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MISSION STATEMENT
The ACR Bulletin supports the American College of
Radiology’s Core Purpose by covering topics relevant to
the practice of radiology and by connecting the College
with members, the wider specialty, and others. By
empowering members to advance the practice, science,
and professions of radiological care, the ACR Bulletin
aims to support high-quality patient-centered health care.

NEWS FROM THE CHAIR OF THE

Board of Chancellors
By James A. Brink, MD, FACR, Chair

Standing Out from the Crowd
What does your brand say about you and your practice?

T

HIS PAST SEPTEMBER, I had the privilege of
attending the fourth annual summit of the
Radiology Leadership Institute® held at Babson
College in Wellesley, Mass. Each year, I have
found the programming to be absolutely
terrific. This year, Alexander M. Norbash, MD,
FACR, chairman of the Neuroradiology Commission, and
Guarab Bhardwaj, associate professor of management at
Babson, planned a very innovative program that included
a session on “personal branding.” Professor J. Mark Carr
from Babson College led the session entitled “You are Your
Brand: Personal Branding to Drive Growth.” He emphasized principles developed over two decades ago by Tom
Peters in an article called, “The Brand Called You.”
Professor Carr reiterated Peters’ argument that today’s
workers should use corporate branding principles to create
their own personal brands, separate from their employer, to
advance their own careers. “You’re not defined by your job
title and you are not confined by your job description,” Peters
writes.1 Professor Carr challenged three members in training
and three practicing radiologists to define their personal
brand for the audience and explain how it evolved and how it
directs future behaviors.
For me, “collaborative leadership with strong emphases on
respect, empathy, and inclusion” were what I articulated about
my personal brand to the group. As an administrator, I would
not say that these aspirations were present on day one of my
career. Rather, they have been informed and developed from
numerous experiences and lessons learned that date back to
formative years.
These days, it’s becoming harder and harder to keep these
principles in the forefront of one’s brand, owing to numerous
examples of political leaders and popular figures alike who
are not respectful, empathetic, or inclusive, and yet seem to
succeed regardless. Even technical advances seem to thwart our
ability to remain respectful in our discourse. My family recently
purchased Amazon’s “Alexa.” This is a small cylinder that sits
quietly in the corner of your living room to which you can bark
orders such as “Alexa, play jazz music,” or “Alexa, add milk to
my shopping list.” By not requiring “please” and “thank you,” it
is easy to see how such common courtesies can slip from our
routine parlance, particularly if such households have young
children observing these behaviors among their parents.
Beyond personal branding, I have found that careful
attention to professional branding is important to radiology
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departments and professional organizations. Many radiology
departments have sought names for themselves that reflect
the breadth and depth of imaging and interventional activities within their departments. Our radiology department
at Massachusetts General Hospital recently underwent a
rebranding exercise. While the department to our academic
peers and colleagues is known as “the department of radiology,” our outward-facing brand to patients and referring
practitioners is “MGH Imaging.” This was done in an attempt
to mitigate concerns about having words that sound like “radiation” in the title of our patient-facing brand while respecting
the science and practice of radiology in our professional-facing
brand. As concerns about radiation continue to fade with
further reductions in radiation dose, it may be important for us
to reexamine our brand from time to time to ensure that we are
addressing the current social mores and standards of the day.
Professional organizations also need to look at their brands
from time to time. In 2014, the American College of Radiology
underwent an important strategic planning process resulting
in a highly actionable strategic plan. This process then segued
to a program assessment process focused on myriad programs
and activities within the college to ensure that only programs
that are responsive to our strategic plan are advanced. This has
proven to be a very valuable exercise, and one that we have
repeated on multiple occasions since its inception. Today, all
new programs under consideration at the College undergo the
program assessment process which enables ACR leaders to
review and prioritize programs under consideration.
Beyond strategic planning and program assessment,
brand positioning is the next step in the continuum of
strategic planning and thinking. The strategic planning
process enables us to define principles that are of most value
to the organization and develop a strategy to advance these
principles. The program assessment process allows us to
monitor and adjust our programs to be responsive to these
strategies. Brand positioning enables us to examine our
brand relative to our strategic plan and make adjustments
to ensure our continuing relevance to our specialty and
medical community at large. I am pleased to report that the
Board of Chancellors and Council Steering Committee participated in a brand positioning exercise at the recently held
board retreat this past October. This completed the strategic
planning and thinking cycle just in time for us to embark on
continued on page 21

DISPATCHES
NEWS FROM THE ACR AND BEYOND

CALENDAR

february
3–5	Musculoskeletal MR of
Commonly Imaged Joints,
ACR Education Center,
Reston, Va.
6–8 H
 igh Resolution CT of the
Chest, ACR Education Center,
Reston, Va.
10–12 Abdominal CT, ACR Education
Center, Reston, Va.
15–17 Emergency Radiology, ACR
Education Center, Reston, Va.
24–26 C ardiac MR, ACR Education
Center, Reston, Va.

3–5 C oronary CT Angiography,
ACR Education Center,
Reston, Va.
6–7	Transcatheter Aortic Valve
Replacement, ACR Education
Center, Reston, Va.
8–10 N
 euroradiology, ACR
Education Center, Reston, Va.
20–23	AIRP Categorical
Course: Thoracic and
Cardiovascular, AFI Silver
Theatre and Cultural Center,
Silver Spring, Md.
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Global Humanitarian Award:
Nominate Yourself or a Colleague Today!
DO YOU VOLUNTEER YOUR RADIOLOGICAL CARE TO AN UNDERSERVED POPULATION? Do you
know a colleague providing radiological care as a volunteer? You or your colleague may be
eligible for a Global Humanitarian Award. Established by the ACR Foundation, the award
recognizes outstanding individuals and organizations for their extraordinary volunteer
efforts to improve radiological care in underserved and developing areas. Award applicants
can be self-nominated or nominated by a peer. The winners of the 2017 Global Humanitarian
Awards will be announced at ACR 2017 in Washington, D.C. Information about the award
and past winners can be found online at bit.ly/ACRF_Award.

23–24 P rostate MR, ACR Education
Center, Reston, Va.

april
6–9	SBI/ACR 2017 Breast
Imaging Symposium, Los
Angeles, Calif.
7–9 B
 ody and Pelvic MR, ACR
Education Center, Reston, Va.
12–14 M
 usculoskeletal MR (Elbow,
Wrist/Hand, and Specialized
Topics), ACR Education
Center, Reston, Va.

Application Process Open for
Goldberg-Reeder Travel Grant
RADIOLOGY AND RADIATION ONCOLOGY residents and fellows who want to volunteer in
developing countries can apply for the Goldberg-Reeder Resident Travel Grant. Awarded by
the ACR Foundation, the grant was established to encourage international volunteer service
among members-in-training. Since 2008, 27 residents and fellows have received the grant and
traveled to 18 countries to contribute to radiology and health care efforts. Applications are
now being accepted for 2017; the deadline is June 30, 2017. Grant information and articles
about past recipients can be found online at bit.ly/ACRF_Grant.
WWW.ACR.ORG
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DISPATCHES

Don’t Forget to Image
Wisely® in 2017!

©Oliviu Stoian / noun project

IMAGE WISELY® participants must now
make yearly commitments to remain in
the program — all individual pledges and
association/education program pledges
expired Dec. 31, 2016. Pledge today to
show your commitment to safe radiology!
Go to imagewisely.org/Pledge. Visit
imagewisely.org for informational and
educational resources on radiation safety
in adult medical imaging.

Here's What
You Missed

EXPLORING THE UNKNOWN
Innovations such as machine
learning may have applications
for radiological patient care. A
thoughtful discussion about possible
future directions is at bit.ly/AI_Rad.
A RADIOLOGIST’S BOUNDARIES
Is the radiologist or the referring
practitioner responsible for
determining medical necessity?
Review advice from the ACR legal
department at bit.ly/What_Boundary.
6
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A HUMAN TOUCH
Sabiha Raoof, MD, explains how
she applied her personal experience
as a breast cancer patient to lead an
intiative to improve patient care at
her institution. Read her story at
bit.ly/Share_Change.

