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patient’s role and ask ourselves how we would like to be treated.
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pairing of credentialing in diagnostic radiography with CT, ultrasound, and mammography 
in current and future needs.
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As healthcare costs and quality continue to be investigated by industry professionals, 
previous research continues to support the direct relationship between the overall patient 
experience and employee job satisfaction levels. 
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By Debra L. Murphy

Care and Costs

I’m having knee surgery. Since I made the decision to have it done, 
I’ve felt like a secret shopper. I did the research, checked quality ratings, 
looked at costs, and conducted all around due diligence. Instead 
of going undercover to see if a waiter is attentive or a store clerk is 
knowledgeable, I paid attention to how the MRI tech made me feel  
(comfortable), how friendly the scheduler was (boy, was she chatty), 
and how well the surgeon listened to my concerns (he even made eye 
contact!). Ultimately, I wanted to know—how much do I matter to this 
particular hospital and physician’s office? 

Patient driven care. It matters to you, as healthcare administrators, in 
a very complimentary way that it matters to me, the patient. While I’m 
looking to have a successful surgery with out of pocket costs kept to a 
minimum, you want to assure quality and get paid for the services you 
provide—synergistic, perhaps, but not at all simplistic. 

The content that AHRA produces centers around the work you do 
to provide the best care with an eye on the bottom line. In this issue of 
Radiology Management, “Improving Customer Service with Accommo-
dations and Recognition,” (p. 15) drives home the point that there is 
little money required to place yourself in the patient’s role and ask how 
you would like to be treated. However, the article on accounting basics 
(p. 23) is a straight forward reminder of how it does take some financial 
savvy to actually provide that care. 

If you read this before October 14, be sure to join us for the virtual 
Fall Conference keynote webinar by Dr. Zeke Silva: “Patient Centered 
Care: The Right Thing To Do and Why Not Get Paid for It.” It’s not 
sufficient to assume the patient is the core focus of the work being 
done in hospitals every day. It has to be demonstrated and measured. 
Current and future payment models depend on it. Find out more at 
www.ahraonline.org/FallConference.

And if you need me, I’ll be busy filling out my post-op patient satis-
faction survey. 
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By Paul Dubiel, MS, RT(R), CRA, FAHRA

Leadership 2016 

editorial

I sat in front of my TV this summer 
watching the two political conventions 
followed by what seemed to be endless 
network coverage all critiquing, criticiz-
ing, and looking for any sign of weak-
ness or inconsistency. I was struck by 
the overall negativity that turned what 
should be an uplifting and positive dis-
play into something more akin to pre-
school children arguing over which 
superhero would win in a fight.

While I watched this mess unfold in 
front of mine and the country’s eyes I 
couldn’t help but find myself drifting 
away from the speeches and rhetoric 
to think about what really does make a 
good leader. And wondering if I live up 
to the same expectations I have for our 
next president, regardless of who ulti-
mately wins the race.

When I think about what I expect in a 
leader, especially someone who needs to 
lead in a time of change and uncertainty, 
I don’t just think about technical knowl-
edge or credentials that someone has 
acquired through years of schooling or 
how long they have been in a role. Letters 
after your name don’t mean much when 
you are faced with making difficult deci-
sions about staffing or services that you 
may need to cut to make budget. When I 
think of qualities I want to see in a leader 
I think about the intangibles—how they 
represent themselves and the organiza-
tion, how they interact and treat everyone 
around them, not just their superiors or 
their equals in title. 

While book knowledge and experience 
in management are extremely important 
in running a department, those features 
alone will not make you a successful 
manager or a good leader. What you do 
or say to the staff member struggling to 
get competent, or who is having family 
issues that are impacting their work, or 
the person who needs all your attention 
and energy to get through the day is what 
makes a great leader. It isn’t enough any-
more to only know numbers, formulas, 
and regulations. Being a leader means 
making the hard and difficult decisions 
and being able to present them to the 
staff in a mature and compassionate 
way. It means being available to your 
staff, being open to their suggestions and 
ideas, it means listening before speaking, 
and it means being there when they need 
you to listen to them vent about life. 

I have a rule that I don’t go out with 
my staff for after work outings. I don’t 
friend any of my co-workers on Face-
book or Instagram or follow any of them 
on Twitter. I like to keep work and fam-
ily separate. That doesn’t mean I don’t 
care about my staff or don’t know any-
thing about them and their lives away 
from the hospital. It doesn’t take much 
to be the leader who your staff can trust. 
A friendly and sincere hello in the morn-
ing, asking how a child did in school or 
some sporting event, asking how a sick 
parent is feeling are all examples of how 
a leader works with their staff to show 
compassion and empathy. It isn’t always 

the grand gestures or actions that a staff 
person needs to see from their leaders to 
realize that they care about them. Some-
times it’s the small things that matter the 
most to an associate and what turns a 
manager into a leader.

It’s not always easy to make that 
leap from manager to leader. There are 
plenty of times when I am not in the 
mood to be that person available to staff. 
On more than one occasion I would be 
in my office when someone would come 
in to talk and my first thought would 
be, “Why didn’t I close the door?” You 
could be dealing with a huge problem 
or catastrophe and you feel like you are 
just rearranging the deck chairs on the 
Titanic and this person wants to show 
you pictures of their cat being cute and 
all you want to do is tell them to go 
away. But you don’t because you know 
that they are one of your better employ-
ees willing to do anything they can to 
make the department run as smooth as 
possible so you stop what you are doing 
to look at the video of a cat chasing a  
Doberman up a tree. And you realize 
that you just made that person’s day a 
little better and that they will go out there 
and be an advocate for your department, 
your patients, and for you.

In the end, while volumes, expenses, 
productivity targets, regulations, require-
ments, etc, etc are all important and need 
to be addressed, nothing is more impor-
tant than relationships and keeping staff 
engaged and feeling part of the process 
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and part of the team. While your job is 
to manage all the technical and financial 
aspects of the imaging department it is 
also necessary to lead the people within 
the department. To be an example to 
them of what it means to be in health-
care, to be in imaging, and to be a part of 
other people’s lives. I am an avid reader 
of the AHRA Forum (www.ahraonline.
org.connect). I read the posts daily and 
try to contribute whenever I can. One of 
the things I most enjoy about it is Jim 
Sutton’s management quotes of the day. 
In a recent post there were a few exam-
ples of what I hope I communicated in 
this column: 

“People want to know how much you care 
before they care how much you know.”

—James F. Hind

“It’s not true that nice guys finish last. Nice 
guys are winners before the game even 
starts.”

—Addison Walker

“Goodness is the only investment that 
never fails.”

—Henry David Thoreau

Be a leader and an example to every-
one you come in contact with and you’ll 
have a productive and happy team. You 
can’t do it alone no matter how many 
degrees or years of experience you have 
as a manager. Your most critical and 
precious assets are the people you work 
with. For you to be successful they need 
to be successful. Learn to lead them and 
the managing stuff will be easy. 

Paul A. Dubiel, MS, RT(R), CRA, FAHRA has been the 
senior director, imaging at Seton Family of Hospitals 
in Austin, TX since 2002. An AHRA member since 1993, 
he is currently editor-in-chief of Radiology 
Management and has volunteered for numerous 
other task forces and committees. Paul can be 
contacted at pdubiel@seton.org.

editorial
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regulatory affairs

You may know where Donald Trump 
stands on building a wall, or where Hill-
ary Clinton stands on mandating equal 
pay for women, but what about their 
healthcare proposals? While perhaps not 
the dominant issue it once was during 
the Affordable Care Act (ACA) debate, 
federal healthcare policy may be sig-
nificantly altered again as a result of this 
election. While it is not our role to pro-
mote Trump over Clinton or vice versa, 
we do feel that AHRA members should 
understand what to expect given the 
potential outcomes of the election. 

Of course, any true election analysis is 
complicated by the numerous potential 
combinations of who controls the White 
House, Senate, and House of Representa-
tives. While the presidential candidate’s 
platforms are important to examine, the 
make-up of the Senate and the House 
will play a large part in determining what 
policy proposals actually make it across 
the finish line. 

No Matter What
MACRA Implementation
There are certain policies that, regard-
less of what happens in November, are 
widely expected to continue. Most nota-
bly, the Medicare payment reforms ini-
tiated by last year’s passage of MACRA 

(Medicare Access and CHIP Reautho-
rization Act) enjoy bipartisan support. 
However, the implementation of these 
reforms will continue to be a hot topic 
in the healthcare industry for the fore-
seeable future. The legislation gives the 
administration significant authority to 
develop the granular details for how 
the law will function. A new adminis-
tration would be able to tweak those 
provisions—ie, reducing the report-
ing period from a year to 90 consecu-
tive days. Barring an act of Congress, 
MACRA is here to stay.

Cadillac Tax Delay or Repeal
One aspect of the ACA that we expect 
to be revisited is the 40% excise tax 
on expensive employer health benefit 
plans colloquially referred to as the 
Cadillac Tax. The tax has already been 
delayed for two years by Congress and 
both business and labor interests have 
joined forces to support eliminating the 
tax altogether. The tax was designed to 
discourage individuals from picking the 
most expensive (and most generous) 
health insurance. Such “Cadillac” plans 
often had low deductibles and co-pays 
which economists argued led to overuti-
lization of healthcare and higher health-
care costs. While the Cadillac Tax is 
certainly unpopular, Congress may find 
it difficult to replace the $87 billion of 

revenue the tax is projected to generate 
over ten years.1

Site-Neutral Payment Policies
Another issue that will likely be revisited 
by Congress is the so-called “site-neu-
tral” payment policies. You may recall 
that in 2015 Congress passed a budget 
deal which stated that newly established 
off-site hospital outpatient departments 
(HOPDs) would no longer get paid 
via the hospital outpatient prospective 
payment system (HOPPS), but rather 
under the physician fee schedule. Earlier 
this year, the House Energy and Com-
merce Committee sought feedback from 
the healthcare community on further 
site-neutral provisions which is indica-
tive of Congressional appetite to revisit 
these payment policies. AHRA remains 
opposed to further cuts to imaging pay-
ments and is working with other orga-
nizations to ensure that the Medicare 
payment for the technical component of 
imaging is economically viable.

Democratic Landslide
Lowering the Medicare Enrollment 
Age to 55
Hillary Clinton represents, in many ways, 
the continuation of Obama’s healthcare 
policies. She is proposing to retain the 

Perspective:  
Election 2016
By Bill Finerfrock and Nathan Baugh
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health insurance across state lines. Such 
a change would allow small businesses, 
associations, or groups more purchasing 
power when negotiating with insurance 
companies on behalf of their employ-
ees. Proponents argue that this would 
also allow for more competition among 
insurance companies. 

Block Grants to States for Medicaid
Block-granting Medicaid involves devolv-
ing power to the states regarding Med-
icaid coverage decisions. Republicans 
argue that a block grant system would 
be more efficient and provide states the 
opportunity to innovate their Medic-
aid programs. The federal government 
would provide a lump sum payment 
to each state based on their Medicaid 
enrollees, and it would be up to the states 
to design the rest. The block grant pay-
ments, while indexed for inflation and 
population growth, would reduce federal 
spending on Medicaid. Democrats argue 
that states would be forced to reduce 
benefits and would not be able to make 
up in innovation what they lose in fed-
eral dollars. It would likely require strong 
Republican majorities to pass.

Divided Government
Perhaps one of the most likely outcomes, 
a divided government would halt many 
of the above policy proposals and largely 
retain the status quo. However, one sig-
nificant piece of legislation that could 
emerge from a divided government is the 
21st Century Cures Act, which dramati-
cally reforms and streamlines the FDA 
drug approval process while simultane-
ously increasing funding for research at 
the National Institutes for Health. 

Happy election year! 
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core components of the ACA such as the 
individual mandate and the laws against 
denial due to pre-existing conditions. 
One of her more significant proposals is 
to allow Americans 55 or older to enroll 
in Medicare. The concept is that the 
younger, healthier enrollees could opt-in 
to Medicare which would bring in addi-
tional premium dollars to the program, 
while simultaneously costing Medicare 
less than the older beneficiaries enrolled. 
This could also help stabilize the State and 
Federal Health Insurance Exchanges by 
removing a significant portion of the most 
expensive population from the risk pools.

Public Option
An item that most Democrats pushed 
for in the initial debate around the ACA, 
the public option would involve the cre-
ation of government insurance to com-
pete against commercial insurance plans 
in the individual market and potentially 
the group market. Republicans see this as 
a stepping stone towards a single-payer 
system and are very much opposed to the 
concept. This would require a very large 
democratic landslide to be feasible.

Republican Landslide
Repeal of Affordable Care Act
This would be very likely if Republi-
cans sweep the White House, Senate, 
and House of Representatives. Even if 
Republicans did not have the votes to 
replace the ACA, they could use a proce-
dure known as “reconciliation” to effec-
tively halt the ACA in its tracks. Most 
notably, Republicans could use this pro-
cess to eliminate the individual mandate 
and would no longer penalize employ-
ers if they don’t offer health insurance 
to their employees. They would also be 
able to eliminate the federal funds for 
states that expanded Medicaid, which 
may force states that chose to expand 
Medicaid to go back to their old eligibil-
ity requirements.

Selling Insurance across State Lines
Republicans may push to change the 
law that currently prohibits the sale of 
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In the current healthcare arena, many 
facilities are strapped for the capital 
funds required for large scale changes in 
service delivery, whether it be improved 
patient parking designs, faster scanners, 
additional equipment, etc. Also, many 
department level managers do not have 
immediate control over requested capital 
funds, or control over competing capital 
projects, so measures within the scope 
of a manager’s responsibility should be 
considered for immediate implementa-
tion rather than waiting for future capital 
funds release. Take action where there is 
direct control and provide accommoda-
tion for patients, families, and providers. 
This article will explore a few opportuni-
ties that should be within direct depart-
mental control and cost little, if anything, 
to implement.

Scheduling
It all starts with training schedulers to 
realize that their jobs exist because of our 
patients. When a patient calls to schedule 
an appointment, and the scheduler pro-
vides an appointment date and time, are 
patients asked if the dates and times are 
convenient for their personal schedules? 
This inquiry sends a clear message to the 
patient that we are here to serve them, 

not for the patient to work around a rig-
idly set timetable. Additionally, when a 
representative from a provider’s office 
is calling to schedule a procedure, does 
the conversation end by asking that the 
patient contact the imaging facility if the 
provided appointment date or time is 
not convenient? Providers and their staff 
are also consumers. If the facility places 
value on each patient’s time, the provid-
ers and their staff will surely take notice 
and consider the facility when they per-
sonally require imaging services.

