinical fields, for instance 
cardiology and oncology, but also from areas 
like radiation oncology and radiology. The 
choice of partner will vary depending on the 
issue we want to study.
 
What are the challenges for nuclear 
medicine in Europe outside the EANM?   
FV: The most important one for me is making 
ourselves visible. The EU should know that if 
they discuss personalised medicine and bio-
medical imaging, they have to go to the EANM. 
It is not easy to ensure such visibility because 
most authorities are not aware of nuclear 
medicine, and we therefore have to go to the 
European committee, the Parliament, and find 
those bodies that are interested in this. This is 
a very important issue for next year. 

FOCUS ON NUCLEAR MEDICINE
The European Association of Nuclear Medicine (EANM) recently held its annual congress in Lyon, France. HealthManagement 
caught up with EANM President, Professor Fred Verzijlbergen (FV), and Congress President 2013, Professor Dominique 
Le Guludec (DLG), to learn their thoughts on the congress, the role of the EANM and the direction of nuclear medicine. 
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What attracted you to nuclear medi-
cine as a specialty? 
DLG: I used to be a cardiologist. I moved to 
nuclear medicine because I thought it was 
really innovative and had a lot of new ideas 
and tools for healthcare. Nuclear medicine 
represents biology in vivo. That’s a tremen-
dous field of improvement of healthcare. It 
has fulfilled all my expectations.

FV: I trained as a clinical doctor, in internal 
medicine. At the end of my training I started 
working in a department of nuclear medicine, 
for research. I added nuclear medicine train-
ing to my internal medicine training, and was 
able to work in a hospital where I could spend 
time as a specialist in internal medicine for 
one day a week and the rest of the time in 
nuclear medicine, as well as doing some sci-
entific work. For me that was the ideal com-
bination – see patients, do research and work 
in a laboratory facility. It’s an absolutely fasci-
nating and always thrilling combination. It’s 
lived up to my expectations. 

How important is it for healthcare 
management to be more efficient in 
regards to nuclear medicine? 
DLG: Management is important in all fields 
of medicine. I am chief of a department 
and chief of a research group, so there’s a 
lot of management of human and financial 
resources and management to ensure com-
pliance with laws. We have a lot of rules in 
nuclear medicine in relation to radiation pro-
tection, the use of radiation, the role of radi-
opharmacy and so on. A large part of our 
work is management, so it’s important to 
be efficient in the use of public resources. 

FV: Nowadays, because of economic prob-
lems, resources for hospitals are decreas-
ing everywhere in Europe. What you see is 
that doctors are performing diagnostic pro-
cedures in a more stringent way. They think 
twice before they ask the nuclear physician 
to perform the procedure. The result is that 
we perform fewer studies. In many situa-
tions that is good because we save money 

and limit radiation to the patient, but han-
dling this situation is also a challenge for 
the hospital and the department of nuclear 
medicine. I think we are approaching a point 
where we are able to work very efficiently 
and save as much money as we can, while 
also improving the quality of procedures. 
That involves management at the hospital 
and the nuclear medicine department level. 
We have to spend a lot of time on that.  
 
For more information on the EANM and 
EANM 2014 in Gothenburg, Sweden, 
please visit

 
Watch the full interview at

 
For any questions, please contact:

Professor Sechtem, what motivated 
the ESC to revise the guidelines pre-
viously in effect? 
The ESC has the policy to revise guidelines 
every 4-6 years. Hence, the 2006 guidelines 
were up for revision. Of course, the field has 
moved forward considerably in the mean-
time and a lot of new publications needed 
incorporating.

It appears that ECG should no longer 
be the initial test of choice in the diag-
nosis of CAD. How important are the 

advancements made in medical imaging 
technology for these recommendations?
It is in fact the ECG itself with its subopti-
mal test properties which induced us to limit 
the role of the ECG in the current guidelines. 
Nevertheless, the ECG is still a good tech-
nique as long as the pretest probability of 
patients with suspected stable CAD is below 
65%. The low sensitivity of about 50% of the 
exercise stress ECG makes testing at higher 
pretest probabilities, however, not useful. This 
is because at such high pretest probabil-
ities the number of false negative tests will 
become unacceptably high. In contrast, all 
imaging techniques have a better sensitivity 
and are hence better especially for patients 
at pretest probabilities between 65 and 85%. 
Above a pretest probability of 85% all testing 
will result in increasing numbers of false nega-
tives which led us to recommending no addi-
tional testing in those patients (elderly males 
with typical angina) for the purpose of making 
the diagnosis of stable CAD.