JACR® Receives Social Media Research Award
JACR Digital Community of Practice Evolution After a Patient Engagement Intervention, a
research proposal authored by JACR leadership, won the Stanford Medicine X | Symplur
Everyone Included™ Research Challenge. Ruth C. Carlos, MD, FACR, deputy editor of the
JACR, presented the study proposal at Stanford Medicine X 2016, an initiative that explores
how emerging technologies will advance the practice of medicine, improve health, and
empower patients to be active participants in their own care. The research challenge award is
designed to recognize and encourage health care stakeholders to collaborate on health care
social media research.

FROM THE CHAIR OF THE

Commission on Economics
By Ezequiel Silva III, MD, FACR, Chair

Pick Your Pace Under MACRA

The ACR Commission on Economics stands ready to provide tools for radiologists
to achieve Quality Payment Program Success.

T

THE MEDICARE & CHIP REAUTHORIZATION
ACT (MACRA), now referred to as the Quality
Payment Program (QPP), will impact
radiology payments beginning in January 2019.
But the performance period for 2019 started
on January 1, 2017. Well, sort of.
Last September, CMS announced that clinicians will
be able to “Pick Your Pace” regarding participation in
2017. There are participation options ranging from “do
nothing” to recognition as an “exceptional performer.”
Do radiologists have the ability and tools to become
recognized as exceptional performers and receive the
maximum bonus? To help answer this question, this
column will explore the different levels of participation
and what level of performance each requires.
How will we be scored under the QPP? Almost all radiologists will report through the Merit-Based Incentive Payment
System (MIPS), which consists of four separate performance
categories: Quality, Cost, Advancing Care Information
(ACI), and Improvement Activities (IA). Based on our
performance in each category, we will receive a cumulative
score from 0 to 100. This score will be compared to a national
“performance threshold” that will determine whether we
receive a bonus, penalty, or no adjustment at all.
The four levels of participation in MIPS for 2017 are
as follows:
1. Do nothing and receive the maximum penalty of four
percent in 2019.
2. Those who wish to “test the QPP” may report the bare
minimum by reporting only one Quality or IA measure
on one patient. This yields no penalty, but also no bonus,
resulting in a neutral adjustment overall.
3. At a higher level of participation, those of us who report
for “part of the calendar year” (90 consecutive days),
will avoid penalty and may receive a smaller bonus than
the maximum four percent.
4. On the highest end of the spectrum, those who maximally report have the potential to not only receive
the baseline bonus of four percent; they also have the
potential to receive additional bonus payments reserved
for exceptional performers.

Regardless of the payment adjustment, our score
and performance will be publicly available on the
Physician Compare website (www.medicare.gov/
physiciancompare/search.html). There is no reason
for practices to do nothing and endure the maximal
penalty, as the “test the QPP” option is relatively
easy to achieve. In fact, I advise that all radiologists
work to become exceptional performers and I present
a path to make that happen within each of the four
performance categories.
First, all physicians are exempt from performance
scoring in the Cost category in 2017, and most radiologists will likely be exempt from the ACI category in
2017. Therefore, our score in year one largely depends
on performance in quality (85 percent) and IA (15
percent). My recommendations are as follows:
Quality: To achieve the highest score possible, report
through a Qualified Clinical Data Registry (QCDR) such
as the ACR National Radiology Data Registry® and report
on high priority measures.
IA: The requirements for IA depend on whether CMS
identifies us as patient-facing or non patient-facing. The
required number and type of IA could be anywhere from
one to four activities, depending on whether we choose
high- or medium-weighted activities. For example,
individuals or groups considered non-patient facing
need only attest to one highly weighted activity, such as
R-SCAN™ (www.rscan.org). R-SCAN enables radiology
practices and their referring physicians to implement
clinical decision support tools in advance of the anticipated 2018 mandate.
I believe radiology is well positioned to be a specialty
of “exceptional performers” during 2017 performance
period and in years to come. CMS has been forthright
that 2017 and 2018 are transitional performance years
under the QPP, so we can get to the top of the scoring
system while other physicians participate at lower levels.
But doing so will require planning and process improvement within our practices, and the timeline is short. The
Commission on Economics stands ready to help enable
success under the QPP for all of radiology.
WWW.ACR.ORG
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Breast Imaging

Knowledge Sharing

The ACR Education Center takes its breast imaging workshop to Saudi Arabia as part of
its efforts to improve global health.

B

REAST CANCER KILLS more than 500,000
women worldwide annually.1 In countries
with few resources and limited screening programs, women with breast cancer are often
diagnosed in advanced stages of the disease
and have low chances of survival. As part of
its efforts to encourage better breast health around the
globe, the ACR Education Center recently hosted its
Breast Imaging Boot Camp halfway around the world, in
the Kingdom of Saudi Arabia.
ACR took its boot camp to Jeddah, Saudi Arabia,
through a partnership with GE Healthcare and King
Faisal Specialist Hospital and Research Center. The
course, held May 23-25, provided 40 practicing radiologists from Saudi Arabia and Kuwait with the same casebased training offered at the Education Center, along

“There are major cultural differences
in Saudi Arabia that interfere with
the ability of women to come in for
screening mammography.”
— Michael N. Linver, MD, FACR
with a component on whole breast ultrasound. Michael
N. Linver, MD, FACR, director of mammography at
X-Ray Associates of New Mexico and course co-director
of the Breast Imaging Boot Camp, and Jocelyn A.
Rapelyea, MD, assistant director of breast imaging
and associate professor of radiology at The George
Washington University Medical Center in Washington,
D.C., led the course.
The Education Center has offered its Breast Imaging
Boot Camp with sellout attendance for six years, but this
is the first time it has delivered the workshop outside of
8
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the United States. Vinay Sandhir, senior director of the
center, says hosting the boot camp — a combination
of lectures and simulated learning experiences — in
the Middle East reinforces radiology’s integral role in
advancing global health. “The course dovetailed really
well with some of the initiatives going on in Saudi Arabia
to improve women’s health, particularly in screening
mammography,” he says.
Limited Screening
Behind lung cancer, breast cancer is the second most
deadly cancer in Saudi Arabia.2 One driver of this statistic is cultural. Most Saudi women forego breast cancer
screening, when the disease can be detected early, and
delay care even when signs of the disease are present.
By the time the majority of Saudi women with breast
cancer are diagnosed, they are already in the late stages
of the disease. “In the United States, the mean size of the
tumors we find through breast cancer screening is about
1.3 cm3, and even when a patient has a lump, the mean
size is about 2.1 cm4,” explains Linver. “In Saudi Arabia,
the average tumor size is much larger5, because women
just aren’t going in early enough.”
Breast cancer screening in Saudi Arabia is free — like
all health care — but social stigma and other challenges
inhibit most women there from having the exams. A
2013 survey to inform national breast cancer health
programs revealed that 92 percent of the 1,135 Saudi
women aged 50 and older who responded had never had
a mammogram.6 “There are major cultural differences
in Saudi Arabia that interfere with the ability of women
to come in for screening mammography,” Linver notes.
“But breast cancer is becoming a higher priority, so
hopefully they will embrace screening.”
The United States has seen a 34 percent decrease
in breast cancer deaths since 1990 as a result of
improved treatment and early detection.7 Some
European countries with sophisticated breast cancer

Courtesy of Michael N. Linver

screening programs have seen an even larger reduction in breast cancer deaths, Linver says. “Screening
mammography is highly regarded as the number one
way to diagnose early breast cancer,” he notes. “We
know the potential of these tools and have an obligation to offer this to the rest of the world and to try to
promote it.”
Global Exchange
Despite the challenges surrounding breast screening and
women’s issues in Saudi Arabia, 30 of the 40 radiologists
who participated in the Breast Imaging Boot Camp were
women and all participants were highly skilled in breast
imaging — which surprised Linver. “Breast imaging is
not a high priority in the Middle East for a whole bunch
of reasons, so I didn’t expect the radiologists there to be
so knowledgeable about it,” he says. “It turns out some
programs developing in the Middle East focus on screening
mammography and diagnostic mammography, and these
particular individuals are involved in a lot of these projects.”
Fatina M. Al Tahan, MD, senior consultant radiologist, breast imaging and screening specialist, and
director of the National Breast Cancer Early Detection
Program with the Saudi Arabia’s Noncommunicable
Disease Ministry of Health, helped organize the boot
camp in Saudi Arabia. “This type of training is an
important strategy in our program to build a skilled
team of breast imagers,” Al Tahan says, adding that the
course was well organized and beneficial, especially for
junior breast imagers. “We want to hold the course in
different cities to make it accessible to all radiologists
from different regions in the country.”