Schedulers should be encouraged 
to report any special patient requests 
or trends to radiology directors so that 
scheduling changes can be made, or 
at least considered, in order to accom-
modate patients. Many special patient 
requests are readily met when appropri-
ate communication takes place. Exam-
ples centered on placing value on each 
patient’s time which schedulers and 
departments may explore include:

 • Screening Mammography: Many work-
ing women prefer to have screening 
mammography procedures performed 
prior to 8:00 am or after 5:00 pm or 
even on a lunch break. While a depart-
ment may not be able to provide that 
special service five days a week, usually 

 • Sometimes in life it is the little things that 
provide for a positive reputation with 
patients and our communities. There is 
little money required for each of us to 
place ourselves in the patient’s role and 
ask ourselves how we would like to be 
treated. 

 • Some areas where little to no cost cus-
tomer service improvements can be 
made are in scheduling, face-to-face- 
encounters, and with setting and manag-
ing expectations. 

 • Employees should be encouraged to end 
each conversation with an expression of 
gratitude, whether ending a telephone 
call or showing a patient to the exit—the 
tone with which a patient encounter ends 
is as important as how it begins.

ExEcutivE Summary

By Debra Parrish, MBA, CRA

Improving Customer Service  
with Accommodations  
and Recognition

The credit earned from the Quick CreditTM test 
accompanying this article may be applied to the  
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one or two days each week or perhaps a 
Saturday each month should not pres-
ent an overly burdensome request. 

•	 Abdomen/Pelvic	 CT	 scans:	 If	 oral	
contrast	 for	a	CT	scan	of	 the	abdo-
men is required, is the patient offered 
the option to pick up the sealed con-
tainer of oral contrast ahead of time 
so as not to spend several hours in the 
department drinking oral contrast? 
Allowing patients to have a choice 
in this process gives patients control 
over their personal schedules. Due to 
certain state regulations, pharmacies 
should be consulted to assure com-
pliance with dispensing guidelines.

 • Assessing kidney function within 
department: If intravenous contrast 
needs to be administered for an MR or 
CT	procedure	and	the	required	renal	
function has not been assessed, does 
the	 department	 use	 Point-of-Care	
(POC)	testing	or	call	the	lab	staff	and	
ask that they come to your department 
to	perform	POC	testing?	Implement-
ing this process prevents the patient 
from going to several departments. 
Having the patient come an hour or 
more ahead of time in order to go to 
the laboratory for blood testing sends 
a message that the patient is working 
around standard and perhaps inflex-
ible protocols. Again, focusing on the 
patient’s time should be the goal—
consider changes for the convenience 
of	patients.	Note	that	for	POC	testing	
to be reimbursable, provider’s order 
and laboratory accreditation may be 
required; verification of each hospi-
tal’s or clinic’s regulations should be 
researched.

 • At scheduling, are patients provided 
with proper education that subse-
quently places value on their time? A 
few examples to consider may include:

° Is a patient for a PET scan, bone 
scan, or small bowel x-ray study 
informed that several hours may be 
required for the test? This measure 
allows patients to provide for appro-
priate transportation or perhaps 
time off from work.

° Is a patient for a trans-abdominal 
pelvic ultrasound study asked to 
consume a quantity of liquids and 
have a full urinary bladder at the 
appointment time? This can prevent 
a lengthy stay in the department.

° Are mammography patients 
instructed to bring, or have sent to 
the facility, any comparative mam-
mography studies? This proto-
col allows for timely and accurate 
results reporting.

° Are MRI patients screened ahead of 
time for the existence of a pacemaker 
or any other contraindications for 
MRI scanning? Implementing this 
protocol may save the patient an 
unnecessary visit as well as increase 
staff productivity by alleviating a 
cancelled appointment.

Face-to-Face Encounters 
Studer Group’s Five Fundamentals of 
Communication	is	AIDET®,	an	acronym	
that stands for Acknowledge, Introduce, 
Duration, Explanation and Thank You.1 
Those who utilize AIDET consistently 
find it to be a tremendously valuable tool 
for organizing patient communication 
and providing patients with the infor-
mation and caring relationship that they 
want and need. Most healthcare profes-
sionals should be familiar with it: 

A: Acknowledge each patient as a 
valued customer

I: Identify yourself by name
D: Define what procedure and time 

interval that will be required 
E: Explain the procedure and ask if 

there are questions or concerns
T:	 Thank	the	patient	and/or	family

With this in mind, while providing 
customer education for the reception of 
patients, consider scripting the following:

“Good Morning Mr. Jones. My name is 
Wendy and I will be providing registration 
for your procedures today. It should only 
take a few minutes to gather this infor-
mation, requiring that you read and sign 

a few forms. [After explaining the forms 
and completion of the required proto-
col.] Thank you for choosing to have your 
imaging services with us today, we know 
you have a choice in your healthcare. If you 
will have a seat one of our technologists will 
be with you shortly. If you wait more than 
15 minutes or if you should have questions, 
please feel free to step up to the desk and 
ask me.” 

Many technologists express hesita-
tion when a 15 minute time interval is 
stated. A 15 minute standard does not 
imply that schedules do not run behind 
from time to time, but rather the fact 
that if a patient has to wait 15 minutes 
past their designated appointment time, 
they should be provided with an expla-
nation. Defining a time expectation 
acknowledges that value is placed on 
each patient’s time.

When scripting is implemented, it is 
important to be sincere and not sound 
robotic or rehearsed, noting that proper 
scripting provides for the conveyance of 
required information at each and every 
encounter. Appropriate body language, 
eye contact, and a positive attitude con-
vey a message beyond words, so it is 
important that the total message be con-
veyed with sincerity, respect, and pro-
fessionalism. One practice perhaps of a 
generational or geographical nature is 
addressing patients in terms other than 
by name—eg, when professionals refer 
to patients as sweetheart or honey. While 
notably unprofessional, it can also be 
dangerous, implying an overly personal 
relationship. Addressing this improper 
communication practice upon the first 
encounter is essential for the delivery of 
reputable and proficient service delivery. 

Setting and Managing Expectations 
Noted in recent news stories or maybe 
even in our own emergency depart-
ments, there have been reported encoun-
ters of distracted people walking onto 
busy highways, running into brick walls, 
or maybe stepping off of a curb while 
texting. What message is being sent to 
patients if staff are allowed to text in the 
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presence of patients? Maybe a secure text 
is being sent to a provider concerning a 
patient, but the patient does not know 
what communication is taking place. 
They only think the staff member is pre-
occupied with some social encounter 
(which	maybe	they	are).	Think	about	the	
last time you walked down the hallway 
in the hospital or in your department, 
how many staff were ignoring visitors 
and/or	patients	while	texting	or	talking	
on their cell phones? The priority while 
in the presence of patients and visitors 
should be centered on the patient not 
on a communication device. If we must 
use a communication device, inform the 
patient	and/or	family	regarding	why	the	
communication is necessary.

Social media has allowed many staff to 
avoid the development of good commu-
nication skills—that may be the reason, 
but it certainly is not a defensible excuse. 
Many patients, particularly elderly 
patients, are outraged by an employee’s 
use of electronic devices during commu-
nication sessions or imaging procedures. 
Recently, while a patient was in a pro-
vider’s office having a physical exami-
nation, a medical assistant answered 
a personal cell phone call twice, not to 
mention the audible text alert sounding 
throughout the period of time that blood 
was being drawn. Upon entry of the pro-
vider, the patient asked if he was aware 
that his staff was taking personal calls 
while attending to patient care routines, 
to which he replied, “Yeah, it’s hard to 
get good help these days.” The patient’s 
outspoken reply was, “It was harder to 
get paying patients than good help.” The 
patient permanently left the services of 
the provider after that visit. Two impor-
tant ideas should be taken away by this 
encounter: acknowledge patient con-
cerns and know the behavior of staff. 

It is hardly ever a good idea to claim 
a patient is wrong, especially if they are 

reporting staff behavior that is described 
as being inappropriate. Thanking the 
patient for bringing the situation to your 
attention is the best idea for improving 
the circumstances as well as diffusing the 
situation. Think of a time that you were a 
customer and complained or brought an 
issue to a manager’s attention. Human 
nature wants to be validated, so if the 
complaint was met with a positive recep-
tion, you probably have a customer that 
will return. If complaints are commonly 
defended or excuses made for inappro-
priate staff behavior, you will likely lose 
patients to competition. 

We do not always know the practices 
of staff. Therefore, managers should:

 • Define expectations
 • Inspect behavior
 • Accept whatever behavior manage-

ment is willing to tolerate 

For new staff, on the first day of work, 
customer service expectations should be 
defined. Should this expectation be left 
up to co-workers, less than stellar cus-
tomer standards may be replicated. After 
instructions have been provided, man-
agers should verify that staff are imple-
menting the organization’s values. Ron-
ald Reagan’s motto was, “Trust but 
verify.” Perhaps the best strategy is to 
trust that our staff are performing 
appropriately but inspect this behavior 
on	 a	 random	 but	 routine	 basis.	 Cus-
tomer service can be evaluated periodi-
cally by observation as well as by talking 
with patients after their procedures. If 
staff members have dialogue with 
patients that a manager observes as 
being inappropriate or requiring 
improvement, and the manager does not 
provide the necessary correction, 
approval is being made by the manager’s 
silence. Qui tacet consentiret is the Latin 
maxim for “Silence gives consent.” 

Often situations of this nature tend to 
get out of hand quickly with staff push-
ing limits when expectations are not 
enforced. 

How many times have senior staff 
members with an extensive knowledge 
base gotten somewhat slack regarding 
the importance of developing and 
maintaining excellent customer service 
skills, believing their value to the orga-
nization cannot be replaced? This 
particular paradigm can be challenging 
because often these employees are infor-
mal leaders and their attitudes can 
rapidly become contagious. New man-
agers frequently inherit this type of 
employee because previous manage-
ment tolerated the behavior, allowing 
an unacceptably low standard to be rec-
ognized. The best strategy in this sce-
nario is to start back from the begin-
ning, attempting to retrain the 
employee: defining expectations in very 
direct	 terms	 (written	 action	 plan);	
inspecting performance for needed 
improvement (written periodic evalua-
tion);	and	making	a	decision	if	perfor-
mance has risen to a level allowing for 
continued employment. Unfortunately, 
learned behavior can be difficult to 
modify. Employees requiring behavior 
modification often rectify performance 
expectations under the watchful eye of a 
manager, but with time tend to gravitate 
towards previous habits. Therefore, 
ongoing evaluation is necessary if the 
employee retains employment.

True Gratitude and Encouragement
Over the past few years some patient-
centered facilities have concentrated 
on sincere expressions of true gratitude 
towards patients and family members. 
After all, patients have choices and our 
jobs exist because patients choose our 
facilities, a fact that should be reinforced 
with staff. Employees should be encour-
aged to end each conversation with an 
expression of gratitude, whether ending 
a telephone call or showing a patient to 
the exit—the tone with which a patient 
encounter ends is as important as how 

The priority while in the presence of patients  

and visitors should be centered on the patient.
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it begins. While not a requirement, but 
an opportunity to demonstrate appro-
priate staff engagement, notes with the 
facility’s logo can be provided for staff 
communication with patients. For 
example, an appropriate and simple 
hand-written note might say: “Thank 
you, Ms. Jones, for allowing us to serve 
you yesterday. We hope you choose us 
the next time you need to have imaging 
tests performed.”

Examples of encounters in which 
notes may be encouraged include:

 • Women undergoing their first screen-
ing mammography at the facility, 
encouraging them to consider the 
facility’s services for their next mam-
mography study

 • New patients to the facility, welcoming 
them to the facility’s services

 • Get well cards to sick children; chil-
dren love to get letters in the mail and 
parents appreciate efforts to recognize 
children as occupying an important 
role in service delivery

 • If patients are seen on their birthday, 
sign a birthday card and give it to them 
before they leave the facility

 • And, sadly, extension of sympathy can 
be made by sending cards to families of 
patients who pass away

Sometimes in life it is the little things 
that provide for a positive reputation 
with patients and our communities. 
Patients have little idea if our equipment 
is the latest and greatest, or whether 
our staff and providers have advanced 
credentials, but they do know if we 
acknowledge them on a personal level 
and place value on their time, emotions, 
and physical vulnerability. Whether 
taking the time to acknowledge a lonely 
patient waiting on transportation, an  
overwhelmed mother with a crying 
infant, or a patient concerned about 
being late for work, each patient is 
important and should be treated as a 
priority. There is little money required 
for each of us to place ourselves in the 
patient’s role and ask ourselves how we 
would like to be treated. 
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Questions
Instructions: Choose the answer that is most correct. Note: Per a recent ARRT policy change, the number of post-test questions has been 
reduced from 20 to 8.

1. schedulers can improve service delivery by:
a. Offering appointment dates and times that are in the 

afternoon so that inpatients can have examinations in 
the morning

b. Accommodating special requests of providers and 
patients

c. Informing patients that special requests are not accepted 
due to staffing models

d. None of the above
 

2. When a facility provides screening mammography, service 
delivery can be increased by:
a. Offering appointments prior to 8:00 am, after 5:00 pm, or 

during lunch periods
b. Offering screening appointments on weekends
c. Obtaining previous mammography prior to the patient’s 

appointment
d. All of the above

3. in studer’s Five Fundamentals Communication,  
the e stands for:
a. Excellent service all the time
b. Explanation
c. Exceed expectations
d. Effort

4. Defining a time expectation acknowledges that value is 
placed on each patient’s:
a. Time
b. Finances
c. Injury
d. Family

5. Which of the following conveys a message beyond words? 
a. Body language
b. Eye contact
c. Positive attitude
d. All of the above

6. Managers should:
a. Secretly monitor each time a staff member goes to  

the restroom
b. Ask staff to wear body cameras so the managers can 

observe all staff actions
c. Define the expectations of each staff member on the  

first day they begin work
d. Trust staff to act appropriately, without verification

7. Qui tacet consentiret applied to the context of this  
article means:
a. Staff get recognition in exchange for superior 

performance
b. If a manger remains silent, knowing a staff member is  

not performing appropriately, the manger is essentially 
approving of the action

c. Allowing more experienced people to mentor less 
experienced people

8. employees requiring behavior modification often rectify 
behavior, but tend to gravitate towards learned behavior 
over time.
a. True
b. False

Continuing Education

Improving Customer Service with 
Accommodations and Recognition

Home-Study Test
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Carefully read the following multiple choice questions 
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accompanying this article may be applied to the 
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operations management (OM) domain.
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High deductible insurance plans are on 
the rise, and patients are increasingly 
expected to pay for more and more of 
their own healthcare expenses. HDHPs 
(high deductible health plans) tripled 
between 2009 and 2015, while average 
out of pocket costs per worker increased 
by 230%.1

In the age of healthcare consumer-
ism, the old school focus on insurance 
companies as primary payers has been 
replaced with a modern approach: treat 
patients as your primary customers. 
Patient satisfaction reports factor heav-
ily into performance bonuses and penal-
ties for healthcare providers.2 This means 
that it’s crucial to make patient friendly 
billing a priority. 