The new guidelines place an unprece-
dented emphasis on local expertise avail-
able in each health centre. Will this not be 
of disadvantage to those not equipped 
with the latest imaging systems? 
It is not necessary to have the “latest imaging 
systems”. More important than the latest 
equipment is the local expertise which refers 
mainly to the interpretation skills of those per-
forming the test. However, for coronary CTA a 
64-line state-of-the-art CT is required.

The recommended revised diagnos-
tic algorithm for diagnosing CAD is now 
relying on pretest probability. Why is this 
so significant? 
Pretest probability has always had a role in 
choosing the right diagnostic tool. However, 
in the previous guideline of the ESC this 
role was not as explicitly defined as it is 
now. Pretest probability as outlined already 
above when discussing the exercise stress 
ECG is important for optimal use of health 

NEW EUROPEAN SOCIETY OF 
CARDIOLOGY (ESC) GUIDELINES 
ON THE MANAGEMENT OF STABLE 
CORONARY ARTERY DISEASE

Interview 

Prof. Dr. Udo Sechtem  
 
Chief, Division of Cardiology and 
Pulmology 
Robert Bosch Hospital 
Stuttgart, Germany 
 
HealthManagement Editorial Board 
member
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resources. For instance, a young lady with 
atypical chest pain has such a low probabil-
ity of stenosing CAD that performing any test 
will more likely result in a false (false positive) 
test result than when assuming that she has 
nostenosing CAD on the basis of a pretest 
probability being smaller than 15%. 

How have these new guidelines been 
received in practice? Has the ESC col-
lected any feedback from cardiologists 
who have already adopted them? 

The process of adopting guidelines is a long 
one and a lot of educational effort is needed 
to popularise the guidelines. Until now we have 
had some educational sessions at the ESC 
Congress in Amsterdam and a Webinar has 
been broadcast and is now available online 
(http://www.escardio.org/education/eLearn-
ing/webinars/general- cardiology/recordings/
Pages/patient-with-stable-angina.aspx). 
 Another Webinar will be broadcasted 
in December 2013 led by Professor Gilles 
Montalescot and it will focus on the 

therapeutic aspects of this guideline.

What are your predictions for the 
future with regards to medical imaging 
and disease diagnosis?  
I am afraid that we physicians will lose our 
free choice of test frequencies and test 
modalities in the future. The expenses for 
medical imaging have risen so dramati-
cally that some restrictions by authorities 
will likely apply to our future choices. 

What are the main professional challenges 
for a radiologist working in Russia today?
One of our major problems is infrastructure. 
While our government has bought a lot of equip-
ment, we still need more. Very few hospitals are 
equipped with PACS and RIS, and these systems 
are from different vendors and usually they are 
isolated from each other. Very few people under-
stand how to proceed further with them. 
 The number of radiologists is Russia is quite 
high, above 14,000 (just in public healthcare, 
not counting the ones in the private sector), 
and including nuclear medicine and ultra-
sound specialists it is about 27-29,000. 
However, even in big cities like Moscow there 
is a shortage of radiologists educated in high 
tech medical systems who can work effec-
tively with MRI, PET-CT and so on. In part this 
is because of low salaries. I know it is a problem 
for many European countries, but it is acute for 
Russia too. Secondly, we have the old system 
of education for radiologists, from Soviet times, 
which was mostly working with classical x-ray. 
Now we have CT, MRI etc. in the curriculum, but 
the duration of training is not enough. Many 
teachers of radiology must be upgraded and 
motivated to do so, which again can be hard 
because of low salaries. I teach a lot, but most 
of us do it pro bono to improve things. This 
cannot work on a big scale and last forever. 
We need a programme to ‘teach the teachers.’