“Radiologists are much more
interested now than they ever
have been in reaching out to the
rest of the world.”
— Michael N. Linver, MD, FACR
While the ACR Education Center has no immediate
plans to return to Saudi Arabia, Linver envisions similar programs in the future. “Radiologists are much more interested
now than they ever have been in reaching out to the rest
of the world,” he says. “The ACR is interested in promoting these kinds of global exchanges and becoming more
involved in world health. We certainly have our own issues
here to resolve, but we have the resources and interest in
providing radiology education to the rest of the world.”
By Jenny Jones, Imaging 3.0® content specialist

ENDNOTES
1. World Health Organization. WHO Position Paper on Mammography Screening.
bit.ly/WHOmammo. Accessed on July 13, 2016.
2. Al Daib A, Qureshi S, Al Saleh KA, et al. Review on breast cancer in the Kingdom
of Saudi Arabia. Middle-East Journal of Scientific Research. 2013;14(4):532–543.
3. Rosenberg RD, Yankaskas BC, et al. Performance benchmarks for screening
mammography. Radiology. 2006;241(1)55-66
4. Sickles EA, Miglioretti DL, et al. Performance benchmarks for diagnostic mammography. Radiology. 2005;235(3)775-790
5. “National Campaign for Breast Cancer Awareness.” Saudi Arabia Ministry of
Health. Updated 2012. Available at bit.ly/2fjlKpZ.
6. El Bcheraoui C, Basulaiman M, Wilson S, et al. Breast cancer screening in
Saudi Arabia: free but almost no takers. Public Library of Science One.
2015;10(3):e0119051.
7. American Cancer Society. Breast Cancer Facts & Figures 2013–2014.bit.ly/
ACSbreast. Accessed on July 13, 2016.
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How incentives under a Medicare alternative payment model might affect radiology practices

E’RE IN UNCHARTED TERRITORY. More than
ever before, our health care system is so
complex that it is increasingly difficult
to foresee the consequences of proposed
policies and organizational changes.
That challenge is particularly difficult when it comes to preparing for the sweeping changes to reimbursements under the
Medicare Access and CHIP Reauthorization Act (MACRA).
MACRA replaces existing CMS quality programs with the
Quality Payment Program (QPP), which rewards physicians
based on performance data and participation in new payment
and delivery models.
And radiology practices are now facing a dilemma: They
must determine whether they will participate in the QPP under
the Merit-Based Incentive Payment System (MIPS) or the
alternative payment model (APM) provisions. Although some
radiology leaders believe that most radiology practices will
be best served by participating via the MIPS framework, it is
imperative to also consider radiology’s role in APMs.
That’s where a new study1 by the Harvey L. Neiman Health
Policy Institute™ comes in. The paper, published in collab-

©iStock/ FrankRamspott

W

oration with industrial engineers from Virginia Polytechnic
Institute, in Blacksburg, Va., analyzes how the incentives in an
APM might influence cost, quality, utilization, and technological investment.
Modeling the Future
To help radiologists gain foresight about APM participation,
the investigators studied the Medicare Shared Savings Program
(MSSP) for Accountable Care Organizations (ACOs) and developed a mathematical model to predict the effect of new payment
systems on stakeholder decisions and system-wide outcomes.
Under MSSP, an ACO and its members (e.g., hospitals,
primary care physicians, and radiologists) continue to receive
standard Medicare reimbursements, plus incentives based on
achieving cost savings and quality targets.
The model helps determine how the incentive program
affects CT use, and how the MSSP could be redesigned
to minimize unnecessary CT scans. It takes into account
multi-level interactions, decisions, and outcomes for various
stakeholders — including the payer, ACO, hospital, primary
care physicians, radiologists, and patients.
WWW.ACR.ORG
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Here are the basic assumptions for the model:
• Patients care about getting well and will follow physicians’ diagnostic
and treatment recommendations.
• All of the patients are covered by a public payer that wishes to maximize patient health at the lowest possible cost.
• Hospitals, primary care physicians (PCPs), and radiologists care both
about their patients’ health and the monetary benefits received from
providing care.
• PCPs and radiologists want to work with the latest, value-added
technology; hospitals must decide if they are willing to purchase
that new technology (in this case, an improved CT scanner).
On top of this underlying framework, there are several decision points:
• Hospitals and physicians can choose to form and participate in
an ACO.
• The hospital will manage the ACO.
• P CPs and radiologists can separately choose whether or not
to participate.
The decision to participate in the ACO depends on answers to
these questions:
• W hat is the cost benchmark the ACO must not exceed in
order to achieve savings?
• How are the savings shared among various provider groups?
• W ill ACO participation inf luence whether the
hospital purchases the new CT scanner?
• How aggressively will providers order images?
The answers to these questions will alter model solutions for patient
health, image utilization, and overall cost.
Arriving at Answers
The model, however, doesn’t answer these questions directly.
Instead, researchers must recalibrate the model hundreds of
times using various parameters to explore ranges of outcomes
and look for breakpoints where decisions are made. The results
provide decision-making insights for the following:
• The payer about how to improve the MSSP
• ACOs about how to distribute MSSP incentives among members
• Hospitals about whether to invest in new CT imaging systems
• R adiologists and PCPs about whether or not to participate
and at what cost thresholds
After analyzing outputs from the model, investigators discovered the following insights:
Provider participation in ACOs occurs at widely different
cost benchmarks.
If the cost benchmark is too aggressive, hospitals simply won’t
participate — especially ones that have already substantially
12
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reduced their costs prior to an ACO — since it would be difficult to
achieve rigorous cost-cutting thresholds. Even when hospitals are
willing to form an ACO, convincing PCPs to participate requires
a low savings threshold — and lower still for radiology practice
participation — because their share of potential savings is limited.
Physician shares vary according to the cost benchmarks set
between payers and ACOs.
With aggressive cost benchmarks, ACOs are willing to pass all of the
savings to physicians to incentivize cost cutting via reductions in imaging
utilization. With easy-to-achieve cost thresholds, hospitals retain all of the
potential savings and simply engage with providers through fee-for-service.
The dynamic relationship between provider shares and the
cost threshold have important implications on utilization and
patient health.
With aggressive savings targets, PCPs ordered fewer images — often
beneath the threshold required to maintain patient health. However,
with easier to achieve benchmarks, physicians actually ordered more
imaging under the ACO program (where hospitals retain all of the savings) — raising the possibility of unnecessary radiation exposure.
ACO participation reduces the likelihood hospitals will invest
in new technology.
This finding doesn’t mean hospitals won’t invest at all. But new technologies must produce more than marginal increases in clinical effectiveness
in order to justify the expense and still meet hospitals’ savings targets.
Searching for the Silver Bullet
To participate or not participate? That is the question when it comes
to ACOs. Unfortunately, there is no set of rules for when and under
what conditions a radiology practice should participate in an ACO.
Based on the findings of the study, however, the likeliest outcome of ACO participation is either no savings accruing to radiologists or reduced imaging volumes — perhaps both. With that
said, some radiologists participating in ACOs have seen (or will
see) incentive payments. But the model suggests that these shared
savings will likely occur in short-lived ACOs with extremely
aggressive savings thresholds.
Of deep concern were the potentially health-compromising
decreases and increases in imaging utilization that occurred with
relatively modest changes to ACO parameters. These ramifications
indicate that CMS and the ACOs must carefully negotiate savings
benchmarks that are neither too stringent nor too lenient in order to
ensure appropriate imaging utilization. To mitigate the risk, ACOs
should also consider the use of evidence-based clinical decision
support systems to protect patients’ quality of care.
Preventing Unintended Consequences
The analysis shows the importance of a model- and data-driven
evaluation of MSSP, specifically when setting the cost benchmark.