Enabling the healthcare consumer 
to self-engage with their payment pro-
cess and responsibility has become the 
new goal. A key to succeeding today is 
to make it easy for consumers to make a 
comfortable, well-informed purchasing 
decision. Patients crave information up 
front and are prepared to reward prac-
tices that provide them educated choices: 
52% of consumers surveyed indicated 
that they would pay $200–$500 or more 
via debit or credit card if an estimate was 
provided during their visit.3

To create more engaged patients, there 
are four key areas on which to focus. The 
tenets of securing a higher percentage of 
payment in the age of patient consumerism 

include utilizing estimates, tech partners, 
intuitive tools, and prioritizing the POS. 

Estimates
One of the ways that the healthcare 
industry is well behind the curve in the 
age of consumerism is in failing to treat 
care as a service to be purchased. Similar 
to nearly every other purchasing situa-
tion, consumers want to know the cost 
of their healthcare up front. According 
to a recent TransUnion survey, 80% of 
respondents would be more likely to use 
a healthcare provider that offers cost esti-
mates up front. Despite that, only 30% 
were offered estimates prior to care.4

Though it’s impossible to give an 
exact quote, high-performing practices 
are providing customers with estimates 
based on their unique situation, includ-
ing insurance coverage and any other 
relevant factors. By answering the clear 
demand for pre-treatment cost estimates, 
practices give patients an important piece 
of the information necessary to purchase 
healthcare services.

Tech Partners
Practices that get sucked down into the 
bad debt cycle end up paying for their 
mistakes. All too often, staff members 
wind up inundated with paperwork and 
they, or third party agencies, are left to 

chase small balances from non-payers. 
It’s inefficient and a major hindrance to 
profitability and time efficiency. 

Technological advances spare prac-
tices significant administrative costs 
and free staff members to focus on pro-
viding excellent customer service, in 
both patient care and other core duties. 
Software solutions provide unparalleled 
accuracy, security, doggedness, and cost 
efficiency for both practices and ambula-
tory care centers.

Intuitive Tools
The effectiveness of the technology 
used is correlated with the ease of use. 
If patients aren’t comfortable adopting 
a new system because it doesn’t function 
simply or provide added benefit, practices 
can’t capitalize on it—no matter how 
wonderful its features may be.

Enable a user-friendly device, system, 
or portal and reap the rewards. Patients 
will easily see the value of getting accu-
rate information up-front without hav-
ing to stumble through complicated 
software or difficult tools. Providing 
choices of which devices to use (like a 
mobile app or tablet compatibility) puts 
the power in the hands of the healthcare 
consumer. 

Check-in kiosks are one way to meet 
consumer demand for transparency in a 
way that’s easy to use. Patients can arrive 

Four Ways to Enable, Educate, 
and Engage Patients
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at an office, enter their relevant infor-
mation, and receive an estimate imme-
diately. Their information, including a 
credit card number for later payment, 
can be stored securely on file. This elim-
inates redundancy and administrative 
burden while making it much easier and 
more likely to collect on a bill.

Prioritize the POS 
Practices that intend to secure only the 
copay during the visit and then follow 
up months later (expecting to see full 
payment on patient bills) are setting 
themselves up for failure. However, did 
you know that greater than 90% of all 
patients are willing to pay for their care 
at the point of service—yet more than 
30% walk out of a practice without pay-
ing a dime?5 Clearly, there is a tremen-
dous opportunity that is missed when 
practices or ambulatory centers aren’t 
prepared to collect from the outset.

The solution to this revenue loss is in 
collecting payment information up front. 
Why wait months and hope they’re still 
prepared to pay when consumers are 
ready, able, and willing to pay on the 
spot? Your automated, easy-to-use sys-
tem should collect payment informa-
tion prior to a patient visit immediately 
after they’ve seen an estimate. Consum-
ers appreciate the transparency and are 
more likely to pay when they feel as if 
accepting care is their choice and they 
are getting a fair deal.

Implement the usage of estimates, 
tech partners, intuitive tools, and priori-
tizing the POS and you’ll see a significant 
uptick in revenue and a rapid decline in 
bad debt. These operational changes 
could be enough to make a struggling 
practice profitable, or an average prac-
tice thrive. 
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Budgeting, payroll, spread-
sheets, tables, finances. For many newly 
promoted imaging managers and even 
some seasoned administrators these 
words invoke more stress than a Code 
Blue. It can be a struggle to work through 
the numbers senior leaders request or 
that need to be reviewed on a regular 
basis. However, numbers don’t have 
to be intimidating. In fact, with a little 
training and the right attitude, they can 
help get the job done more efficiently 
and make arguments for resources more 
effective. 

Imaging departments are a major 
component of healthcare systems in the 
United States. They also have some of 
the most expensive equipment, which 
takes up a significant portion of an orga-
nization’s budget. However, the typical 
career progression for an imaging admin-
istrator has been promotion because of 
outstanding performance as a technolo-
gist or therapist, which has a completely 
different skill set from a managerial 
position. These leaders, when promoted 
into management, “often become man-
agers by default, learning on the job in a 
reactive method rather than a pro-active 
fashion.”1 Imaging administrators are 
promoted because of their successes as 
technologists in technical aspects of radi-
ology, and in deference to their years of 

experience dealing with administration, 
especially accounting. 

This three part series will walk 
through accounting basics that will pro-
vide some basic context, walk through 
an example that demonstrates basic 
accounting methods, and discuss how 
to organize and present numbers more 
effectively. Throughout the series, how 
one can effectively support the need for 
capital resource purchases for success-
ful department outcomes will also be 
addressed. While there are many other 
areas where attention could be focused, 
capital budgeting requests are often one 
of the most difficult areas to champion 
without financial justification. You have 
to know and use the numbers more care-
fully when asking for the funds to make 
big purchases than in making many 
other arguments. With that in mind, why 
the numbers are so important will be dis-
cussed, as well as how to gather them and 
put them to work and how to use them to 
make a compelling argument.

Why Learn about the Numbers?
It’s usually at about this point that many 
health providers experience conflict—
eg, jobs should be about saving lives, 
not bottom lines; the focus on numbers 
and not people is part of the problem; 
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 • Accounting terminology and methods 
are essential parts of management and 
can be used to improve the efficacy of 
communication with other managers 
and executives. While learning these 
terms and methods can seem daunting, 
the rewards are well worth the effort.

 • Accounting terminology can seem 
almost as complex as medical terminol-
ogy: revenues, expenses, IRR, net pres-
ent value, and profit. However, manag-
ers and supervisors don’t need to 
understand all of those terms, just those 
most commonly used. Once those basics 
have been mastered, they will provide 
sufficient background to understand the 
many forms, information requests, and 
questions accounting and finance lead-
ers will provide and request.

 • Imaging supervisors and directors can 
use these terms and methods to success-
fully communicate with management 
about resources needed and their impact 
on the community and the bottom line 
of the organization. The reward for the 
time spent is well worth the effort.

ExEcutivE Summary



attention should be on trying to fix the 
problem, not becoming part of it, etc. 
In a way, these arguments are accurate. 
Healthcare providers should be focusing 
time and energy on helping patients, not 
fighting for resources. But part of patient 
care is providing appropriate resources 
to serve them. Without funding, orga-
nizations can’t keep their doors open 
to provide prevention, diagnosis, and 
treatments for patients. Without growth, 
equipment can’t be purchased or ser-
vices can’t be provided that are needed 
to help the community (or patients and 
their families) more effectively. Without 
controls, costs can’t be kept down so that 
resources are focused where they should 
be: on patient care. Without numbers, 
administrators at all levels struggle to 
communicate what they need and why 
they need it to the board of trustees and 
financial staff. The numbers may not be 
part of actual healthcare, but it makes 
care more effective and allows for suc-
cessful outcomes.

Decisions in health services are driven 
by both quantifiable and qualitative 
information. Administrators lacking 
quantifiable justification, options, or 
sustainability projections often find their 
pleas ignored or discounted because they 
are missing an important part of the 
information upper management needs to 
make effective decisions. This approach 
is not only inefficient but potentially 
detrimental to departments and careers, 
since it wastes time and damages cred-
ibility when executives aren’t convinced 
to invest in worthwhile projects. Because 
the numbers are so important, especially 
to the executives that make the final 
decisions, they are not going away. That 
means there is a choice: develop account-
ing skills and use the numbers effectively, 
thus reducing the amount of time spent 
fighting them, or continue to hate and 
ignore the numbers, thus increasing the 
time spent arguing and losing battles. 

So, how can the numbers be used to 
provide greater health service instead 
of simply giving everyone headaches, 
stress, and hours of frustration? The first 
step is to take a little time for a refresher 

on basic accounting terms and tech-
niques. Once a few basics are mastered, 
then move on to providing budgets and 
numbers when considering the afford-
ability and sustainability of a procedure, 
equipment, or service line. Administra-
tors will also be able to “talk the talk” 
when they need to quantify, compare, 
and justify decisions. As a side benefit, 
this knowledge makes managers look 
more competent and can provide an 
“in” with executive administration.

Common Terminology
Accounting is the process of tracking all 
of the numbers in a business or other 
organization and putting them together 
in forms and reports that can be used 
effectively by decision makers. These 
forms and reports include the depart-
mental forms that are seen on a regu-
lar basis, special forms and summaries 
of internal numbers that go to senior 
management and the board of direc-
tors, formal financial reports that go 
to the bank and external investors, and 
specialized reports that go to the IRS, 
Medicare, Medicaid, and other insurers 
and regulators. The accounting depart-
ment may request a lot of informa-
tion, but they are taking care of tons of 
paperwork so that other departments 
don’t have to see it at all.

When imaging administrators get 
those forms and requests there are a lot 
of specific terms that may not be famil-
iar. For example, accountants refer to 
the money going out of the healthcare 
institution as “outflows,” “fees,” “costs,” 
and “expenses” and the money coming 
in as “inflows,” “gains,” and “revenues.” 
While there are some small distinctions 
that accountants keep track of, others 
can interpret and use these terms pretty 
much interchangeably, since they all 
refer to funds coming in or going out. 
Along with these inflows and outflows 
are the terms “profit,” “income,” and 
“loss.” Each of these typically refers to the 
net difference between inflows and out-
flows. They can be applied to particular 
procedures (eg, the profit on each EKG 

performed is $40), departments (eg, this 
month radiology lost $15,000), or the 
whole organization (eg, the hospital’s 
net profit for the year is $76,000). Profit 
and income mean that money was made 
and are shown without special marks or 
sign; losses mean that money was lost 
and are typically shown in parentheses. 
So, if the final number on an account-
ing form is $15,500, then that’s a good 
thing because more came in than went 
out, but if it’s written as ($15,500) then 
that’s bad because more went out than 
came in. Management focuses on profit 
and income because it demonstrates the 
ability to keep the doors open, meet pay-
roll, and keep providing care, and for 
many organizations they are funds that 
can be reinvested in new equipment or 
other growth.

The next set of terms that are likely 
to be dealt with are “rates.” Tax rate, for 
example, is the percentage of profit that 
goes to the government. Accountants 
also talk about tax rates for sales tax or 
income tax (in a for-profit practice or 
organization), and they discuss sev-
eral other important rates as well. For 
example, a “rate of return” refers to how 
much an investment brings in each year. 
If someone were to invest in a CD with 
a bank at 3% interest, then the account-
ing phrase would be that person has a 
3% rate of return on the CD. If a facil-
ity invests $1,000,000 in a new piece 
of equipment, and the profit on that 
equipment is $100,000 each year, then 
that’s a 10% rate of return ($100,000 / 
$1,000,000). Accountants will also talk 
about an “internal rate of return,” which 
is the goal for all investments. Usually, 
this internal rate of return is based on 
the interest being paid on debt (eg, 5%), 
the amount of growth the organization 
wants to make (eg, 3%), and in for-profit 
practices the amount the owners want to 
earn (eg, 4%). To accomplish all three 
of these goals, each new project would 
need to earn 12% interest, so they would 
use that 12% as a threshold for each new 
project or piece of equipment being 
considered. Management focuses on 
rates of return because they help insure 
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repayment of debt obligations, future 
growth, and stakeholder involvement  
(if they walk away, the facility may close).

There are two more accounting terms 
worth discussing at this stage. The first 
term is a “payback period.” The payback 
period is how long it will take to get an 
investment back out of a large capital 
expenditure. To use a simple personal 
example, assume that a couple decided 
to buy a small house for $200,000, and 
each year of owning the house they saved 
$20,000 in rent expense and spent $15,000 
in mortgage payments and maintenance. 
That produces a saving or “profit” for 
each year of $5,000, which would lead to 
a payback period of 40 years: $200,000 / 
$5,000 = 40. In other words, if the couple 
were to save that $5,000 in reduced costs 
each year, they would have the money to 
buy a new $200,000 home in 40 years. 
Not the best payback period (waiting for 
40 years to get the money back would be 
difficult), but it demonstrates how the 
method works. Because it is relatively 
easy to calculate, payback period is used 
by many groups as a way to sort through 
capital budget proposals quickly, and 
then they can do a detailed analysis for 
the four to six proposals with the best 
payback periods.