Is demand for medical imaging increasing?
It is, because our surgical interventions are devel-
oping. In Russia surgeons do all kinds of oncolog-
ical, cardiovascular procedures etc., so demand 
for imaging is going up and up. Also our health-
care administration recently announced (from 
my point of view a very good decision) they think 
we have too many hospital beds with compar-
atively underdeveloped outpatient centres. They 
want to improve outpatient services and do as 
many examinations and medical procedures in 

outpatients. We need more equipment and qual-
ified radiologists for this.

Are waiting lists for imaging exams a 
challenge in Russia?
It is difficult to know the whole picture, but in 
Russia I never heard complaints about long 
waiting lists. In my department, which is quite 
large, the longest wait is 2-3 days. If there is a 
need for urgent exam we do it on the same day. 

Are departments of radiology in Russia 
commonly audited and accredited for 
quality levels?   
No they are not. However, we have state control 
on radiation exposure. We have special bodies, 
which control the work of radiological equip-
ment, radiation exposure to patients and staff 
and carry out regular checkups about radiation 
exposure. We have a national law on radiation 
safety. Quality of medical care is a very poorly 
shaped field. In general the ministry of health 
does formally care about quality, but practically 
there are no measures for it. We provide annual 
reports to the ministry, but it’s in numbers, how 
many procedures, of what kind. Sometimes we 
are asked about the number of our mistakes. 
Usually I believe they are a little bit diminished, 
so these are the tip of the iceberg. 

Does the size of the country affect 
access to imaging services?
Yes, due to the difference in population density 
across the country. Russia has 89 regions, 
some of which are bigger than many European 
countries. There are very big discrepancies in 
quality of radiology services across Russia. 
In big cities you can find hi-tech equipment, 
including PACS, PET/CT etc., and in small cities 
still there is not enough hi-tech equipment 
and there are problems with staffing. 

To what extent is teleradiology used in 

Russia? Is teleradiology regulated by 
specific national laws?  
Due to the differing access to services, there 
is big demand for teleradiology. We are at the 
beginning of teleradiology. Just this year my 
hospital started a pilot project to provide a tel-
eradiological service for the Russian Far East, 
for Vladivostock and cities and towns in the 
area. It does not mean we are taking jobs from 
them. We are helping them, showing them 
how it could be done, as a kind of outsourcing. 
The final part of the project is that each region 
should establish centres for teleradiological 
services in their own territories. In no way are 
we suggesting that Moscow will provide a 
service for the whole territory.
 There are no official regulations on telera-
diology, how it should be done. The Ministry of 
Health has plans to develop regulations. 

Is outsourcing an issue in Russia?
Outsourcing is not a problem for public health-
care, as few people abroad can speak Russian. 
Patients can of course apply to a hospital or tel-
eradiology company abroad for a private con-
sultation. The only way for outsourcing, given 
the shortage of radiologists, is for top radiologi-
cal centres to assist with clinical consultations 
in cases of difficult patients, provide training for 
future consultants in the field, and help regions 
to create their own teleradiological centres. 

Are radiologists under threat from 
competitors?
So far it’s not a big problem for my country. 
From time to time we face cardiologists, 
for example, saying that they want to do a 
cardiac MRI or CT, but according to our reg-
ulations, only radiologists can do these. For 
ultrasound every medical doctor can perform 
it, after proper training. For CT and MRI we are 
not facing competition, and I hope this stays 
for the coming years.

RADIOLOGY IN RUSSIA

Interviewee 

Prof. Valentin Sinitsyn  
 
Chief of Radiology Department 
Federal Centre of Medicine and 
Rehabilitation  
Moscow  
 