MODELING PAYMENT INNOVATIONS TO ALIGN INCENTIVES
THE CHALLENGE
Design effective payment systems to reduce health care costs
and improve quality of care — considering numerous stakeholders with often-conflicting objectives.

COST BENCHMARK
• If the cost benchmark set by CMS is too high, hospitals will
keep all incentive to themselves. In this case, the MSSP has
no effect on CT testing threshold reduction.

THE SOLUTION
Develop a mathematical model to analyze complex interactions and predict the effect of new payment systems on
stakeholder decisions and system-wide outcomes.

• When reducing the cost benchmark below a certain threshold, hospitals begin to share the incentive with physicians.
The greater the sharing rate, the stronger the motivation by
the physicians to reduce testing thresholds.

THE PROCESS
Apply multi-scale decision theory to study the Medicare
Shared Savings Program (MSSP) for Accountable Care
Organizations (ACOs) and determine the impact on CT use.

• Under certain conditions, the cost benchmark can be set just
right, so it reduces CT testing just to the threshold where it
maximizes patient health.

THE STAKEHOLDERS
Consider interdependencies among stakeholders — payer, ACO,
hospital, primary care physicians, radiologists — assuming each
cares about its own payoff and patients’ well being.
THE DECISION TREE
1. CMS (as the policy maker, payer, and first mover) determines how
to incentivize ACOs via MSSP by setting the cost benchmark.

KEY TAKEAWAYS
• The larger the shared savings percentage, the larger the
reduction in test ordering, which could be undesirable from a
patient health perspective.
• Without incentive, both primary care physicians and radiologists are inclined to order and perform excessive imaging
tests, which could result in unnecessary radiation.

2. The hospital decides (1) whether to upgrade its CT scanner, and (2)
how to distribute the cost-savings incentive it receives from CMS.

• MSSP incentives can effectively decrease CT testing, and
can reduce hospitals’ propensity to purchase new CT
imaging systems.

3. PCPs and radiologists determine whether a CT scan is necessary based on patient conditions.

• With an advanced CT scanner, a higher testing threshold
improves health outcomes, but decreases monetary payoffs.

The current practice of ACOs negotiating for a more lenient cost
benchmark may lead to higher costs and worse health outcomes.
However, a cost benchmark that’s too stringent can result in CT
testing thresholds that are too low, and may further jeopardize the
willingness of ACOs to participate.
Although the study only considers the CMS ACO MSSP, it
is likely many of the implications of the model are applicable to
radiology practices under other APM arrangements, such as the
Next-Generation ACO Model or the Bundled Payments for Care
Improvement initiative. And, as we learn from the CMS ACO
MSSP, it is possible that at least some of the unintended conse-

quences uncovered in the study are a direct result of the way incentives are structured.
Learn More
The full paper is available online in the journal Health Care
Management Science at bit.ly/ModelingAPM.
By Danny R. Hughes, PhD, Harvey L. Neiman Institute senior director for health policy
research and senior research fellow

END NOTES
1 Zhang, H., Wernz, C. & Hughes, D.R. Health Care Manag Sci (2016). doi:10.1007/s10729-016-9377-z
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How radiologists can craft their own personal brand

I

T’S NO SECRET that many radiologists spend plenty of
time in a dark reading room. Even though that’s changing thanks to initiatives like Imaging 3.0®, imagers must
work hard to define their reputations in the workplace. As
Amazon founder Jeff Bezos once said, “Your brand is what
other people say about you when you’re not in the room.”
For those of you separated from colleagues, administrators,
and patients by the reading room walls, crafting a brand is of
the utmost importance.
As Tom Peters wrote in Fast Company, “We are CEOs of
our own companies: Me Inc.”1 So how can you take control of
your own personal brand? Where should you start and what
should your end goal be? These questions and tips will help
you add Radiologist Inc. to your brand portfolio. (For more on
branding, check out the Chair of the BOC column on page 4.)
What Do You Want to Communicate?
The quote above from Bezos is a personal favorite of J. Mark
Carr, MBA, President of Carr Consulting Group and Adjunct
Lecturer at Babson College in Wellesley, Mass. “I think brand
is important to anybody in today’s modern workforce, particularly to professionals who rely on their reputations to build
a good standing in the community and with their colleagues,”
Carr, who has also served on the faculty for the Radiology
Leadership Institute® (RLI) Summit, says. “To me, personal
branding is about really taking control of one’s own image
— just like a product or company would to achieve some
professional or personal goal.”
Carr, whose recent RLI session was titled, “You Are Your
Brand: Personal Branding to Drive Growth,” says it’s first and

foremost important to figure out what you want to communicate. This is an essential step before moving forward with
building the brand itself. “People start thinking about tools
to communicate their brand before they really have one,” he
says. Instead, start with an honest assessment of who you are
and what you want to be. Ask: What are my values? What
makes me unique? What skills and competencies do I have?
See the sidebar, “What’s the Story?” for a few more ideas.
In a Harvard Business Review article, “Reinventing Your
Personal Brand,” Dorie Clark calls this process defining your
destination.2 Think about where you want to be and what
you want to be known for — even if it differs from how
you’re currently perceived. Defining your destination will
help you plot out how to get there.
For Amy L. Kotsenas, MD, neuroradiologist and associate professor of radiology at the Mayo Clinic in Rochester,
Minn., her personal brand evolved due to an outspoken
support for more radiologist-patient interaction, which even
led her to win several awards, such as the 2016 Women in
Neuroscience Leadership Award from the American Society
of Neuroradiology. “I think it’s important to have a brand that
extends beyond the walls of your organization,” Kotsenas says.
Kotsenas’ destination may have included this career
success, as well as being known for her special passion.
However, you might also seek to be valued for a specific
clinical research interest, an enthusiasm for mentorship
and teaching, your attitude and professionalism, or even
all of the above. Your destination might include wanting to
become a leader within your hospital or the radiology societies or winning a particular award or fellowship or position.
WWW.ACR.ORG
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RADIOLOGIST, INC.

Whatever it is, being specific is infinitely
helpful: “Having a special interest can
definitely help more opportunities come
your way, whether it’s a new position, clinical
endeavor, or research project,” says Kotsenas.
How Can You Communicate It?
The next step is figuring out how to communicate
and portray your brand. The first necessity, according
to Carr, is to develop a story and then figure out how
to disseminate it. Here are a few suggested tools and
methods you might try.
Elevator Pitch: Carr warns that while the elevator
pitch should only be a simple and concise few sentences about you, “It actually makes it actually harder
to create because you really have to have a understanding of what you’re trying to accomplish and how
you deliver it.”
Network/Attend Meetings: Once you have an elevator pitch, you want to use it somewhere other than,
well, the elevator. Put yourself out there by attending
a new meeting next year. Or even better, join a hospital committee in an area of interest. When colleagues
ask who you are, you’ll be ready.