The last term to be defined in this 
article is “net present value.” This is 
probably the most abstract of the terms 
laid out here, but it is also one of the 
most commonly used methods for 
determining whether or not to invest in 
a new project, so it’s worth understand-
ing. “Present value” is how much the 
funds received in the future are worth 
today. Say, for example, that you have 
been promised that when Great Aunt 
Martha dies you’ll get $5,000, but Great 
Aunt Martha is in great shape and will 
probably be with us for at least another 
10 years. Most of us tend to start think-
ing about what we would do with $5,000, 

but that could lead to disappointment. 
You won’t get that money for at least 
10 years (or longer). By the time 10 years 
has rolled around, that $5,000 won’t buy 
as much as it would have today. Think 
about what has happened to food prices, 
rent, insurance costs, utility prices, etc. in 
the last 10 years. That $5,000 would have 
bought a lot more 10 years ago than it 
will today, and it will buy less in 10 years 
that it will now. Present value is a way to 
adjust the $5,000 received a future time 
to today dollars.

Present value is used all the time in 
society. The bank uses it to figure out 
how much they will charge on a loan, an 
investment manager uses it to help make 
decisions on where to invest so a client 
will be ready for retirement, and compa-
nies use it to help decide when and where 
to invest funds now to get the best return 
in the future. And that’s where “net 
present value” comes in. The net pres-
ent value is an accounting calculation 
that uses the organization’s internal rate 
of return (often abbreviated “IRR”) to 
compare the cash outflows over the life of 
the project to the cash inflows. If the net 
present value is positive, then the project 
is a good deal because it means that we 
will have more buying power at the end 
of the project than we do now. If the net 
present value is negative, then the project 
is not a good deal because it means that 
we will have less buying power at the end 
of the project than we do now. If the net 
present value comes out as “0,” then the 
project is a neutral deal because there will 
be the same buying power at the end of 
the project as there is now.

Financial management focuses on pay-
back periods, net present values, and other 
accounting decision-making methods 
because they provide a way to compare 
the large number of capital budget pro-
posals seen every year. They also use them 
to make sure that investments today will 

not hurt the organization, or as a way to 
see how much they need to make in fun-
draising to offset negative values and still 
retain the ability to grow. Keep in mind 
that most business decisions, as least from 
a healthcare perspective, have to balance 
the needs of current patients with those 
that they want to be able to serve in the 
future. The numbers provide information 
not on “filthy lucre,” but on whether or 
not the facility can be kept running for 
the next 50 years to help the community 
as much as possible.

Developing Accounting Skills
Today’s imaging administrators have the 
opportunity to help improve healthcare 
for the community they live in, not just 
for today but for years to come. How-
ever, in order to make those improve-
ments, they will need to have a full set of 
business skills to go along with health-
care skills. To achieve effective results, 
managers need to acquire skills (concep-
tion/creative, leadership, interpersonal, 
administrative, and technical) before 
they attempt to apply those skills to the 
work situation.2 Many managers in the 
radiological sciences began as staff tech-
nologists and moved up into manage-
ment because of their technical skills. 
With those basics, many can move for-
ward, picking up the other essential skills, 
such as accounting, as they go along if 
they have the desire to progress as lead-
ers. Accounting is commonly referred to 
as “the language of business.” Since it is 
a separate language, one studied by busi-
ness majors and accountants, not neces-
sarily healthcare professionals, it’s okay 
to not yet be fluent in accounting speak. 

With the basic terms in this article, 
and the methods to be discussed in parts 
two and three of this series, a beginner 
will be well on his or her way to acquir-
ing the accounting skills necessary for 
a successful career in imaging admin-
istration. In addition, there are many 
books dedicated to helping individuals 
learn these important skills, and they are 
worth time and effort to study them. One 
good example is Financial Management 

Today’s imaging administrators have the opportunity to 
help improve healthcare for the community they live in,  

not just for today but for years to come.
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in Radiology (2nd Edition), which pro-
vides a reference to expand on the basics 
in this first part in the series and offers 
practice creating and analyzing financial 
statements, coding and billing reporting, 
pro formas, business plans, and corpo-
rate compliance plans.3 
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Questions
Instructions: Choose the answer that is most correct. Note: Per a recent ARRT policy change, the number of post-test questions has been 
reduced from 20 to 8.

1. Decisions in healthcare are driven by:
A. Quantitative information 
B. Qualitative information
C. Both A and B
D. None of the above

2. Which of the following refers to money going out  
of a healthcare institution?
A. Gain
B. Revenue
C. Cost
D. Inflow

3. Which of the following denotes a loss in profit  
or income?
A. $15,500
B.  ($15,500) 
C. +$15,500
D. (–) $15,500

4. internal rate of return refers to:
A. The interest being paid on debt
B. The amount the employees want to earn
C. Amount an investment will bring in every year
D. A threshold for each new project or piece of equipment 

being considered

5. the payback period is how long it will take to get the initial 
investment back out of a capital expenditure.
a. True
b. False

6. Which of the following statements is not true regarding 
net present value? 
A. Uses the organization’s internal rate of return to compare 

the cash outflows over the life of the project to the cash 
inflows

B. Used by many groups as a way to sort through capital 
budget proposals quickly

C. Is not used as an accounting calculation today
D. Is one of the most commonly used methods for 

determining whether or not to invest in a new project

7. Financial management in healthcare must:
A. Create a method for shameful profit
B. Balance the needs of current patients with those that 

they want to be able to serve in the future
C. Predict staffing shortages
D. Rely on federal interest rates to determine profit

8. Accounting is often referred to as: 
A. The bane of my existence
B. A predisposing factor to stroke
C. A necessary evil
D. The language of business 

Continuing Education

Accounting Basics Part 1:  
Application in Healthcare

Home-Study Test
 

1.0   Category A credit • Expiration date 10-31-18

Carefully read the following multiple choice questions 
and take the post-test at AHRA’s Online Institute 
(www.ahraonline.org/onlineinstitute)

The credit earned from the Quick CreditTM test 
accompanying this article may be applied to the 

AHRA certified radiology administrator (CRA) 
fiscal management (FM) domain. 
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workforce planning

Approximately 16 years ago I met Bobbie 
O’Brien, an implementation specialist 
for Powerscribe, the voice recognition 
software company. About a year and a 
half later, Ms. O’Brien passed away when 
she had an undiagnosed abdominal 
aneurysm burst while at home painting 
one of the rooms of her house with her 
husband. She left behind her spouse and 
two children. To this day I am grateful 
for how she helped me at my job. Please 
allow me to explain.

In the year 2000, my physician chair-
man of radiology and I were trying to pre-
pare the next year’s budget. The way the 
budgeting process worked at the hospital 
where we worked was that each depart-
ment was given a specific margin goal 
built around revenue minus expenses. 
The leadership of the facility did not 
care how you met the financial target. In 
other words, if you could bring in added 
revenue to meet the number then that 
was acceptable. Alternatively, reducing 
expenses was another strategy for getting 
to the same end point. It really didn’t 
matter what path was chosen, but depart-
ment heads were held strictly accountable 
for meeting the bottom line number.

My boss and I were at a point that we 
really felt we could not reliably commit to 
attracting new business, and we believed 
that we had reduced costs to the lowest 
possible level. However, there was one 
step we thought we could take to meet 
the margin. For the creation of radiol-
ogy reports of exam interpretations we 
were utilizing an outside transcription 
service that was costing us over $100,000 
a year. The quality of this service was 

 
Bobbie O’Brien
By Mark Lerner

poor in that it could take an hour to 
receive a typed report back to us or it 
could be days. Despite multiple conver-
sations with the transcription company 
there was never any significant lasting 
improvement in turnaround times.

My chairman and I therefore deter-
mined that we would propose eliminat-
ing the cost of the service by converting 
to reports completed by the radiologists 
themselves utilizing voice recognition 
technology. Although this tool was fairly 
new at the time we understood that Pow-
erscribe was the market leader in the 
field. The change was incorporated into 
the following year’s operational budget.

Information technology projects 
were managed by the hospital’s central 
IT department. So we set up a kickoff 
meeting with their staff. Bobbie O’Brien 
took a three hour flight to come in for 
the session. She had created an agenda 
that would last most of an eight hour 
day. However, within ten minutes of the 
conference starting one of the three IT 
department representatives announced 
that they had too much work already 
on their plate to take on the Powerscibe 
implementation, and as a group they 
stormed out of the room. 

The chairman and I looked at each 
other in shock. We didn’t know what 
to do. Meeting our budget was contin-
gent on completing this installation and 
now there was no one to help us. Ms. 
O’Brien immediately came to our aid. 
She announced that she would com-
plete the project herself as a Powerscribe 
turnkey installation. The only thing 
that she would need the hospital staff 

for, she asserted, was the assigning of 
IP addresses. We quickly and graciously 
accepted her offer.

Ms. O’Brien bought the servers and 
workstations herself and loaded the 
necessary software. She also trained the 
doctors in its use. When we were about 
a week from our go-live date and Ms. 
O’Brien was back with her family I walked 
around the department and tried to 
boot-up the computers. To my surprise 
and consternation most of them did not 
work. I then placed a panicked call to Ms. 
O’Brien explaining my dilemma, leaving 
a message on her company’s voicemail. 
She was not scheduled to return to my 
hospital until the day before we started 
using the new technology.

The next morning I arrived at my 
office at my usual time of 8:00 am. As 
was my ritual I started checking emails, 
but I was startled by the sound of some-
one passing in front of me. I looked up 
and smiled. It was Bobbie O’Brien at 
my door. She must have recognized my 
uneasiness and decided to immediately 
travel to my hospital. She didn’t even 
bother to tell me she was coming.

The transition to voice recognition 
for the creation of radiology reports went 
practically flawless. Of course, that never 
would have happened if not for the supe-
rior efforts of Bobbie O’Brien. I think of 
her often, perhaps because nothing would 
make me prouder than to be the next 
Bobbie O’Brien for someone else. 

Mark Lerner is the director of diagnostic imaging at 
the George Washington University Hospital. He can 
be reached at Mark.Lerner@gwu-hospital.com.
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Constant advancements in 
healthcare and medical imaging tech-
nology necessitate continuous learning 
and updating of skills, along with a flex-
ible, multiskilled, and multicredentialed 
workforce.1-4 As far back as the 1990s, 
radiology department managers have 
reported the need to increase the num-
ber of cross-trained radiologic technolo-
gists to improve workforce utilization, 
particularly in hospitals with fewer than 
100 beds.5 

Although the highest volume of 
examinations conducted in most radi-
ology departments involves diagnostic 
radiography, the clinical usefulness of 
computed tomography (CT) and mag-
netic resonance imaging (MRI) has led 
to increased volumes of these studies 
and a greater emphasis on the need for 
skilled personnel.6 This need for skilled 
personnel is further increased with the 
growing use of ultrasound, which offers 
a cost-effective, nonionizing imaging 
option, but is highly operator depen-
dent.7,8  Today, as the industry and many 
radiology departments are stressing the 
fusion of technology, individuals who are 
multicredentialed could become highly 
desirable.9 Research in 2012 stated that 

technologists with skills in more than 
one modality have the best employment 
opportunities.10

Financial pressures related to efficient 
staffing and utilization of the workforce 
have not eased.11 In fact, radiology depart-
ments continue to operate with expecta-
tions of improving healthcare quality while 
lowering costs.12 Results of these pressures 
have been shown in workplace staffing 
surveys, in which a majority of radiology 
departments have reported budgeted full 
time equivalent (FTE) numbers remaining 
static from one year to the next.3

Smaller and rural radiology depart-
ments in particular are faced with 
demands to meet budgetary goals while 
offering the greatest range of subspecialty 
services necessary to meet community 
and patient needs and to keep pace with 
imaging technology.11,12  In 1995, Nielsen 
reported on approaches in northeast 
Iowa in which technologists learned new 
modalities to acquire a broad skill set.2  
This approach met the hospitals’ needs 
for multiple competencies or specialties 
without requiring hiring of additional 
radiology department staff.2 

Nebraska’s population is distributed 
in such a way that only three cities in 

 • A study was conducted to determine 
the current employment practices 
and future preferences of Nebraska 
hospitals regarding multicredentialed 
technologists. 

 • A survey was mailed to 104 hospital radi-
ology departments in the state of 
Nebraska, asking for voluntary and con-
fidential responses by radiology manag-
ers charged with hiring of radiologic 
technologists with a response rate of 
51%. Nearly all respondents (93%) said it 
was very likely or fairly likely that they 
would hire a multicredentialed technol-
ogist in the future.

 • Results suggest that there is a trend 
among Nebraska hospital radiology 
managers toward needing or hiring mul-
ticredentialed radiologic technologists 
in the future. There appears to be a 
greater emphasis in the pairing of cre-
dentialing in diagnostic radiography 
with computed tomography, ultra-
sound, and mammography in current 
and future needs. 

ExEcutivE Summary
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the state have populations greater than 
50,000 people, and all of these cities lie 
in the eastern quarter of the 430 mile 
wide state; 13 communities have between 
10,000 and 50,000 residents; and 181 
towns have fewer than 10,000 residents.13

The state of Nebraska has 104 hospi-
tals and a total of 7103 licensed beds.14 
Of these, 64 (61%) are classified as criti-
cal access hospitals, with 25 or fewer 
inpatient beds.14 The hospital make-
up reflects the state’s population. As of 
January 2014, 95% of the state’s geo-
graphic area was designated as eligible for 
Medicare-certified rural health clinics.15 

Nationally, the number of RTs with 
a single certification dropped from 63% 
in 2000 to 57% in 2015, according to the 
American Registry of Radiologic Tech-
nologists (ARRT). The most common 
combination of certifications in 2015 was 
radiography and mammography, and 
radiography and CT.16  Becoming multi-
skilled or multicredentialed is considered 
an asset to both technologists and their 
employers.17

A literature review using a National 
Library of Medicine PubMed search 
revealed a lack of published research 
related to education and employment 
practices regarding multicredentialing of 
radiologic technologists. Further, most 
of the literature on the topic is dated. 
Survey data gathered in the late 1980s 
and early 1990s supported the increasing 
demand for multicredentialed technolo-
gists and the need to develop educational 
programs to address the demand.1,2,18,19 
Several factors were identified in the lit-
erature as contributing to the need to 
provide education aimed at multicre-
dentialing for radiologic technologists. 
These included: an increase in available 
technology, advancement in technolo-
gies, and new applications for existing 
technologies.1 In particular, survey data 
revealed a need for multicredentialed 
technologists in smaller or rural hospi-
tals.1,5,18 The subspecialty and scheduling 
needs of remote rural locations, in par-
ticular, can be quite different from those 
in academic medical centers or large 
urban hospitals.12

Past studies also have looked at the 
best methods for radiologic technologists 
to acquire training necessary for multicre-
dentialing. In the past, on-the-job train-
ing and cross-training on modalities was 
acceptable, and often the only method 
available to train technologists on addi-
tional modalities. This type of informal 
training is expensive for employers, time 
consuming, and inefficient.2  

In response to the published data, the 
potential employment needs of a pre-
dominantly rural state, and the increas-
ing complexity of the imaging profession, 
the University of Nebraska Medical Cen-
ter established the Division of Radiation 
Science Technology Education in 1988. 
In its infancy, the division offered a 24 
month accredited radiography program 
with the option of earning additional 
education and training in a second 
imaging modality; CT/MRI, diagnostic 
medical sonography, nuclear medicine 
technology or radiation therapy. This 
additional 12 month multicredentialing 
option culminated in a bachelor of sci-
ence degree. Over the years, the division 
has continued to evolve along with the 
needs of the imaging sciences profession, 
including the addition of cardiovascular-
interventional technology, separation of 
CT and MRI programs, and advance-
ment to a postbaccalaureate professional 
certificate. Graduation data from the past 
15 years has shown that approximately 
65% of the radiography class continued 
into an additional imaging modality 
program to become multicredentialed. 
This number closely reflects trends in 
the industry.