President, European Congress of 
Radiology (ECR) 2014 
 
President, European Society of Cardiac 
Radiology 
 
vsini@mail.ru 
 
 
 
https://twitter.com/val_sin  
 
 
 
 
http://rusrad.blogspot.com
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What is the Russian approach to dose 
management and radiation exposure? 
We have a national system of control of radi-
ation exposure and we have a law that every 
medical record includes a table of the radia-
tion dose the patient received. Our govern-
ment has guidelines on how dose should be 
done, comparable with international guide-
lines. However, the major issue in Russia is 
knowledge of radiation exposure. Russian 
doctors are quite sensitive to their own expo-
sure, but probably they should be more con-
cerned  about the patient’s exposure. Still a 
lot should be done to promote dose according 

to ALARA (As Low as Reasonably Achievable) 
principles, in children and young adults, in par-
ticular. In our department, we were the first (in 
Russia) to perform low dose cardiac CTA. You 
can cut down exposure 4-5 times less and 
provide the same diagnostic information. It is a 
great step forward. This is a big issue for edu-
cation, and with the involvement of industry, 
and our radiological community, we need to 
think not only about the right exam, but also 
about radiation exposure to patients. We can 
do more to decrease exposure even further.

Please tell us about the Russian 
Association of Radiologists: what are its 

most important activities today? 
The Russian Association of Radiologists 
(RAR) is our major national radiological 
society. We have also several subsocieties – 
on interventional radiology, cardiac radiology 
and so on. I feel our national society needs 
to be more active in education, professional 
CME and dealing with our Ministry of Health. 
All regulations and standards etc., which the 
ministry develops should be done with the 
involvement of professional organisations. 
Outside of Russia the European Society of 
Radiology (ESR) has nearly 1000 Russian 
members, which is a tremendous growth 
over the last few years. We cannot get all 
knowledge in our own country. Today radiol-
ogy is international. I teach a lot of medical 
students, residents, fellows and I tell them 
to please learn English. You don’t need to be 
perfect, but you should be good enough to 
understand scientific literature. 

You are Chief of the Radiology 
Department at the Federal Centre of 
Medicine and Rehabilitation in Moscow. 
What are its activities today? 
I came five years ago. It was a challenge, and 
I have reshaped it completely. Now I have a 
new team of mostly young motivated doctors 
who want to work better and be part of the 
international community. We are a teach-
ing base for Moscow State University, the 
top educational institution in our country. We 
provide radiology electives, and medical stu-
dents come to our department, I encourage 
them to attend international congresses, e.g. 
ECR provides free places to medical students. 
 We do approximately 5-7,000 radiological 
examinations per month (70,000 -80,000 a 
year). We do practically everything – breast, 
brain, spine, abdominal, cardiac, emergency, 

nuclear medicine, interventional procedures,  
you name it, we do it. Our young doctors 
should be more or less well trained in all 
these fields. Later on they can sub-special-
ise. When necessary we send doctors over-
seas for further training One has to be part of 
the international radiological community, to 
follow the best examples of our profession.

Your current roles include: President of 
the European Congress of Radiology 
2014, President of the European Society 
of Cardiac Radiology and Board member 
of the Russian Association of Radiology. 
How do you balance these activities with 
your clinical/medical work?  
It takes a lot of my time, but I like it. Each term 
of duty is good for one thing, and I approve 
that there is room for everybody, and you 
cannot hold the same position twice. I get the 
opportunity to use my invaluable experience 
from working in the framework of ESR and the 
European Society of Cardiac Radiology for the 
benefit of my department, my colleagues, stu-
dents and residents and for Russian radiology. 
I spend as much time as I can in my depart-
ment. I still do clinical work, write reports, 
consult on difficult clinical cases and I am 
involved in educational activities. We run a 
course in English for Russian-speaking radiol-
ogists (ESOR  - European School of Radiology 
- from ESR) , which has faculty from Russia 
and overseas. This year we ran it for the 5th  
time, and we will continue this.
 As I am President of ECR 2014, the congress 
will include the session “ECR meets Russia”. 
More and more Russian radiologists are involved 
in the activities of ESR and its sub-societies. I 
hope it will be a lot of help to the further devel-
opment of Russian radiology, and bring us closer 
to the best U.S. and international standards. 