“I think it’s important to have a
brand that extends beyond the
walls of your organization.”
— Amy L. Kotsenas, MD
Personal Website: Having a personal website with
your biography and interests, even if simple, can help
shape your brand. One group performed a study
looking at radiologists’ presence on the internet, and
found that, of all physicians listed as radiologists in
the U.S., only one didn’t have a presence when you
searched on Google, says Kotsenas. The bottom line
is that referring physicians and patients will Google
you. It’s better to shape the story told about you than
let it be shaped by what others write on review sites
like HealthGrades.com or Vitals.com.
Social Media Presence: Kotsenas also found
social media to be helpful in shaping how others
16
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WHAT’S THE STORY?
Here are a few sample questions that Carr used at
the most recent RLI Summit to help spark ideas
among attendees:
• What have you done lately to make yourself stand out?
• What are your skills? Your competencies? Attributes
associated with those?
• What would your colleagues or your “customers” (e.g.
referring physicians, patients, etc.) say is your greatest
and clearest strength? Any weaknesses?
• What are your most noteworthy personal traits?
What sets you apart from others?
• What are your passions? What topics and activities
interest you?
• What would you like to be known — even famous — for?
And to whom (e.g. colleagues, other physicians, those
within your organization, your community)?

view her; in fact, it was on Twitter that she first
spoke up about radiologist-patient interaction, and
began to make a name for herself, which led to many
accolades and networking with other radiologists
with similar values. Your bio on Twitter, as well
as engaging with others and joining chats like the
#JACR Tweet Chat or #HCSM (health care and
social media), can help focus your identity and the
way others perceive you. One piece of advice for
social media? “You want to be professional at all
times, and in all situations, whether its live in person
or virtually,” says Kotsenas.
The most important thing? Think about your
brand while you can. Define it and take actionable
steps to reach your goals. “So often, we let our
brand evolve unintentionally without thinking
carefully about how we’re trying to communicate
with our target audience,” says Carr.
By Alyssa Martino, freelance writer for the Bulletin

ENDNOTES
1. Peters, T. “The Brand Called You,” Fast Company. Available at: bit.
ly/2dHAcq9.
2. Clark, D. “Reinventing Your Personal Brand,” Harvard Business Review.
Available at: bit.ly/1PjLbA0.

High Relaxivity.*
Macrocyclic Bond.

Important Safety Information (continued)

Indications and Usage
Gadavist® (gadobutrol) injection is a gadolinium-based contrast
agent indicated for use with magnetic resonance imaging (MRI):
Q To detect and visualize areas with disrupted blood brain
barrier (BBB) and/or abnormal vascularity of the central
nervous system in adult and pediatric patients (including
term neonates)
Q To assess the presence and extent of malignant breast disease
Gadavist® is indicated for use in magnetic resonance
angiography (MRA):
Q To evaluate known or suspected supra-aortic or renal
artery disease in adult and pediatric patients (including
term neonates)

Important Safety Information
WARNING: NEPHROGENIC SYSTEMIC FIBROSIS (NSF)
Gadolinium-based contrast agents (GBCAs) increase the risk for
NSF among patients with impaired elimination of the drugs.
Avoid use of GBCAs in these patients unless the diagnostic
information is essential and not available with non-contrasted
MRI or other modalities. NSF may result in fatal or debilitating
fibrosis affecting the skin, muscle and internal organs.
• The risk of NSF appears highest among patients with:
– Chronic, severe kidney disease (GFR <30 mL/min/1.73m2), or
– Acute kidney injury
• Screen patients for acute kidney injury and other conditions
that may reduce renal function. For patients at risk
for chronically reduced renal function (for example,
age >60 years, hypertension or diabetes), estimate the
glomerular filtration rate (GFR) through laboratory testing.
• For patients at highest risk for NSF, do not exceed the
recommended GADAVIST dose and allow a sufficient period
of time for elimination of the drug from the body prior to
any re-administration.

Contraindication and Important Information about
Hypersensitivity Reactions: Gadavist® is contraindicated in
patients with history of severe hypersensitivity reactions to
Gadavist®. Anaphylactic and other hypersensitivity reactions
with cardiovascular, respiratory, or cutaneous manifestations,
ranging from mild to severe, including death, have uncommonly
occurred following Gadavist® administration. Before Gadavist®
administration, assess all patients for any history of a reaction
to contrast media, bronchial asthma and/or allergic disorders.
These patients may have an increased risk for a hypersensitivity
reaction to Gadavist®.
Acute Kidney Injury: In patients with chronic renal impairment,
acute kidney injury sometimes requiring dialysis has been
observed with the use of some GBCAs. Do not exceed the
recommended dose; the risk of acute kidney injury may
increase with higher than recommended doses.
Extravasation and Injection Site Reactions: Ensure catheter
and venous patency before the injection of Gadavist®.
Extravasation into tissues during Gadavist® administration
may result in moderate irritation.
Overestimation of Extent of Malignant Disease in MRI
of the Breast: Gadavist® MRI of the breast overestimated
the histologically confirmed extent of malignancy in the
diseased breast in up to 50% of the patients.
Low Sensitivity for Significant Arterial Stenosis: The
performance of Gadavist® MRA for detecting arterial segments
with significant stenosis (>50% renal, >70% supra-aortic) has
not been shown to exceed 55%. Therefore, a negative MRA study
alone should not be used to rule out significant stenosis.
Please see brief summary on following pages.
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Approved for Magnetic
Resonance Angiography (MRA).
Gadavist is the First and Only Macrocyclic Gadolinium-based Contrast
Agent Approved for MRA of the Supra-aortic and Renal Vasculature
Compared to Time-of-Flight MRA, Gadavist demonstrated1:
Q Increased Identification of accessory renal arteries for surgical planning and renal donor evaluation
R Of 1,752 main arteries visualized by the central computed tomography angiography (CTA) readers, 266 (15%) were
also associated with positive visualization of at least one accessory (duplicate) artery. With the central MRA readers,
the comparable rates were 232 of 1,752 (13%) for Gadavist MRA compared to 53 of 1,752 (3%) for ToF MRA1
Q Improved Visualization in patients with known or suspected supra-aortic arterial disease, including prior stroke or
transient ischemic attack (TIA). Percent visualization ranged from 88–97% with Gadavist vs. 24–82% with unenhanced
MRA among three readers. The lower bound of the 95% conﬁdence interval (CI) for the difference ranged from 13–61%
and the upper bound ranged from 17–67%

Patient History: 66-year-old male with a history of hypertension
and dyslipidemia

Patient History: 69-year-old Caucasian male with
history of hypertension, smoking, and recent stroke

Important Safety Information (continued)
Adverse Reactions: The most frequent (≥0.5%) adverse reactions associated with Gadavist®
in clinical studies were headache (1.5%), nausea (1.1%) and dizziness (0.5%).
Please see brief summary on following pages.
*Relaxivity of Gadavist is 5.2 L∙mmol-1 ∙ s-1 at 1.5 Tesla (r1 in plasma at 37°C)