Methods
In March 2015, a survey was mailed to all 
104 radiology departments in Nebraska. 

The list of eligible hospitals was obtained 
from the Nebraska Department of 
Health and Human Services. The survey 
was accompanied by a letter explain-
ing the survey’s purpose and requesting 
that recipients forward the survey to the 
hospital’s radiology manager in charge 
of hiring radiologic technologists. This 
request was made to ensure consistency 
in responses. A presurvey postcard had 
been mailed to each radiology depart-
ment approximately five days before 
mailing the survey to alert recipients.

In the survey, managers were asked to 
respond to 13 questions related to imag-
ing services offered; number of creden-
tialed technologists; current practices 
and future hiring projections regarding 
multicredentialed technologists; training 
for additional credentialing; and com-
munity and facility demographics. The 
efforts resulted in a total of 54 surveys 
being returned. One respondent left most 
of the questions blank, however, and the 
survey was discarded. This resulted in a 
completed survey response rate of 53 of 
104, or 51%. The 104 hospital radiology 
departments contacted constitute all of 
the hospitals in the state.

Results were evaluated using descrip-
tive statistics such as frequencies and 
percentages. This included evaluating 
results for each question and cross-
tabulating responses to several questions. 
Institutional Review Board approval 
was granted through the University of 
Nebraska Medical Center, where the 
investigators are based.

Results
The 54 responding managers’ hospitals 
represented a range of bed sizes, but 
most of the responses came from hos-
pitals with fewer than 100 beds (85%).  

Graduation data from the past 15 years has shown that 

approximately 65% of the radiography class continued  

into an additional imaging modality program to  

become multicredentialed.
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Of respondents, 29 (55%) reported 
1 to 24 beds in their facility; 16 (30%) 
reported bed sizes of 25 to 100; and 
only 8 respondents (15%) reported hav-
ing more than 100 beds. The sample 
represents the largely rural nature of 
Nebraska’s population and hospital 
distributions. About 70% of respond-
ing managers reported that they work 
in communities with fewer than 10,000 
people. Table 1 shows demographics 
for the responding facilities. Most of the 
respondents (53%) reported that they 
employ between one and five creden-
tialed technologists. Only two respon-
dents employ no multicredentialed 
technologists, and 10 (19%) employed 
more than 10 multicredentialed technol-
ogists at the time of the survey. Respon-
dents were asked to select the radiology 
services offered and multiple responses 
were allowed (see Table 2). The most 
common services offered were diagnostic 
radiography (100%), ultrasound (98%), 
CT (96%), and MRI (96%). A total of 31 
respondents (58%) selected six services, 
or modalities, and eight respondents 
(15%) selected eight services.

Respondents who employed multicre-
dentialed technologists were asked about 
their most common credential pairings. 
Most (69%) said they employ technolo-
gists who were credentialed in both diag-
nostic radiography and CT. The next 
most common multicredential pairing 
was diagnostic radiography with mam-
mography (35%), followed by diagnostic 
radiography with ultrasound (12%), and 
diagnostic radiography with MRI (10%). 
Only 11 (22%) of respondents checked 
more than one response, or multicreden-
tial pairing.

When asked about the importance of 
technologists being multicredentialed, 
31 (61%) of the respondents reported 
that multicredentialing was very impor-
tant (Table 3). The survey also asked 
whether radiology departments or 
facilities provide salary incentives for 
multicredentialed technologists. Most 
respondents (34, or 67%) reported that 
they provide incentives, while 17 (33%) 
said they do not.

 taBLE 1. Community and Facility Demographics

n (%)

community Population 
<10 000
10 000–50,000 

37 (70)
7 (13)

> 50 000 9 (17)

Number of credentialed technologists Employed

0 0(0)
1–5 28(53)
6–10 9(17)
11–20 4(8)
>20 12(23)

Number of credentialed technologists Who are multicredentialed

0 2(4)
1–5 31(58)
6–10 10(19)
11–20 3(6)
>20 7(13)

 taBLE 2. Services Offered by Responding Hospitals and Credential Pairings

Service/modality n (%)a

Diagnostic radiography 53 (100)
Ultrasound 52 (98)
Computed tomography 51 (96)
Magnetic resonance imaging 51 (96)
Mammography 46 (87)
Nuclear medicine 46 (87)
Cardiac catheterization lab /  
 interventional radiology

 
14 (26)

Radiation therapy 9 (17)
current credential Pairings n(%)
Radiography with computed tomography 35(69)
Radiography with mammography 18(35)
Radiography with ultrasound 6(12)
Radiography with magnetic  
 resonance imaging 5(10)
Radiography with nuclear medicine 0(0)
Radiography with radiation therapy 0(0)
Radiography with cardiac cath lab/ 
 interventional radiology 0(0)
aMultiple responses were allowed.
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Two questions focused on how 
technologists receive training for mul-
tiple credentials, and how the managers 
would like for them to receive train-
ing. The first question revealed that 
the majority (73%) of managers report 
most of their sites’ multicredentialed 
technologists obtain their multiple 
credentials through on-the-job train-
ing, and that only 27% receive multiple 
credentials through formal professional 
programs. When managers were asked 
how they preferred their technologists 
to receive training, most (28, or 56%) 
selected formal professional programs 
(see Table 4). When asked about the 
preferred level of technologist educa-
tion, eight (16%) of managers said they 
prefer that technologists have an associ-
ate degree, and 11 (22%) prefer a bache-
lor’s degree. Most of them (32, or 63%), 
expressed no preference. 

In regards to future hiring of multi-
credentialed technologists in Nebraska, 
47 respondents (93%) reported they 
were very likely or fairly likely to hire a 
multicredentialed technologist in the 
future (see Table 5). The most common 
multicredential pairing predicted by 
managers for future hire was diagnostic 
radiography with CT (58%), followed 
by radiography with ultrasound (40%). 
Table 6 shows the most likely multicre-
dential combinations for future hire. 
Respondents were allowed to select more 
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 taBLE 4. Manager Preference for Multicredential Education

How would manager prefer that 
technologists receive training?

 
n (%)

Formal professional program 28 (56)

On-the-job training 22 (44)

 taBLE 3. Importance of Technologists Having Multiple Credentials

importance rating n (%)

Very important 31(61)

Fairly important 11(22)

A little important 7(14)

Not at all important 2(4)

 taBLE 5. Likelihood of Future Hiring of Multicredentialed Technologists

Likelihood n (%)

Very likely 37 (73)

Fairly likely 10 (20)

A little likely 4 (8)

Not at all likely 0 (0)

 taBLE 6. Most Likely Multicredential Combinations for Future Hiring 

Service/modality n (%)a

Diagnostic radiography with computed tomography 31 (58)

Diagnostic radiography with ultrasound 21 (40)

Diagnostic radiography with mammography 15 (28)

Diagnostic radiography with magnetic resonance imaging 7 (13)

Diagnostic radiography with nuclear medicine 2 (4)

Diagnostic radiography with cardiac catheterization lab / interventional radiology 0 (0)

Diagnostic radiography with radiation therapy 0 (0)

Would not hire a multicredentialed technologist 0 (0)
aMultiple responses were allowed.
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than one combination of credentials; a 
total of 41 (77%) selected only one mul-
ticredential combination, and five (9%) 
selected two pairings.

Nearly all (98%) of respondents offer 
four or more services in their radiology 
departments, yet slightly more than half 
(53%) employ between one and five 
credentialed technologists. Further, by 
evaluating the number of multicreden-
tialed technologists according to the 

 taBLE 7. Cross-tabulation: Number of Multicredentialed Technologists in Department x Number of Beds in Facility

No. multicredentialed 
technologists

 
 

No. of Beds in Facility

Frequency 
column Percent 1–24 beds 25–100 beds >100 beds total

0 1 
(3.45)

1 
(6.25)

0 
(0)

2 

1–5 25 
(86.21)

6 
(37.50)

0 
(0)

31 

6–10 3 
(10.34)

7 
(43.75)

0 
(0)

10 

11–20 0 
(0)

1 
(6.25)

2 
(25)

3 

>20 0 
(0)

1 
(6.25)

6 
(75)

7 

total 29 16 8 53

number of beds in a facility, it became 
clear that the smallest hospitals (1 to 
24 beds) employ the most multicre-
dentialed technologists (see Table 7). 
When results regarding likelihood of 
hiring multicredentialed technologists 
in the future are cross-tabulated with 
facility size, nearly 93% of managers 
report they are very or fairly likely to 
hire a multicredentialed technologist in 
the future (see Table 8).

In addition to 83% reporting mul-
ticredentialing to be very important or 
fairly important, 71% provide salary 
incentives for their multicredentialed 
technologists (See Table 9). There was a 
disconnect between how many manag-
ers prefer that their technologists receive 
training for multicredentialing from for-
mal programs and how many reported 
that technologists in their depart-
ments received on-the-job training for 

 taBLE 8. Likelihood of Future Mulicredentialed Technologist Hiring 

Likelihood of Hiring 
multi-credentialed 

tech

 
 

No. of Beds in Facility

Frequency 
column Percent 1–24 beds 25–100 beds >100 beds total

very Likely 23 
82.14

12 
80.00

2 
25.00

37 

Fairly Likely 3 
10.71

2 
13.33

5 
62.50

10 

a Little Likely 2 
7.14

1 
6.67

1 
12.50

4 

total 28 15 8 51
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multicredentialing. It is possible that 
many currently employed technologists 
began working in the field at a time when 
on-the-job cross-training was the only 
route to multicredentialing. 

Discussion
The data gathered in the survey of 
Nebraska hospitals regarding multicre-
dentialing of radiologic technologists 
closely represented the sample popula-
tion of Nebraska hospitals and how they 
serve the state’s population distribution. 
The sample also is in line with the fact 
that 61% of Nebraska facilities are classi-
fied as critical access hospitals. 

The findings indicate a need for con-
tinued multicredentialing, as do results 
to questions regarding current employee 
credentials and future needs for mul-
ticredentialed technologists. In fact, 
those departments in hospitals with the 
smallest number of beds had the highest 
rating for “very likely” to hire. In addi-
tion, it is clear that managers place a 
tangible value on multicredentialing of 
radiologic technologist staff. The “ideal” 
pairings of credentials for technologists 
are likely to be influenced by the size, 
location, and hiring needs of a particu-
lar facility. Examining the trends of cre-
dential pairing both through a national 
and state lens, the data suggests that 
diagnostic radiology coupled with CT 
holds the strongest association among 
imaging modalities.  

Although managers prefer formal 
education to on-the-job training, they 
appear to have little preference regard-
ing degree level. At this point, multicre-
dentialing appears to be more important 
to managers than does degree, and could 
be an additional subject for further 
study among radiology managers and 
technologists.

In the future, government agencies, 
such as the Centers for Medicare and 
Medicaid Services (CMS), and accred-
iting organizations, such as The Joint 
Commission, might influence the type 
of training and education a technologist 
needs to become multicredentialed. Cur-
rently, The Joint Commission is inves-
tigating the elements of performance 
set forth for hospital and critical access 
facilities associated with the credential-
ing requirements of technologists per-
forming diagnostic CT procedures.20  
Although it is difficult to predict at this 
point how the language will evolve and 
what requirements will be set, it is evi-
dent that accreditation bodies are pay-
ing close attention to the education and 
credentialing standards of imaging tech-
nologists performing exams.   

A limitation of the research included 
some confusion over common pairing 
of radiologic technologist credentials 
in Nebraska hospitals. An additional 
area of research could include exploring 
whether the reason for the lack of ultra-
sound multicredentials reported com-
pared with services offered is related to 

sonographers receiving certification in 
ultrasound only from the American Reg-
istry for Diagnostic Medical Sonography 
or confusion about nomenclature that 
refers to “multicredentialing” for sonog-
raphy specialties. Although the question 
asked respondents to provide the most 
common combination of credentials in 
their departments, it allowed multiple 
responses. Further, there are more pos-
sible combinations of credentials than 
was reasonable to list in a brief survey. 
In future research, this question could 
allow for only one response and then ask 
follow-up questions about other creden-
tial pairings if necessary. 

Conclusion
Small Nebraska hospitals currently 
employ, need, and emphasize impor-
tance of multicredentialed technolo-
gists. Results suggest that regardless of 
hospital bed size or department size, 
there is a trend among Nebraska hospi-
tal radiology managers toward needing 
and hiring multicredentialed radio-
logic technologists in the future. There 
appears to be a greater emphasis in the 
pairing of credentialing in diagnostic 
radiography with CT, ultrasound, and 
mammography in current and future 
needs. Additional research could explore 
in greater depth future credentialing 
combinations, preferences for obtaining 
multiple credential education, multicre-
dentialing for sonographers, and degree 

 taBLE 9. Cross-tabulation: Importance of Multicredentialed Technologists x Financial Incentives for Multicredentialing

importance of technologists 
being multicredentialed

Department/Facility offers salary incentive for  
multicredentialed technologists

yes
n (%)

No
n (%)

Very Important 24 (71) 7 (41)

Fairly Important 8 (24) 3 (18)

A Little Important 2 (6) 5 (29)

Not At All Important 0 (0) 2 (12)
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preferences of managers and technolo-
gists in regards to obtaining education 
for multiple credentialing. 
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Getting Better Data from 
Referring Physicians

One of the greatest operational challenges 
in diagnostic imaging is getting complete 
and detailed clinical information from 
referring physicians for every exam for 
every patient. When not appropriately 
addressed this issue can create concerns 
around patient care and employee pro-
ductivity and creates overall frustration 
for all stakeholders. Addressing this criti-
cal issue takes time, but the rewards are 
well worth the efforts. Ideally the treating 
physician will always order the right 
exam, we will perform exactly what was 
ordered, the radiologist will dictate 
exactly what was performed, the coders 
will assign the correct codes to match 
what was dictated, and the payor will pro-
vide the appropriate reimbursement with 
no rejections or denials the first time the 
claim is submitted for payment.

