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Saviorsor interlopers? Interventional cardiologists

set sghtson stroke

Effectivdy saying tha interventiona cardiologists
can trander thar caheter-based killsfrom the heart to
the brain, the Sodety for Cardiovascular Angiography
and Interventions (SCAI) recently launched atraining
program desgned to teach some of its 4,000 members
to perform endovascular sroke procedures

The SCAI's“Core Curriculum in Neuro Rescue’—
ogeared toward interventiond cardiologigs who have
dready magered coronary and carotid senting—ams
to expand access to mechanicd dot remova, currently
performed by only svera hundred U.S neurointerven-
tiondids

Bventudly, the SCAI envisonsinterventiond cardi-
ologgts gaffing community-based stroke centers work-
ing to provide timdy accessto endovascular groke care
in much the same way they currently do for heart at-
tacks

However, while some see interventiond cardiolo-
dgs push into the neurovasculature as a logica next
dep for the peddty, others say it isariky experiment
to broaden accessto care a the expense of optima pa
tient outcomes

For the inaugurd neuro rescue course in late May,
20 phyddans gethered on the campus of Emory Uni-

versty for a day-long program focused largdy on the
use of Concentric Medicd’s Merd Reriever Systam, a
catheter-based device for mechanicaly removing dots
from thebrain. The SCAl isdsoin takswith Penumbra
regarding the posshility of incorporating that device—
which was gpproved erlier this yer—into its Smula
tion-basad training.

Conddering the interes expressed by interventiona
cardiologigsto date, the recent sesson will likely bethe
first of many; the next five course dates open to 20 par-
tidpantsapiece, aredready fully enrolled.

The SCAI ispodtioning the courseasthe latest addi-
tion to interventiona cardiologigds dinicd repertoire—
hardly out of character for the speddty, which has d-
ready moved beyond the coronary arteriesand into the
vasular paceviaperipherd and carotid interventions

“Interventiond groke trestments are the future of
groke care” says Dr. Bonnie Weaner of S. Vincent
Hogpitd a Worceter Medicd Center in Massachusgts
the SCAI'simmediate pagt presdent. “With advancesin
tregting carotid artery disease with genting, it isimpor-
tant for cardiologgsto betrained to sop srokes”

(Gontinued on page 8)
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Neur osciences

OR of thefuture Top neurosurgery programs
wrestling with iIMRI versusiCT dilemma

Outfitting a next-generation OR suite for both
craniotomies and spine procedures is becoming
more cogsly and space intensve as physcians
wish lists grow to include advanced intraoperative
imaging technologies such as iMRI and fixed-ste
iCT. Demand for these big-box modalities, cou-
pled with other technology needs such as surgical
navigation and integrated OR features, leaves pro-
gressive facilities facing a near-impossble man-
date. Even if they have the capita to fund these
invetments—which can have an aggregate price
tag of up to $10 million—there is little hope of
accommodating al of them in a single neuro
Quite.

However, a multi-functional room is exactly
what some neurosurgeons are seeking; they want
to be able to perform all of their cases—from cra-
niotomiesto spine surgery—in the same OR. This
push isnot unlike some cardiovascular specialists
desire for hybrid ORs as a one-stop-shop for open
and interventional procedures (seerelated sory in
theduneHorizon Scan Monthly). But whereas C-
arm fluoroscopy suffices in the cardiovascular

Source: IMRIS

Children’s Hospita Boston is home to an iIMRI system with ceiling-
mounted railsthat alow the magnet to dide in and out of the OR

space, neurosurgeons may lobby for iMRI, iCT, or
both depending on the nature of their particular
caseload.

Given the lack of a one-size-fits-all intraopera
tiveimaging platform for the range of proceduresa
neurosurgeon can perform, leading neurosciences
programsare left to placether betson iIMRI versus

(Gontinued on page 2)
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(Gontinued from page 1)

iCT, even though there is not convincing
evidence indicating which will be the most
advantageous in the long term. These dif-
ficult investment decisons are currently
affecting high-end centers, but they could
eventually trickle down to more modestly
equipped programs. In the meantime,
smaller hospitals will confront less formi-
dable quandaries in equipping a neuro/
spine OR, namey which surgica naviga-
tion system to select and whether to con-
sider Medtronic's O-arm for spine proce-
duresingtead of aconventional C-arm.