Reference: 1. Gadavist [package insert]. Whippany, NJ: Bayer HealthCare Pharmaceuticals Inc; 2011.
Bayer, the Bayer Cross, and Gadavist® are trademarks of the Bayer group of companies.
© 2016 Bayer, 100 Bayer Boulevard, P.O. Box 915, Whippany, NJ 07981. PP-325-US-0400 September 2016
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Gadavist (gadobutrol) injection, for intravenous use
initial U.s. approval: 2011
BRiEF sUMMaRY oF pREscRiBinG inFoRMation
consULt pacKaGE insERt FoR FULL pREscRiBinG inFoRMation
WARNING: NEPHROGENIC SYSTEMIC FIBROSIS (NSF)
Gadolinium-based contrast agents (GBCAs) increase the risk for NSF among
patients with impaired elimination of the drugs. Avoid use of GBCAs in these
patients unless the diagnostic information is essential and not available with
non-contrasted MRI or other modalities. NSF may result in fatal or debilitating
fibrosis affecting the skin, muscle and internal organs.
• The risk for NSF appears highest among patients with:
Chronic, severe kidney disease (GFR < 30 mL/min/1.73m2), or
Acute kidney injury.
• Screen patients for acute kidney injury and other conditions that may reduce
renal function. For patients at risk for chronically reduced renal function (for
example, age > 60 years, hypertension or diabetes), estimate the glomerular
filtration rate (GFR) through laboratory testing.
• For patients at highest risk for NSF, do not exceed the recommended Gadavist
dose and allow a sufficient period of time for elimination of the drug from the
body prior to any re-administration [see Warnings and Precautions (5.1)].
1
INDICATIONS AND USAGE
1.1 Magnetic Resonance Imaging (MRI) of the Central Nervous System (CNS)
Gadavist is indicated for use with magnetic resonance imaging (MRI) in adult and
pediatric patients (including term neonates) to detect and visualize areas with disrupted
blood brain barrier and/or abnormal vascularity of the central nervous system.
1.2 MRI of the Breast
Gadavist is indicated for use with MRI to assess the presence and extent of malignant
breast disease.
1.3 Magnetic Resonance Angiography (MRA)
Gadavist is indicated for use in magnetic resonance angiography (MRA) in adult and
pediatric patients (including term neonates) to evaluate known or suspected supraaortic or renal artery disease.
4
CONTRAINDICATIONS
Gadavist is contraindicated in patients with history of severe hypersensitivity reactions
to Gadavist.
5
WARNINGS AND PRECAUTIONS
5.1 Nephrogenic Systemic Fibrosis
Gadolinium-based contrast agents (GBCAs) increase the risk for nephrogenic systemic
fibrosis (NSF) among patients with impaired elimination of the drugs. Avoid use of
GBCAs among these patients unless the diagnostic information is essential and not
available with non-contrast MRI or other modalities. The GBCA-associated NSF risk
appears highest for patients with chronic, severe kidney disease (GFR < 30 mL/
min/1.73m2) as well as patients with acute kidney injury. The risk appears lower for
patients with chronic, moderate kidney disease (GFR 30 to 59 mL/min/1.73m2) and little,
if any, for patients with chronic, mild kidney disease (GFR 60 to 89 mL/min/1.73m2).
NSF may result in fatal or debilitating fibrosis affecting the skin, muscle and internal
organs. Report any diagnosis of NSF following Gadavist administration to Bayer
Healthcare (1-888-842-2937) or FDA (1-800-FDA-1088 or www.fda.gov/medwatch).
Screen patients for acute kidney injury and other conditions that may reduce renal
function. Features of acute kidney injury consist of rapid (over hours to days) and
usually reversible decrease in kidney function, commonly in the setting of surgery,
severe infection, injury or drug-induced kidney toxicity. Serum creatinine levels and
estimated GFR may not reliably assess renal function in the setting of acute kidney
injury. For patients at risk for chronically reduced renal function (for example, age
> 60 years, diabetes mellitus or chronic hypertension), estimate the GFR through
laboratory testing.
Among the factors that may increase the risk for NSF are repeated or higher than
recommended doses of a GBCA and degree of renal impairment at the time of
exposure. Record the specific GBCA and the dose administered to a patient. For
patients at highest risk for NSF, do not exceed the recommended Gadavist dose and
allow a sufficient period of time for elimination of the drug prior to re-administration.
For patients receiving hemodialysis, consider the prompt initiation of hemodialysis
following the administration of a GBCA in order to enhance the contrast agent’s
elimination [see Use in Specific Populations (8.6) and Clinical Pharmacology (12.3)].
The usefulness of hemodialysis in the prevention of NSF is unknown [see Clinical
Pharmacology (12.3)].
5.2 Hypersensitivity Reactions
Anaphylactic and other hypersensitivity reactions with cardiovascular, respiratory
or cutaneous manifestations, ranging from mild to severe, including death, have
uncommonly occurred following Gadavist administration [see Adverse Reactions (6)].
• Before Gadavist administration, assess all patients for any history of a reaction to
contrast media, bronchial asthma and/or allergic disorders. These patients may
have an increased risk for a hypersensitivity reaction to Gadavist.
• Administer Gadavist only in situations where trained personnel and therapies
are promptly available for the treatment of hypersensitivity reactions, including
personnel trained in resuscitation.
Most hypersensitivity reactions to Gadavist have occurred within half an hour after
administration. Delayed reactions can occur up to several days after administration.
Observe patients for signs and symptoms of hypersensitivity reactions during and
following Gadavist administration.

5.3 Acute Kidney Injury
In patients with chronic renal impairment, acute kidney injury sometimes requiring
dialysis has been observed with the use of some GBCAs. Do not exceed the
recommended dose; the risk of acute kidney injury may increase with higher than
recommended doses.
5.4 Extravasation and Injection Site Reactions
Ensure catheter and venous patency before the injection of Gadavist. Extravasation
into tissues during Gadavist administration may result in moderate irritation [see
Nonclinical Toxicology (13.2)].
5.5 Overestimation of Extent of Malignant Disease in MRI of the Breast
Gadavist MRI of the breast overestimated the histologically confirmed extent of malignancy
in the diseased breast in up to 50% of the patients [see Clinical Studies (14.2)].
5.6 Low Sensitivity for Significant Arterial Stenosis
The performance of Gadavist MRA for detecting arterial segments with significant
stenosis (>50% renal, >70% supra-aortic) has not been shown to exceed 55%.
Therefore, a negative MRA study alone should not be used to rule out significant
stenosis [see Clinical Studies (14.3)].
6
ADVERSE REACTIONS
The following serious adverse reactions are discussed elsewhere in labeling:
• Nephrogenic Systemic Fibrosis (NSF) [see Boxed Warning and Warnings and
Precautions (5.1)].
• Hypersensitivity reactions [see Contraindications (4) and Warnings and
Precautions (5.2)].
6.1 Clinical Trials Experience
Because clinical trials are conducted under widely varying conditions, adverse
reaction rates observed in the clinical trials of a drug cannot be directly compared to
rates in the clinical trials of another drug and may not reflect the rates observed in
clinical practice.
The adverse reactions described in this section reflect Gadavist exposure in 6,809
subjects (including 184 pediatric patients, ages 0 to 17 years) with the majority
receiving the recommended dose. Approximately 51% of the subjects were male and
the ethnic distribution was 61% Caucasian, 29% Asian, 5% Hispanic, 2% Black, and
3% patients of other ethnic groups. The average age was 56 years (range from 1 week
to 93 years).
Overall, approximately 4% of subjects reported one or more adverse reactions during
a follow-up period that ranged from 24 hours to 7 days after Gadavist administration.
Adverse reactions associated with the use of Gadavist were usually mild to moderate
in severity and transient in nature.
Table 2 lists adverse reactions that occurred in ≥ 0.1% subjects who received Gadavist.
Table 2: Adverse Reactions
Reaction

Rate (%)
n=6809

Headache

1.5

Nausea

1.1

Dizziness

0.5

Dysgeusia

0.4

Feeling Hot

0.4

Injection site reactions

0.4

Vomiting

0.4

Rash (includes generalized, macular, papular, pruritic)

0.3

Pruritus (includes generalized)