Any time I give a presentation and 
take a room survey and ask, “How many 
of you would say that you always get 
complete information on orders?” no one 
raises their hand. Now you could say it’s 
because I put the word “always” in the 
question or you could interpret it to 
mean that this is a big problem that every-
one in the industry struggles with on a 
daily basis. Arguably, both are true. Even 
in our world of electronic medical records 
(EMRs) and computerized physician 
order entry (CPOE) it is still very chal-
lenging to get the right information at the 
right time to ensure the right exam is per-
formed for the benefit of the patient. It’s 
easy to point fingers and blame the 

referring physicians, but if we really take 
the time to evaluate the process and sys-
tems we will see that it is not that straight-
forward. Finding errors is easy, identify-
ing how they happened is the real 
challenge!

To solve a problem you must first 
define it and then determine its root 
cause. Why do you not get complete 
information on all your orders? To 
address this question you must first seg-
ment your patient populations into: 
emergency department, outpatient, and 
inpatient. The processes, issues, and con-
cerns are different for each group of 
patients so how you will evaluate and 
address these populations and referring 
physicians will be different as well. 

Before you immediately accept the fact 
that you don’t have the needed clinical 
information it is important that you eval-
uate your current systems to see what you 
have access to and what changes you can 
make. How does the order relate to what 
is in the RIS/PACS system? Who puts this 
information in? How do errors occur 
when the information does not match or 
is absent? For example, if the clinical 
information indicates “breast cancer with 
bone mets” why does the information in 
the RIS state “bone mets with a history of 
breast cancer?” History of versus current 
cancer is a very important distinction. 
Also, if information is dropped from the 
order when it’s entered into the system, 
how and why does that happen? Some-
times detailed clinical information is 

dropped in the name of efficiency. There 
is a big difference between “Primary cuta-
neous diffuse large cell B-cell lymphoma” 
and “lymphoma.”

With the implementation of ICD-10 
some organizations have begun sending a 
code on an order instead of clinical infor-
mation. This is not appropriate. Diagnosis 
codes have value in the coding and billing 
process but do not provide what is needed 
to clinicians. Codes lack clinical value and 
do not always translate into the patient’s 
specific condition. The American Hospi-
tal Association (AHA), the entity respon-
sible for diagnosis coding guidelines for all 
types of providers, addressed this as 
recently as 2015 in a Q&A in the Coding 
Clinic® for ICD-10-CM. “Question: … Is 
there an official policy or guideline requir-
ing providers to record a written diagnosis 
in lieu of an ICD-10-CM code number? 
Answer: Yes, there are regulatory and 
accreditation directives that require pro-
viders to supply documentation in order 
to support code assignment. Providers 
need to have the ability to specifically doc-
ument the patient’s diagnosis, condition 
and/or problem. Therefore, it is not 
appropriate for providers to list the code 
number or select a code number from a 
list of codes in place of a written diagnos-
tic statement.”1

When evaluating why an order is 
incomplete you need to identify whether 
it is a people problem or a system prob-
lem. Once this is identified you must 
determine whether or not it can be fixed. 
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 TABLE 1. Additional Information from Referring Physician Depending on Specialty

Clinical Conditions Areas of Concern

Infectious & Endocrine Context
– Any associated malignancies
– Adverse effects from treatment
 – due to … “ ”
 – eg, drug induced DM w/ hypoglycemia
– Underlying disease
– Associated manifestations

Neoplasms Location & Severity
– Quadrant / section (review the options)
– Malignant: biopsy proven?
– Primary vs secondary
– Active disease vs personal history of …  

•	 Also 
– Social history for specific malignancies (liver, lung, throat, etc)
– Past treatments (chemo / radiation)

Cardiorespiratory Location, Severity & Context
– Name the vessel, which side
– Traumatic vs non-traumatic
– Acute vs chronic (occlusions, thrombosis)
– Underlying disease 

– Hypertension vs hypertensive heart disease
– Concurrent conditions

– Atherosclerosis w/ rest pain
– Specific manifestations of late effects

GI & GU Location & Severity
– Small / large intestine 
– Hemorrhage / perforation 
– Acute / chronic 
– Concurrent conditions

– Diabetic chronic kidney disease
– Concurrent treatment

– Dialysis 

Musculoskeletal & Skin Location, Severity & Context
– Laterality
– Site specifics 

– No more ‘pain in limb’
– Traumatic vs non-traumatic
– Initial vs subsequent vs sequela imaging
– Underlying conditions
– Due to … 

Maternal & Newborn Location, Severity & Context
– “Routine” OB ultrasound
– Separate/shared placenta/membranes reported differently
– # of weeks in addition to trimester
– Pre-existing vs gestational conditions 
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If it can’t (really) then you need to change 
the process to accommodate the obstacle 
to ensure you get complete orders. The 
bottom line is that it is not acceptable to 
allow incomplete orders. Doing so poten-
tially jeopardizes your patients and defi-
nitely frustrates your staff—neither is 
acceptable. Fear of losing business is not 
an appropriate reason to avoid address-
ing this issue.

Instead of viewing this challenge as a 
negative, take the opposite approach. The 
bottom line is that this issue is about 
patient care. Your referring physicians 
care about their patients so finding a way 
to communicate the importance of solv-
ing this problem for the patient’s benefit 
is key. If done correctly an improved pro-
cess for communicating patient clinical 
information can actually be a value add to 
your clients (aka, your referring physi-
cians) by ensuring that they truly get the 
best care possible for their patients. There 
are published studies showing that rele-
vant clinical information enables the 
radiologist to interpret imaging findings 
in the appropriate context, leading to 
more relevant differential diagnoses, 
more useful reports for clinicians, and a 
better outcome for the patient.2 

When tackling a big challenge it is best 
to break the components into small pieces 
so that it is more manageable and measur-
able. In order to determine your true vol-
ume of “incomplete” orders due to miss-
ing or incomplete clinical information it is 
best to address by modality and then by 
specific services. For example, instead of 
trying to tackle every modality, address 
the biggest areas of opportunity first. For 
most organizations this is usually CT and/
or ultrasound. Working with the manag-
ers and supervisors for the targeted area 
you should be able to come up with a rea-
sonable mechanism to identify and track 
the biggest offenders by name and/or phy-
sician practice. This objective data can 
then be used to seek to modify behavior 
and/or change systems. 

The details that are required in an 
imaging order are the same details 
required for the clinical assessment/prog-
ress note that the treating physician 

captures during the patient visit. We are 
not asking for new information but 
rather what is already in, or at least defi-
nitely should be in, the patient’s medical 
record. This is a very important point 
because it should help shape how you 
think about the data. How do we get it 
from Point A to Point B? 

“Educating” referring physicians can 
be challenging but also very rewarding 
for all parties if approached correctly. As 
individuals, we want specific examples 
and data; not broad sweeping condem-
nations such as “your orders are incom-
plete.” Consider what the value is to them 
and review the process of sharing data to 
see if there are ways that you can make it 
easier from a systems perspective. Broad 
statements are quickly dismissed due to 
their lack of relevance and relatability. 
You need to provide details to make a 
valid point if you really want to see 
change. If you need more specific infor-
mation, define what specificity means to 
that physician or group. Table 1 has 
examples of types of additional informa-
tion that you might need to request 
depending on the specialty. 

As you evaluate the methods in which 
referring physicians provide information 
to your organization ensure you address 
manual processes. Many organizations 
still have referring physicians hand writ-
ing orders or completing a standard 
form. Do these mechanisms have enough 
room for the required information? 
Making the effort to update these types of 
tools can go a long way to helping refer-
ring physicians provide the needed infor-
mation. Once you have identified your 
opportunities and made appropriate 
changes, whether manual or software 
related, it is valuable to perform small 
scale comparative studies on a regular 
basis to ensure that the changes had a 
lasting impact. 

Summary
Clinical decision support (CDS) will be 
here soon and will address many of the 
concerns around orders and clinical 
information; however, it will not be an 

easy or quick process.3 Changing systems 
and modifying behavior takes a lot of 
time and a lot of effort on everyone’s part. 
Making changes now to improve the flow 
of clinical information can facilitate opti-
mal patient care, improve efficiency, 
reduce frustration, and help you be the 
organization that you want to be! 
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ICD-10: Internal Injuries

ICD-10-CM codes for injuries to the 
internal organs of the chest, abdomen, 
and pelvis are found in the following 
categories:

S26 Injury to heart
S27 Injury of other and unspecified 

intrathoracic organs
S36 Injury of intra-abdominal 

organs
S37 Injury of urinary and pelvic 

organs

Within each category are subcategories 
for individual organs, and within each sub-
category are codes for specific types of 
injury, such as contusion and laceration. A 
contusion or hematoma involves tissue 
injury without loss of continuity of the 
organ, while a laceration is a traumatic tear 
in the organ. For some organs, such as the 
colon, there are also specific codes for blast 
injuries, which are injuries resulting from 
an explosion. A primary blast injury is 
caused by the force of the shock wave strik-
ing the patient, while a secondary blast 
injury results when the patient is struck by 
flying debris or driven against a hard object.

The codes for injuries of internal organs 
are indexed under main term “Injury” or 
under the type of injury (contusion, lacer-
ation, rupture, etc). For example, the code 
for a contusion of the kidney is indexed 
under “Contusion, kidney.” There are sep-
arate subterms for major and minor kid-
ney contusions, and notes in the Tabular 
List clarify that a major contusion is one 
that is larger than 2 cm. The code assign-
ment for a 3 cm contusion of the right kid-
ney, initial encounter, is:

S37.021A Major contusion of right 
kidney, initial encounter

The organ injury codes do not indicate 
whether the injury was penetrating or 
blunt. In a penetrating injury, an object 
such as a bullet, knife, or sharp tree limb 
enters the patient’s body. Blunt injury, 
such as the impact of air bag or a fall onto 
a hard surface, does not involve an object 
penetrating the body. Notes in the 
Tabular List under the codes for injury to 
internal organs tell you to “Code also any 
associated open wound.” A “code also” 
note indicates that an additional code is 
required and may be sequenced either 
first or second, depending on the circum-
stances. In radiology coding the organ 
injury code will most often be the primary 
diagnosis, and a secondary code should 
be assigned for the open wound if appli-
cable. The wound codes are indexed 
under “Wound, open.”

For example, a patient is brought to 
the emergency department after being 
stabbed in the abdomen. A CT scan 
reveals that the wound penetrated the 
peritoneal cavity, and there is a laceration 
of the jejunum. The following codes 
should be assigned:

S36.438A Laceration of other part of 
small intestine, initial 
encounter

S31.619A Laceration without foreign 
body of abdominal wall, 
unspecified quadrant with 
penetration into peritoneal 
cavity, initial encounter

The ICD-10-CM guidelines indicate 
that injuries to nerves and/or blood 
vessels should be coded separately. The 
first-listed diagnosis code should 
represent the “primary injury,” and 
depending on the circumstances, this 

might be either the internal organ injury 
or the nerve or blood vessel injury. For 
example, in a patient with a lung contu-
sion and a traumatic tear of the thoracic 
aorta, the blood vessel injury would likely 
be the primary injury.

Here are some additional examples of 
internal injury coding:

Example #1: A pedestrian is struck by a 
motor vehicle with blunt trauma to the 
left flank. CT scan reveals a 4 cm laceration 
of the left kidney. The Index entry for 
“Laceration, kidney, major (greater than  
3 cm)” refers you to S37.06-. The code 
assignment is:

S37.062A Major laceration of left 
kidney, initial encounter

Example #2: An elderly woman tripped 
and fell, landing on a rock, and now com-
plains of chest pain and shortness of 
breath. CT scan reveals fractures of two 
right ribs and a contusion of the right 
lung, either of which could be considered 
the primary injury. The Index entry for 
“Fracture, traumatic, rib, multiple” refers 
you to S22.4-. This code requires an “X” 
placeholder before applying the 7th char-
acter. The Index entry for “Contusion, 
lung, unilateral” refers you to S27.321. 
The code assignment is:

S22.41XA Multiple fractures of ribs, 
right side, initial encounter 
for closed fracture

S27.321A Contusion of lung, unilat-
eral, initial encounter

Example #3: A patient suffers blunt 
abdominal trauma in a skiing accident. 
CT scan reveals rupture of the spleen. 
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The Index entry for “Rupture, spleen 
(traumatic)” refers you to S36.09.  
The code assignment is:

S36.09XA Other injury of spleen, 
initial encounter

Example #4: A patient suffers a gunshot 
wound to the abdomen, and CT scan 
reveals a laceration of the liver that is  
5 cm long by 2 cm deep. Both the liver 
laceration and the open wound should be 
coded, and the liver laceration should be 
the primary diagnosis for the radiology 
service. The Index entry for “Laceration, 
liver” refers you to S36.113, but the 

Tabular List shows a more specific code. 
This laceration is considered moderate 
since it is less than 10 cm long and 3 cm 
deep, and moderate liver laceration is 
reported with S36.115. The Index entry 
for “Wound, open, abdomen, wall, with 
penetration into peritoneal cavity” refers 
you to S31.609. The code assignment is:

S36.115A Moderate laceration of 
liver, initial encounter

S31.609A Unspecified open wound of 
abdominal wall, unspecified 
quadrant with penetration 
into peritoneal cavity, initial 
encounter 

Melody W. Mulaik is president and co-founder of 
Coding Strategies, Inc. She is a nationally recognized 
speaker and has delivered numerous presentations at 
AHRA annual meetings and conferences. Melody is a 
member of AHRA, has published extensively, and may 
be contacted at melody.mulaik@codingstrategies.com.
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In a competing market such as the 
healthcare industry, it is important to 
have a well thought out plan of how 
to draw new high level recruits and it 
is also important to understand what 
it takes to retain these individuals as 
an organization.6 A statistic that helps 
support this statement is the projected 
report that the healthcare industry is 
expected to see an increase of jobs from 
2008 to 2018 of more than 3.2 million, 
which no other occupational field will 
come close to reaching with regards 
to new positions.5 It is also estimated 
that the American industry annually 
sustains a cost of about $11 billion, 
simply due to the lack of retention and 
turnover that takes place in the United 
States.7 These statistics alone help one 
better understand the magnitude of the 
role strong retention rates and good 
incentives can play in helping one’s 
bottom line and be considered relative 
in attracting high quality employees in 
today’s healthcare field.