You are active in social media, running a 
blog and tweeting. Why do you think radiol-
ogists should get involved in social media?
Radiologists who are going to be part of inter-
national radiology should be involved. It’s the 
best way to get up-to-date. All the top infor-
mation can be obtained only from the inter-
net - from blogs, Facebook, Twitter, includ-
ing the ones run by the European Society 
of Radiology. These are all excellent tools to 
communicate with our friends in the front-
line of radiology, and be the first to get news 
from publications, journals and congresses. 
I cannot be at all of the international con-
gresses, and social media gives me the 
opportunity to get highlights. I am very happy 
that all top journals, including your journal, use 
social media, send out highlights, tables of 
contents, and provide e-learning, internet edi-
tions and special portals. 

Total population
As percentage of total population:*
 Urban
 Rural
Gross national income per capita (PPP international $)
Life expectancy at birth m/f (years)
Probability of dying under five (per 1 000 live births)
Probability of dying between 15 and 60 
years m/f (per 1 000 population)
Population decrease % (2011)*
Total expenditure on health per capita (Intl $, 2011)
Total expenditure on health as % of GDP (2011)
No. of physicians per 10 000 population (2010)*
No. of hospitals (000s) (2010)*
No. of hospital beds per 10 0000 population (2010)*
Number of medical institutions render-
ing out-patient services (000s) (2010)*

143,000,000

74
26

20,560
63/75

10

351/131
-0.9

1,316
6.2
50.1
6.3
94

15.7

Statistics

Radiology Equipment 
X-ray units 36700
CT 1300
MRI 600
Angio units 410
SPECT 380
PET and PET/CT 21
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RADIOLOGY IN SOUTH KOREA
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Healthcare in South Korea 

 

Medical Imaging  

 
The Korean Society of  Radiology   

Total population
Gross national income per capita (PPP international $)
Life expectancy at birth m/f (years)
Total expenditure on health per capita (Intl $, 2011)
Total expenditure on health as % of GDP (2011)

49,003,000
30,370
77/84
2,181
7.2

Statistics

MRI units per million population 23.5 
CT scanners per million population 37.1
MRI exams per thousand population 19.6
CT exams per thousand population 129.3 ©
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!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
The complete article is on our website at: http://healthmanagement.org/c/imaging/issue/volume-13-issue-3-2013

International Outreach  
Quality Management   

Women Radiologists   
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CIRSE 2013
ANOTHER TRIUMPH FOR THE WORLD’S LARGEST CONGRESS ON INTERVENTIONAL RADIOLOGY!

Leaders in Endovascular
Interventions

Statistics from the Congress 

© Cardiovascular and Interventional Radiological Society of Europe, www.cirse.org©
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Streaming to the Masses   

A Hub for Industry 

InspIRing the Future 

© Cardiovascular and Interventional Radiological Society of Europe, www.cirse.org © Cardiovascular and Interventional Radiological Society of Europe, www.cirse.org

© Cardiovascular and Interventional Radiological Society of Europe, www.cirse.org
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December 2013 

December 1-3
ICI Innovation Awards, 
Tel-Aviv, Israel
www.icimeeting.com

December 1-6
RSNA, Chicago, U.S
www.rsna.org

December 11-14
EuroEcho-Imaging
Istanbul, Turkey
www.escardio.org

January 2014

January 9-13
SCCM,
San Francisco, U.S
www.sccm.org

January 27-30
Arab Health,
Dubai, UAE
www.arabhealthonline.com

February

February 23-27 
HIMSS, Orlando,
Florida, U.S
www.himssconference.org 

March

March 6-10 
ECR, Vienna, Austria
www.myesr.org

March 8-10 
EuroPRevent
Amsterdam, the Netherlands
www.escardio.org

March 10-13 
ECCMID, Barcelona, Spain

www.eccmid.org 

March 18-21 
ISICEM , Brussels, Belgium
www.intensive.org 

March 26-28 
EAHP, Barcelona, Spain
www.eahp.eu

 
April

April 2-4  
WoHIT/E-Health Week,
Nice, France
www.worldofhealthit.org

April 10-12  
II International Congress on Health 
and Tourism,
Albufeira, Portugal
www.aptsbe.com

April 23-26  
ECIO, Berlin, Germany
www.ecio.org

May

May 6-8 
CONHIT, Berlin, Germany
www.conhit.de
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