0.2

Erythema

0.2

Hypersensitivity/Anaphylactoid*

0.1

Dyspnea

0.1

Paresthesia

0.1

*Hypersensitivity/anaphylactoid reaction may occur with one or more of the
following adverse reactions: for example, hypotension, urticaria, face edema, eyelid
edema, flushing
Adverse reactions that occurred with a frequency of < 0.1% in subjects who received
Gadavist include: loss of consciousness, convulsion, parosmia, tachycardia,
palpitation, dry mouth, malaise and feeling cold.
6.2 Postmarketing Experience
The following additional adverse reactions have been reported during postmarketing
use of Gadavist. Because these reactions are reported voluntarily from a population
of uncertain size, it is not possible to reliably estimate their frequency or establish a
causal relationship to drug exposure.
• Cardiac arrest
• Nephrogenic Systemic Fibrosis (NSF)
• Hypersensitivity reactions (anaphylactic shock, circulatory collapse, respiratory
arrest, pulmonary edema, bronchospasm, cyanosis, oropharyngeal swelling,
laryngeal edema, blood pressure increased, chest pain, angioedema, conjunctivitis,
hyperhidrosis, cough, sneezing, burning sensation, and pallor) [see Warnings and
Precautions (5.2)]
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8
USE IN SPECIFIC POPULATIONS
8.1 Pregnancy
Risk Summary
There are no available data of Gadavist in pregnant women to inform the drugassociated risk. Gadolinium-based contrast agents (GBCAs) are reported to cross
the placenta. Limited human data on exposure to GBCAs during pregnancy does
not show adverse effects in exposed neonates. Animal reproductive studies were
conducted. Although teratogenicity was not observed, embryolethality was observed
in monkeys, rabbits and rats receiving intravenous gadobutrol during organogenesis
at doses 8 times and above the recommended human dose. Retardation of embryonal
development was observed in rabbits and rats receiving intravenous gadobutrol during
organogenesis at doses 8 and 12 times, respectively, the recommended human dose
[see Data]. Advise pregnant women of the potential risk to a fetus.
The estimated background risk of major birth defects and miscarriage for the indicated
population is unknown. In the U.S. general population, the estimated background risk
of major birth defects and miscarriage in clinically recognized pregnancies is 2 to 4%
and is 15 to 20%, respectively.
Data
Animal Data
Embryolethality was observed when gadobutrol was administered intravenously to
monkeys during organogenesis at doses 8 times the recommended single human
dose (based on body surface area); gadobutrol was not maternally toxic or teratogenic
at this dose. Embryolethality and retardation of embryonal development also occurred
in pregnant rats receiving maternally toxic doses of gadobutrol (≥ 7.5 mmol/kg body
weight; equivalent to 12 times the human dose based on body surface area) and in
pregnant rabbits (≥ 2.5 mmol/kg body weight; equivalent to 8 times the recommended
human dose based on body surface area). In rabbits, this finding occurred without
evidence of pronounced maternal toxicity and with minimal placental transfer (0.01%
of the administered dose detected in the fetuses).
Because pregnant animals received repeated daily doses of Gadavist, their overall
exposure was significantly higher than that achieved with the standard single dose
administered to humans.
8.2 Lactation
Risk Summary
There are no data on the presence of gadobutrol in human milk, the effects on the
breastfed infant, or the effects on milk production. However, published lactation data
on other GBCAs indicate that 0.01 to 0.04% of the maternal gadolinium dose is present
in breast milk and there is limited GBCA gastrointestinal absorption in the breast-fed
infant. In rat lactation studies, gadobutrol was present in milk in amounts less than
0.1% of the dose intravenously administered and the gastrointestinal absorption is
poor (approximately 5% of the dose orally administered was excreted in the urine).
The developmental and health benefits of breastfeeding should be considered along
with the mother’s clinical need for Gadavist and any potential adverse effects on the
breastfed infant from Gadavist or from the underlying maternal condition.
Clinical Considerations
A lactating woman may consider interrupting breastfeeding and pumping and
discarding breast milk up to18 hours after Gadavist administration in order to
minimize exposure to a breastfed infant.
Data
In lactating rats receiving 0.5 mmol/kg of intravenous [153Gd]-gadobutrol, 0.01% of
the total administered radioactivity was transferred to the pup via maternal milk within
3 hours after administration.
8.4 Pediatric Use
The safety and effectiveness of Gadavist have been established in pediatric patients
born at 37 weeks gestation or later based on imaging and pharmacokinetic data in 138
patients ages 2 to 17 years and 44 patients ages 0 to less than 2 years and extrapolation
from adult data. The frequency, type, and severity of adverse reactions in pediatric
patients were similar to adverse reactions in adults [see Adverse Reactions (6.1)]. No
dose adjustment according to age is necessary in pediatric patients [see Dosage and
Administration (2.1), Clinical Pharmacology (12.3), and Clinical Studies (14.1)]. The
safety and effectiveness of Gadavist have not been established in premature infants.
NSF Risk
No case of NSF associated with Gadavist or any other GBCA has been identified in
pediatric patients ages 6 years and younger. Pharmacokinetic studies suggest that
clearance of Gadavist is similar in pediatric patients and adults, including pediatric
patients age younger than 2 years. No increased risk factor for NSF has been identified
in juvenile animal studies of gadobutrol. Normal estimated GFR (eGFR) is around 30
mL/min/1.73m2 at birth and increases to mature levels around 1 year of age, reflecting
growth in both glomerular function and relative body surface area. Clinical studies in
pediatric patients younger than 1 year of age have been conducted in patients with the
following minimum eGFR: 31 mL/min/1.73m2 (age 2 to 7 days), 38 mL/min/1.73m2
(age 8 to 28 days), 62 mL/min/1.73m2 (age 1 to 6 months), and 83 mL/min/1.73m2
(age 6 to 12 months).
Juvenile Animal Data
Single and repeat-dose toxicity studies in neonatal and juvenile rats did not reveal
findings suggestive of a specific risk for use in pediatric patients including term
neonates and infants.
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8.5 Geriatric Use
In clinical studies of Gadavist, 1,377 patients were 65 years of age and over, while
104 patients were 80 years of age and over. No overall differences in safety or
effectiveness were observed between these subjects and younger subjects, and other
reported clinical experience has not identified differences in responses between the
elderly and younger patients. In general, use of Gadavist in elderly patients should be
cautious, reflecting the greater frequency of impaired renal function and concomitant
disease or other drug therapy. No dose adjustment according to age is necessary in
this population.
8.6 Renal Impairment
Prior to administration of Gadavist, screen all patients for renal dysfunction by
obtaining a history and/or laboratory tests [see Warnings and Precautions (5.1)]. No
dosage adjustment is recommended for patients with renal impairment.
Gadavist can be removed from the body by hemodialysis [see Warnings and
Precautions (5.1) and Clinical Pharmacology (12.3)].
10
OVERDOSAGE
The maximum dose of Gadavist tested in healthy volunteers, 1.5 mL/kg body weight
(1.5 mmol/kg; 15 times the recommended dose), was tolerated in a manner similar
to lower doses. Gadavist can be removed by hemodialysis [see Use in Specific
Populations (8.6) and Clinical Pharmacology (12.3)].
13
NONCLINICAL TOXICOLOGY
13.1 Carcinogenesis, Mutagenesis, Impairment of Fertility
No carcinogenicity studies of gadobutrol have been conducted.
Gadobutrol was not mutagenic in in vitro reverse mutation tests in bacteria, in the
HGPRT (hypoxanthine-guanine phosphoribosyl transferase) test using cultured
Chinese hamster V79 cells, or in chromosome aberration tests in human peripheral
blood lymphocytes, and was negative in an in vivo micronucleus test in mice after
intravenous injection of 0.5 mmol/kg.
Gadobutrol had no effect on fertility and general reproductive performance of male
and female rats when given in doses 12.2 times the human equivalent dose (based
on body surface area).
13.2 Animal Toxicology and/or Pharmacology
Local intolerance reactions, including moderate irritation associated with infiltration
of inflammatory cells was observed after paravenous administration to rabbits,
suggesting the possibility of occurrence of local irritation if the contrast medium leaks
around veins in a clinical setting [see Warnings and Precautions (5.4)].
17
PATIENT COUNSELING INFORMATION
Nephrogenic Systemic Fibrosis
Instruct patients to inform their physician if they:
• Have a history of kidney disease and/or liver disease, or
• Have recently received a GBCA
GBCAs increase the risk of NSF among patients with impaired elimination of drugs. To
counsel patients at risk of NSF:
• Describe the clinical manifestation of NSF
• Describe procedures to screen for the detection of renal impairment
Instruct the patients to contact their physician if they develop signs or symptoms of
NSF following Gadavist administration, such as burning, itching, swelling, scaling,
hardening and tightening of the skin; red or dark patches on the skin; stiffness in joints
with trouble moving, bending or straightening the arms, hands, legs or feet; pain in
the hip bones or ribs; or muscle weakness.
Common Adverse Reactions
Inform patients that they may experience:
• Reactions along the venous injection site, such as mild and transient burning or
pain or feeling of warmth or coldness at the injection site
• Side effects of headache, nausea, abnormal taste and feeling hot
General Precautions
Instruct patients receiving Gadavist to inform their physician if they:
• Are pregnant or breastfeeding
• Have a history of allergic reaction to contrast media, bronchial asthma or allergic
respiratory disorder
© 2011, Bayer HealthCare Pharmaceuticals Inc. All rights reserved.
Manufactured for:

Bayer HealthCare Pharmaceuticals Inc.
Whippany, NJ 07981
Manufactured in Germany
6905902BS
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JOB LISTINGS
CLASSIFIED ADS These job listings are paid advertisements. Publication
of a job listing does not constitute a recommendation by the ACR. The ACR
and the ACR Career Center assume no responsibility for accuracy of
information or liability for any personnel decisions and selections made
by the employer. These job listings previously appeared on the ACR Career
Center website. Only jobs posted on the website are eligible to appear in
the ACR Bulletin. Advertising instructions, rates, and complete policies are
available at http://jobs.acr.org or e-mail careercenter@acr.org.
Michigan – Seeking a board-certified general radiologist. Prefer fellowship or
experience in musculoskeletal imaging. All modalities performed including
light IR. Must be MQSA certified. One year to partnership. Flexible schedule
with generous time off. Must have a board-certified Michigan license. Contact:
Debra Dillon, DO, by email at debmdillon@gmail.com
Madison – UW-Madison Radiology seeking assistant, associate, or tenure
track professor. Abdominal imaging and intervention section duties; clinical,
research and teaching medical students, residents and fellows. MD, BC/BE in
diagnostic radiology, abdominal imaging fellowship and Wisconsin medical
license required. Wisconsin caregiver law applies. Contact: Christa Neuser by
email at RadiologyHR@uwhealth.org referencing PVL 87540/8754

CONTINUED

Standing Out from the Crowd
continued from page 4

a mid-course review of the strategic plan in 2017, three years after
its inception.
The brand that we adopt personally says a lot about who we are and how
we behave. The brand that we embrace as a radiology department says a lot
about what our patients, referring practitioners, and the public can expect
from our services and activities. The brand that we adopt as a professional
organization says a lot about what we represent to our profession, society,
and the medical community at large. It’s critical that we get it right.
ENDNOTES
Peters, Tom. “The Brand Called You.” Fast Company. 1997. Available at bit.ly/2dX4WBS.

Georgia – Augusta. The Department of Radiology and Imaging at Medical
College of Georgia, Augusta University, is recruiting for a full-time pediatric
radiologist as an associate, assistant, or full professor. Applicants must apply
online at www.augusta.edu/hr/jobs/faculty for this position; utilize requisition
number 10713 and include the Department of Radiology when submitting
your application. Contact: www.augusta.edu/hr/jobs/faculty
Georgia – Augusta. The Department of Radiology at Augusta University, is
recruiting for a full-time neuroradiologist. BC/BE in radiology and prefer the
individual to be fellowship-trained in neuroradiology. Applicants must apply
online at www.augusta.edu/hr/jobs/faculty for this position; utilize requisition
number 11268 and include the Department of Radiology when submitting
your application. Contact: www.augusta.edu/hr/jobs/faculty
Georgia – Atlanta. General radiologist needed to work 8:00 a.m. to 1:00
p.m. weekdays as a solo radiologist at a hospital north of Atlanta. Light
interventional skills are required and mammography is highly preferred.
Position may lead to a full time position within our organization. Will pay
mileage but not lodging expenses. Contact: James Zimmerman, MD by email
at jrzimmerman@comcast.net
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When and why did you first
join the ACR?
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AS A FIRST YEAR RADIOLOGY RESIDENT, I was encouraged by my more senior
co-residents to join several of the radiology organizations, including the
ACR, as “the thing to do.” My first direct exposure came at the state level with
the annual Virginia Chapter meeting. It was not only my first exposure to a
radiology organization, but any organized medicine organization. Among
other things, I saw how the chapter was actively engaged with our local
government to educate our politicians about issues that are important to
radiologists and their patients. Subsequently, I went to the Virginia ACR lobby
day and had my first taste of the College engaging local representatives. I am
fortunate enough to have a residency program that fully supports residents in
ACR activities and gives us the time off.
Later in my first year, I attended the ACR Annual Meeting. Seeing the
camaraderie of members in the College and recognition of several of its
members for the years of hard work and service was extremely encouraging.
I decided the next year to get involved with the RFS and now serve as the
national secretary, in which I run the RFS blog. Since elected, I have cofounded and will lead the first year of the Virginia chapter RFS. I’m very
humbled to be given these opportunities and hope to help others recognize
the many opportunities and resources afforded by the ACR and to continue
to bring the community of radiology/radiation oncology members in training
closer together.
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Do You Image Wisely ?
EVERY Year?
®

Your pledge to Image Wisely is
now an annual renewal event
that will expire Dec. 31, 2016.
Visit imagewisely.org often to
stay current on radiology safety.

Earn CE Credits With Free
Radiation Safety Cases
Ways to show you are imaging wisely:
• Take the pledge every year
• Stay updated with News and
What We’re Reading
• Keep your accreditations up-to-date
• Participate in a dose index registry
• Get free online materials for your
patients at radiologyinfo.org
• Visit imagegently.org for
pediatric information

To image wisely every day and provide the best
quality and safest adult patient care, make the annual
commitment and keep informed by regularly visiting
imagewisely.org, which offers imaging professionals,
referring providers and patients easy access to the
latest information and resources.
By taking the pledge, you are helping to ensure
adults receive only necessary and safe medical
imaging procedures.

imagewisely@acr.org
1.800.227.5463

Image Wisely® is a collaborative initiative of the American College of Radiology (ACR), the Radiological Society of North America (RSNA), the American Association of Physicists in
Medicine (AAPM) and the American Society of Radiologic Technologists (ASRT).

CPI Breast Imaging Module 2016
Study the latest breast imaging education
and earn up to 8 CME and 8 SA-CME.
Order Today at acr.org/cpi
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Power Up at
The Crossroads of
Radiology
®

May 21–25 | Marriott Wardman Park | Washington, DC
Resident and Fellow Section (RFS) Meeting | May 20–21

Early-bird registration extended through Jan. 15!
Don’t Miss:
100+ hours of educational programming
Economics Forum — be MACRA ready
Speed Mentoring for early career physicians
Exhibit Hall Breakfast and Reception
for all attendees
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For best value, bundle your meeting
registration with the 2017 virtual meeting!

Keynote by Jeffrey R. Immelt, Chairman and CEO, GE
MSK Boot Camp with Mark D. Murphey, MD, FACR
Moreton Lecture by Jeffrey C. Bauer, PhD
Capitol Hill Day
RADPAC Reception (invitation only)

Register and view the interactive program today at acr.org/annualmeeting
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