Knowing incentives are an important 
part of any recruitment plan is easy to 
comprehend, but knowing which incen-
tives will draw the right employee to your 
organization and maintain a high level 
of employee retention is where some 
managers might struggle. For example, 
it is considered common knowledge that 

financial incentives can be a good way 
to recruit employees and even be a posi-
tive factor for job satisfaction once an 
employee is with your organization, but 
this by itself will not ensure retention.6 
There is a strong indication that financial 
incentives actually lose their effective-
ness with relation to retention once the 
employee has been working for five or 
more years.6 One study specified 54% of 
employees are looking for better incen-
tives while 35% of employees are looking 
for improved career development, and 
both reasons were given as the top rea-
sons for why employees were looking for 
employment with another organization.8 

As the healthcare field gets more and 
more competitive when trying to attract 
high level employees, it is important for 
an organization to understand what 
incentives are drawing employees and 
which are not. It has been reported that 
incentives can also help an organiza-
tion distinguish between high and low 
performers within the industry, which 
is pertinent in recruiting.9 In this study, 
we will try to correlate the responses 
from our survey to help managers bet-
ter understand how these incentive 
packages and combination of specific 
incentives are being used today in com-
parison to what has been used over the 
past eight years.4,5

 • The healthcare industry continues to 
experience changes as initiatives related 
to the Patient Protection and Affordable 
Care Act of 2010 ensue. As healthcare 
costs and quality continue to be investi-
gated by industry professionals, previ-
ous research continues to support the 
direct relationship between the overall 
patient experience and employee job 
satisfaction levels.1-3 

 • This study was conducted to further 
analyze previous incentive data collect-
ed from 2007 and 2012 and compare it 
to an updated healthcare employee 
incentive survey completed in 2015. 

 • Descriptive results demonstrate how 
incentive packages have changed in 
healthcare over the past eight years 
among various lines of employment 
within the industry. Additionally, health-
care positions with creative incentive 
packages are further investigated in 
2015, as compared to previous years.4,5 

ExEcutivE Summary
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  Employee Incentives in Healthcare: An Eight Year Comparison

Methodology
This research is intended to be used to 
evaluate and compare the findings of 
previous research that was completed 
in 2007 and 2012, with concern to the 
incentives being used in the healthcare 
field.4,5 The search engine used to sub-
stantiate the literature review was EBSCO 
Host and some of the key words used 
were: employee incentives in healthcare, 
common incentives used in healthcare, 
and incentive packages in healthcare. A 
descriptive analysis was conducted to 
determine if there were any changes in 
employee incentives over the past eight 
years and which positions are actually 
receiving the most creative incentive 
packages within the healthcare field. The 
surveys were sent out to human resource 
managers that were identified by a 
national database of US human resource 
managers in the healthcare industry. The 
majority of respondents signified they 
work at community based hospitals or 
clinics. None of the respondents were 
from a university based hospital. 

The instrument was sent out at two 
different times with the second mailing 
sent three weeks after the first mailing 
to non-respondents in order to guar-
antee the highest reply rate possible. 
The response rate for this study was 
2.9%, which is a moderate return rate 
compared to other studies dealing with 
human resource managers.10

Types of Incentives 
In the 2015 survey, respondents were 
asked to list the top three incentives they 
are offering to applicants in their health-
care organization. The incentives listed 
were: sign-on bonus, health insurance, 
child care, retirement benefits, hous-
ing allowance, relocation allowance, 
profit-sharing, health-club member-
ship, student loan repayment, tuition 
reimbursement, professional develop-
ment opportunities, professional dues 
reimbursement, and vehicle allowance. 
The survey also inquired about these 
same incentives and how they are being 

offered to technical, managerial, and 
executive applicants. In the 2007 survey 
the top two incentives to attract techni-
cal applicants were health insurance and 
retirement benefits and this continued 
for the 2012 and the 2015 surveys. The 
incentives that were utilized the least for 
technical applicants in 2007 were vehicle 
allowance and profit sharing. For 2012, 
the least common incentives were hous-
ing allowance and vehicle allowance. 
In 2015, applicants indicated housing 
allowance as the least common incentive 
used followed up by both profit-sharing 
and vehicle allowance as the second least 
common.

When looking at managerial appli-
cants for 2007, health insurance and 
retirement benefits were the two most 
common incentives given and this 
remained constant for the 2012 survey. 
For 2015, the most common was health 
insurance followed up retirement ben-
efits and professional development 
opportunities as the second most com-
mon. The two least common incentives 

specified for managerial applicants for 
all three surveys were housing allowance 
and vehicle allowance. 

When asked about incentives offered 
for executive positions at their healthcare 
organizations for 2007, health insurance 
and tuition reimbursement were the top 
two incentives. For 2012, executives were 
receiving health insurance and retirement 
benefits as the top two incentives. Now 
in 2015, executives are receiving health 
insurance as the top incentive followed up 
by professional development opportuni-
ties and retirement benefits. This data can 
be reviewed in Tables 1, 2, and 3 (2007, 
2012, and 2015, respectively).

Positions Receiving the Most 
Creative Incentive Packages 
Another area of the survey examined 
which positions actually receive the most 
creative incentive packages based on the 
respondents, view at their organizations. 
Creative incentive packages include 

 taBLE 1. Top 3 Employee Incentives in Healthcare 2007

Source:  McKinnies, R. C., Collins, S. K., & Collins, K. S. (2008). Employee incentives in the
health care industry. Radiology Management, 30(1), 52–55  
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collaboration, work environment, work-
life balance, and even work design.6 

In 2007, nursing was considered the 
most common response with 57% of the 
surveys indicating it receives the most 
creative incentive package followed by 
pharmacy (40.5%), executives (38.7%), 
physical therapy (25.8%), managerial 
(23.2%), radiology (22.4%), respiratory 
therapy (10.5%), occupational therapy 
(6.1%), radiation therapy (2.5%), and 
medical records (1.7%). See Table 4. 

In the 2012 survey, the most creative 
incentive packages were indicated as fol-
lows: nurses again received most creative 
incentive packages (41.3%) compared 
to executives (40.2%), physical therapy 
(34.8%), managerial positions (30.5%), 
pharmacy (16.3%), occupational therapy 
(9.8%), radiology (4.4%), respiratory 
therapy (3.3%), medical records (2.2%), 
and then radiation therapy followed 
(1.1%). See Table 5.

Then in the 2015 survey, nurses 
again were indicated as receiving the 
most creative incentive packages, with 
100% of the respondents signifying 
nursing receives the top three most cre-
ative incentive packages. Followed by 
executives at 92%, although a higher 
number of the respondents indicated 
executives as the number one creative 
incentive package at 75% compared to 
nursing at 57%. Managerial applicants 
then followed executive applicants at 
89%, physical therapy (88%), pharmacy 
(75%) and then radiology, occupational 
therapy, medical records, and radiation 
therapy had no respondents select these 
professions as receiving creative incen-
tive packages. See Table 6.

Incentives and Job Satisfaction 
In order for an incentive package 
to motivate employees or draw new 
employees, the program must first fit 
the needs of the employee. In one study 
it was indicated that financial incen-
tives interested 80% of the personnel, 
while less than 50% showed an interest 
in nonfinancial incentives.11 In this same 
study the younger participants indicated 

 taBLE 2. Top 3 Employee Incentives in Healthcare 2012

Source:  McKinnies, R. C., Collins, S. K., Collins, K. S., & Matthews, E. P. (2013). A
Comparative Analysis of Employee Incentives in the Healthcare Industry. Radiology
Management, Leadership 2013 Supplement, 40–44. 
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 taBLE 3. Top 3 Employee Incentives in Healthcare 2015
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financial incentives tied to reaching 
health standard goals like BMI and blood 
pressure.11 This creativity is not one size 
fits all as multiple studies have noted dif-
ferent incentives for age group, location, 

sex, etc.6, 11 While most studies will prove 
that financial incentives are key for 
recruiting, nonfinancial incentives often 
play key roles in retention. These types 
of incentives include opportunities for 
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a greater interest in better food options, 
group fitness classes, gym memberships, 
and participation-dependent incentives 
in comparison to the older members.11  
It is fairly easy to understand different 
age groups are going to have different 
interests and be drawn by different incen-
tives, but knowing what you are looking 
for as an organization in your employees 
can help you better direct your incentive 
packages. One interest that transcends 
different age groups is health insurance 
benefits. In the same aforementioned 
study, reduced health insurance copays 
and discounts on health insurance pre-
miums were listed as two of the top four 
factors in likelihood of motivation by 
incentives.11 Since this is independent of 
age, it can be used in incentive factors for 
all employees.

For most employees the incentives 
an organization maintains can play a 
major role in job satisfaction, but there 
are other factors that can and will play 
an important part in job satisfaction. 
For every organization it is important 
for them to ascertain what brings about 
job satisfaction for their employees. 
Early on in the courting process, com-
pensation and benefits can be a crucial 
tool to land a high level employee, but 
in some cases this may not stand the test 
of time, especially when there is a poor 
work situation. More times than not the 
employee will need to feel valued and 
respected and want to see the promises 
made during recruitment be maintained 
and upheld once they become a part of 
the organization.12

In this study, while statistical signifi-
cance was not achieved primarily due to a 
small sample size, the practical significance 
observed supports the ongoing use of the 
following incentives for executive, mana-
gerial, and technical employees across all 
three (2007, 2011, and 2015) studies:

 • Professional dues reimbursement
 • Professional development opportunities
 • Tuition reimbursement
 • Relocation allowance
 • Retirement benefits
 • Health insurance

 taBLE 4. Top 3 Positions Receiving the Most Creative Incentive Packages 2007
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 taBLE 5. Top 3 Positions Receiving the Most Creative Incentive Packages 2012

Source:  McKinnies, R. C., Collins, S. K., Collins, K. S., & Matthews, E. P. (2013). A Comparative
Analysis of Employee Incentives in the Healthcare Industry. Radiology Management, Leadership
2013 Supplement, 40–44.
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 taBLE 6. Top 3 Positions Receiving the Most Creative Incentive Packages 2015
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certain aspects of production. However, 
the incentive that works today may not 
work tomorrow, so it is paramount that 
organizations are continuously evaluat-
ing their incentive packages to ensure 
they are still attracting and retaining high 
level employees.18 
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By Carrie Stiles, MBA, CRA, RT(R)(CT)

“Getting Off the  
Wall”—An Interview 
with Angie McDonald

management findings

Angelic McDonald, MSRS, CRA, 
FAHRA, is the director of cardiovascular 
imaging at Houston Methodist DeBakey 
Heart and Vascular Center in Houston, 
Texas. She became a member of AHRA in 
2007 and quickly became very involved. 
She was elected to the Board of Direc-
tors in 2012 and was recently voted in as 
our 2016–2017 President-Elect. She is a 
personal mentor and encouraged me to 
get involved with AHRA, which is some-
thing I will be forever grateful for. So, I 
was honored to sit down and get to know 
a little bit more about AHRA’s next pres-
ident. I hope this interview inspires you 
to “get off the wall,” as Angie would say, 
and put yourself out there; both in your 
personal and professional life and cer-
tainly with AHRA.

[CS] Congratulations! How does it feel 
to be elected as AHRA’s next president? 
Several people have pointed out that it’s 
actually been six years since we’ve had a 
female president.

[AM] I was looking back over the past 
presidents and I think I am the first 
female Hispanic president. Considering 
that I am following Luann [Culbreth] 
I am tickled to death! Absolutely tick-
led to death! It’s very full circle for me. 
Luann and I were talking this morning 
and my very first AHRA conference was 
in Florida. When Luann was president 
she asked me to be her Design Team 

Chair and her year of presidency was 
in Florida. And guess what? My year of 
presidency will be in Florida too! I need 
to buy a lottery ticket! 

I guess because I have been working 
with such great leaders, regardless of sex, 
I honestly didn’t even realize it had been 
that long until it was pointed out to me. 
It seems like just yesterday Luann was 
president. While I am proud to repre-
sent my sex and my nationality in this 
role, what I hope people see first is sim-
ply a leader, and that they don’t see my 
race; my sex; my age. I want them to see 
a leader. I think when we, not only as 
an association but as a society as well, 
put more emphasis on that we create 
that. When we stop seeing someone’s 
hair color, skin color, age, or educa-
tion level. When we stop looking at 
each other through those filters then we 
won’t judge each other by those filters. 
I finally got the courage to get off the 
wall and put myself at the table. I was the 
one holding myself back. It wasn’t my 
skin color or my sex. It was me. So, to 
answer your question I am really excited 
and honored that I was chosen to lead 
this association.

[CS] What plans do you have to help 
AHRA continue to evolve, grow, and 
become more successful?

[AM] If we are going to be the indis-
pensable resource for medical imaging 

leaders we have to constantly be look-
ing over the fence. We can’t be reac-
tive; we have to be proactive. So both 
as President-Elect, President, and Past-
President, what I am going to be doing is 
constantly looking over that fence. And 
there are certain things that, as imaging 
managers, we tend to just want to shy 
away from and the reality is we can’t 
do that anymore. We have to find that 
spoon full of sugar that makes it palat-
able and find ways to help introduce it to 
our association. Things like regulatory 
affairs and financial management. Those 
are just two subjects, it doesn’t matter, 
they fill up every year because everyone 
knows they need to get involved. The 
next biggest thing that’s on the horizon: 
there are a lot of imaging managers who 
are being asked to take over areas that 
they don’t know anything about. And if 
you haven’t been tapped on the shoulder 
now, you will be tapped on the shoulder 
in the future. It’s going to happen. It’s 
happening now. So I plan to ensure and 
maintain that commitment of looking 
over the fence and down the horizon 
to see what’s coming next. To be quick 
and proactive about putting material 
and information in front of our mem-
bership to alert them before they are 
in the middle of that storm so they can 
slowly transition and get comfortable 
with whatever the environment is going 
to be, versus finding themselves in the 
middle of it without a plan.
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[CS] What was your dream job as a child 
and why?

[AM] As a child I wanted two things: 
to go off to the military and also to be 
a doctor. My mom saved a paper pre-
scription from when I was playing doc-
tor that I had written out for my brother 
and signed Dr. Martinez. As I got older, 
I knew I wanted to be in healthcare, but 
at the time, the only jobs I knew of were 
doctors and nurses and I felt that my 
skin was too thin and I would become 
too emotionally attached to someone 
that didn’t succeed and it would tear me 
apart. I knew that about myself. So, when 
I got into high school and the reality of 
actually entering the workforce was right 
there in front of me, I couldn’t afford col-
lege. Through a series of events I discov-
ered the field of radiology and I thought 
it was absolutely amazing. I could have 
enough interaction with the patient that 
really mattered; to really make a dif-
ference. It had technology and science 
involved. It was in healthcare. And guess 
what? The United States Air Force had, at 
the time, the only radiology program that 
was recognized by the ARRT. So I got to 
combine two interests of mine. The mili-
tary and a healthcare career that I felt I 
could really become a part of. So being 
an x-ray technologist wasn’t a dream of 
mine as a child. Being in healthcare and 
helping people was. Being in the military 
was a dream. So, I was lucky enough to 
be able to combine both.

[CS] What do you conceive leadership 
to be?

[AM] From my perspective, and I know 
there are several different types of very 
accomplished styles, my perspective is 
servant leadership. Truly great teams can 
only meet their fullest potential when 
the team is put first. That’s what I liked 
about the military. It was always the team 
first. The leader cannot be in it for a title, 
or shouldn’t be at least. It shouldn’t be 
about their career; their next step; their 
ambition; their paycheck. You might be 

able to get a good team leading that way, 
but you won’t get a great team leading 
that way. And I think people see through 
that. The leader is only ever going to be 
as good as the people on their team. So 
if you give back to the team and make it 
about them, bringing out their strengths, 
their talent, their passion, they will want 
to follow you.

[CS] What advice would you give some-
one going into a leadership position for 
the first time?

[AM] First of all, if you are doing it for 
a title or another “buck fifty” an hour, 
in the end it’s not going to be worth it 
to you. You’re not going to be satisfied. 
You’re going to give up too many week-
ends and holidays and you will be herd-
ing cats all day. You need to ask yourself, 
“Why are you doing this? What feeds 
your soul? What is it about that position, 
that role, that scope, that will make you 
want to get up on a Saturday, give up a 
holiday, and give back to the team?” If 
you’re doing it because you want to build 
something. If you want to promote/cre-
ate a dynamic work environment. If 
you’re doing it from a servant’s heart 
perspective, then it’s the most reward-
ing job you will ever have. Because any 
accomplishment anyone on your team 
makes, you’ll be accomplishing right 
beside them. But, don’t get stuck on titles 
and don’t let anyone else define for you 
what success is. Not everyone wants to 
be a CEO and that’s ok. You don’t have 
to be. If you want to be the best manager 
you can be, and that’s the level you want 
to be at; if you want to be a supervisor/
lead technologist, then stay there! Don’t 
let anyone else tell you that you should 
be looking forward if you don’t want to.

[CS] What is the best and worst decision 
you’ve made as a leader and why?

[AM] Best Decision - Coming to Flor-
ida in 2007 to my first AHRA Annual 
Meeting because had I not done that, 
I wouldn’t be here. I know that. Every 

good decision, even some decisions that 
I felt have been pretty pivotal since then, 
none of those would have happened had 
I not come to that conference and stayed 
connected. 

Worst Decision—Stopping my PhD 
program. I got a year into a three-year 
program at Texas Woman’s University 
and I stopped attending because I was 
giving so much to my job. I’ve tried mul-
tiple times to go back and I’ve never been 
able to find the momentum again. At this 
point, I don’t think I will ever go back. 
Heck, it would be nice to just finish my 
second masters and get that over with!

[CS] What accomplishment are you 
most proud of?

[AM] The accomplishment that I am 
most proud of is that I’ve never left a 
job where someone under my supervi-
sion wasn’t promoted into my role. That 
is something I am extremely proud of 
because I am hard to work for. I don’t 
feel that I am unreasonable to work 
for, but I am training people to replace 
me. That’s my job. As a parent my job 
is to have my children be successful in 
their own independent lives. My job as a 
leader is to have a strong succession plan. 
There should be nobody best suited for 
that role than someone who has already 
been working with me. 

[CS] What woman inspires you and 
why?

[AM] I have two, a personal and a pro-
fessional. In my personal life obviously 
it’s my mother. She had a high school 
GED and the day she crossed the stage 
with her GED in hand she looked at a 
12-year-old girl and said “If I can do it 
with three kids in tow there’s no rea-
son you can’t do it the first time.” That 
woman has a PhD in life because she had 
one hard thing after another happen to 
her and she never allowed herself to be 
a victim to the circumstances around 
her. She took it on the chin, got herself 
back up and she went on. So that taught 
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me to not allow myself to be victimized 
by race, sex, age, education, or finances. 
You hold your head up when you walk 
into a room, put your shoulders back, 
and you stand on your work ethic and 
values. I think that’s what’s gotten me to 
where I am at now.

In my professional life I am going to 
say Luann Culbreth, because she was my 
inspiration at my very first annual con-
ference. I saw something in her and con-
nected with her. As a professional MRI 
technologist herself and as a leader. She 
showed me what it was like to be an edu-
cated female and to be able to stand in a 
room with men as an equal. I saw that for 
the first time in her. The way she inter-
acted. I never had that. I never saw that. 
Even my mother, yes she held her head 
high, but you could still tell that while 
she had dignity, she didn’t feel like their 
equal. When Luann walks into a room 
she’s like, “I’m sitting at the front of the 
table,” and I love that about her.

[CS] What do you think is the most 
significant strength females bring to 
positions of leadership in healthcare?

[AM] I think that we bring reason to the 
business. I think sometimes there has 
to be a give-and-take, especially with 
the industry pushing on us “Finances-
Finances” and “Bottom Line-Bottom 
Line.” I think it’s the heart of a woman. 
We have a strong backbone and we can 
stand toe-to-toe and have those discus-
sions about finances, productivity, RVUs, 
and so forth, but at the end of the day if 
the true value is in the experience; if the 
true value is in the service line as a whole, 
even if it’s zero revenue-producing, as 
long as it doesn’t cost anything, I think a 
female can bring that voice of reason and 
balance to it. And I think when we are at 
the table, we won’t leave the table until 
that voice is heard. We may not always 
get the overruling vote, but to be able to 
stand toe-to-toe with our counterparts 
on issues such as revenue and produc-
tivity. Yes, we know what it takes to run 
a business. Yes, we know that sacrifices 

may have to be made in one service line 
versus another. But in the overall holistic 
view, I think we bring a sense of com-
passion. Heart. We make sure the heart 
is still part of that because healthcare is 
still about people. It is a business, but it’s 
about people. The healthcare industry as 
a whole is about relationships and I think 
women have a natural tendency to build 
stronger, truer relationships versus just a 
business partner relationship.

[CS] What do you think is the most 
significant barrier to female leadership 
and why?

[AM] I think we are our own worst 
enemy. I think the moment we are 
confronted with an immovable force, 
whether it be a person, a business, or a 
project, we tend to concede first because 
we don’t want to disturb the peace. I don’t 
think we have to be bullies, but when we 
start to realize our own true value we will 
find ourselves stepping away from stand-
ing around the table to taking a seat at 
the table. When I first started in leader-
ship I was very comfortable just standing 
around the table. When I was a manager 
we would go to the boardroom and I 
would stand leaning against the wall and 
I would whisper in my director’s ear. 
When they would ask questions I would 
lean forward and pass off information; 
“Ask about this.” “Ask about that.” I 
lacked the self-confidence to have every-
one’s eyes on me. It came from multiple 
things. I told myself that I didn’t have a 
degree and I didn’t deserve to be in that 
room. I had very humble beginnings 
and if they knew what my beginnings 
were then I wouldn’t be respected. It was 
from seeing role models like Luann that 
I thought, “No, I actually know what I 
am doing.” And instead of whispering 
in someone else’s ear I started speaking 
up. I started sitting at the table and then 
I started sitting at the front of the table. 
Each step was me making a decision. No 
one ever held me back. It was me that 
was holding myself back. And I think as 
females, we do that to ourselves.

[CS] What can AHRA members do to 
ensure continued growth and develop-
ment as leaders?

[AM] Coming to the conferences and 
participating in the educational oppor-
tunities. You don’t know what you don’t 
know. You can choose to be in your own 
silo; in your own organization; in your 
own four walls and believe everything 
is functioning fine. And that may work 
for you, but to me that is a finger in the 
dam. Operations as usual. And it can be 
done, but if you’re asking how to ensure 
continued growth, you’re not going 
to grow if you just stay in those four 
walls. You have to come and see how 
other people are doing it, even if they 
are doing the same thing you are doing, 
you need to interact with other people. 
Open your visual scope. The same oper-
ations in an academic hospital versus a 
for-profit hospital are totally different. 
Stay involved. Open your mouth. Share 
where you are from and how you are 
doing. What the biggest pressing issue 
on your plate is today because you will 
probably find at least a half a dozen other 
people with that same biggest pressing 
issue and we need people surrounding us 
holding our ladders. That is why I come 
back every year.  

Carrie Stiles, MBA, CRA, RT(R)(CT) is a multi-modality 
technologist at Houston Methodist in Houston, TX. 
She earned her MBA from the University of Houston in 
2015 and is an active AHRA volunteer. She currently 
serves on the Editorial Review Board and Web Design 
Committee and was awarded the AHRA Annual 
Meeting scholarship in 2014. Carrie can be contacted 
at cstiles@houstonmethodist.org.
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It Was a Phone

When i was growing up in the 60s, 
i would call friends and tie up our phone 
line for an hour or more. thank goodness 
we had a 30 foot extension cord, so i 
could take the phone into my parent’s 
room and talk in the dark with my girl-
friend about whatever. My parent’s 
friends would tell them: “i tried to get a 
hold of you for over an hour last night, 
and the line was constantly busy.” Hey, 
we were lucky not to have a “party line” 
that was shared by our neighbors. 

nothing much changed with phone 
technology for a couple of decades ex-
cept for the fact that rotary converted to 
digital and it was easier to put in more 
extensions so that we could have phones 
in multiple rooms in the house. Unfortu-
nately, that lead to privacy issues—when 
i picked up the phone, so could my par-
ents. i can still envision them listening 
to my conversations while covering the 
mouthpiece on the phone. the only give 
away was that “click” when they got tired 
of listening and hung up. 

the first portable phone i saw was our 
hospital executive’s, who had a pack about 
the size as my “murse” (yes, i have a man-
purse). the phone was cradled inside the 
unit, and i was amazed that he could get 
a connection without it being attached to 
a cord. My first cell phone was a philips 
and cost me about $350. it was about the 
size of the box you get an iphone in. When 
it would ring, you would flip the mouth-
piece down. it looked like a small tank, 
with a very cool leather cover. i very rarely 
got calls, but dude, i was like, way cool. 

cell phones got smaller and smaller, 
eventually evolving to flip phones, 
sometimes almost too small to hold. 
nokia had a majority of the market at 
one point, and was a good utilitarian 
non-flip phone, and was very popular. 
We just called one another, and it was 
just a phone. My high tech idol, all of my 
working life, has been roland rhynus. 
We would go to an aHra board meeting 
(before web conferences were standard), 
and roland would always come up to me 
with the latest gizmo. “Hey, gordo, you 
gotta see this new technology. it’s called 
a Blackberry! You can put all of your 
meetings on an electronic calendar, and 
it links to your computer! i just tossed 
my Franklin planner. it’s amazing!”  

the most memorable thing i recall 
about this era of earlier cell phones was 
the cost of phone calls. “roaming” for 
calls outside of your local area was out-
rageous. one time i got a bill for about 
$630. numerous frantic calls to my 
wireless carrier (who was not very sym-
pathetic about my plight) finally lead to 
them cutting my bill in half. But still, it 
was an expensive lesson. Some of you 
have probably had the same freak out 
with your kids’ usage. 

enter the next major evolution of 
phones: the Smart phone. a phone? 
camera? computer? texter? tweeter? 
MySpacer? googler? paypaler? online 
shopper? Facebooker? pinterester? insta-
grammer? Youtuber? Snapchatter? poké-
mon goer? it’s apps gone wild. i only use 
a few, mainly because my threshold for 

usernames and passwords has been ex-
ceeded. the number of things you can 
do with your Smart phone is clearly end-
less. What is not endless is your time. 
Furthermore, i refuse to be one of the 
“Walking dead-phoners” that you see 
shuffling blindly, in a general direction, 
staring at their phones. as we do more 
and more on them, they are truly los-
ing their identity. the newest one i saw 
i couldn’t even fit in my pocket. i would 
have to carry it in my murse. 

So that’s my historical cliffs-
notes (side note: formerly cliffs notes, 
originally cliff’s notes) of this world of 
mobile phones. (cliffsnotes you ask? 
google it.) and to think it all started with 
a simple, analog phone. the world is a 
smaller place. communication across 
the globe is like talking to someone 
across the street. it has made informa-
tion, hobbies, entertainment, and intel-
ligence available instantaneously, which 
is what we demand with today’s tech-
nology. i admit i liked it simpler, when a 
phone was just a phone. 

Sorry, gotta run, my son is texting 
me… 

Gordon Ah Tye, FAHRA is director of imaging and 
radiation oncology services for Kaweah Delta Health 
Care District in Visalia, CA. He holds a bachelor’s degree 
in biological sciences from California State University in 
Fresno. Gordon is a past president of AHRA, received the 
AHRA Gold Award in 2001, and received the 2006 
Minnie for Most Effective Radiology Administrator of 
the year. He may be contacted at gahtyes@aol.com.

By Gordon Ah Tye, FAHRA
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