Surgical navigation, O-arm rank as
lessintractable investment decisions

Regardless of whether a facility is
weighing an iMRI or iCT invement, sur-
gical navigation is a proven necessity for
neurosurgery applications in light of the
poor visuaization inherent in crania pro-
cedures, as well as the challenge of safely
accessing tumors and cygic lesons. In
fact, computer-asssed surgery (CAS is
now a gandard of care in neurosurgery
and isused in 90 percent of all cranial pro-
cedures. CAS sysems, generaly priced
from $150,000 to $300,000, may also gain
more traction in gpine surgery, epecialy
amid the shift toward minimally invasive
techniques that reduce incison size and
heighten the need for visualization.

Programs may also consder Med-
tronic’'s mobile O-arm—atype of intraop-
erative fluoroscopy capable of generating
CT-like scans through real-time, 360-
degree imaging—when outfitting a neuro/
spine suite, athough it isless of a shoe-in
than surgica navigation. Given that the
sysem’s primary application is pedicle
screw placement, facilities performing a
high volume of those cases may be par-
ticularly interested in the technology,
which has been shown to reduce the al-
ready-rare incidence of improperly placed
screws. Perhaps mogt importantly, the O-
arm could boost surgeons confidence in
performing more complex spine cases and
serveasagrong physcian satisfier because
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Source: Sacred Heart Hospital

Sacred Heart Hospitd in Eau Claire, Wis,, is poised to become the first U.S hospital of its size to install a
fixed-site iCT as well as an iMRI platform. Construction of the suites—estimated at nearly $9 million for
both—is currently underway and is expected to be finished by the fall. At left, a 1.5 Tesla magnet is hoisted
by acrane en route to Sacred Heart’s planned iMRI suite. At right, 37-foot-long rails are installed in the iMRI
room that will allow the magnet to move to and from the patient during neurosurgery procedures.

of its ease of use compared with standard
fluoroscopy.

iMRI beginning to take off at leading
neuro programs...

However, yielding a much more chal-
lenging investment decison, top-flight
neurosurgery centers are facing mounting
pressurefor iIMRI. To date, thevast major-
ity of programs ranked in the top 10 by
U.S Newsand World Report have adopted
either a0.15 Teda (0.15T) or a 1.5T iMRI
system, and IMRIS—aleading vendor that
makes the only solution with a shuttling
magnet—is looking to double the number
of iIMRI ingallations each year. While
broad adoption outsde leading centers is
unlikely in the near term, there is clearly
momentum behind iIMRI adoption, de-
spite the technology’'s $6 million to $9
million pricetag.

iMRI is clinically desrable in proce-
dures placing a premium on complete
tumor resection, namely brain and pitui-
tary lesons Rather than relying only on
aurgical navigation usng a preoperative
scan, iIMRI enables surgeons to achieve
superior precison using near real-time
imaging and data processng. As a result,
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Horizon Scan

The Horizon Scan Monthly is a publication for
Technology Insights and Innovations Center
members that seeks to illuminate developing
trends and analyze news in the world of
medical technology with an eye to the
impact on the hospita industry.

aurgeons are better able to locdlize the
tumor, define its margins, and account for
brain shift induced by cranial fluid loss,
tumor resection, or patient movement.
While these advantages lead to more com-
plete tumor resection, no sudies indicate
that procedures performed with iMRI
yield better long-term surviva out-
comes—a major gap in exising evidence
supporting the technology's adoption.
There is also a lack of scientificaly rigor-
ous data showing that 1.5T or even 3T
intraoperative magnets outperform 0.15T
iIMRI, raisng quegions about whether
high-field systems are worth such a con-
sSderable cost premium.

These unanswered questions may be
less critical, though, if physcians continue
to lobby for iIMRI. And there seemsto be
no sign of that trend abating. In fact, with
the advent of 3T iIMRI, pressure may in-
tengfy because radiologigs interested in
using the magnet for diagnostic work may
begin pushing for iIMRI as a means of
gaining access to the cutting-edge plat-
form.

However, even the staunchest advo-
cates of iIMRI may not fully grasp the tech-

(Gontinued on page 3)
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FDA Approval s

Cardiovascular

Abbott’s Xience V DES
wins FDA approval

The FDA hasapproved Abbott’s Xience V
everolimus-euting sent, making the device
the fourth drug-duting gent (DES) to enter
the U.S market. The approva ads dears
Boston Sientific to begin sdling the Xience
dent under the
name Promus as
pat of a profit-

shaing  agree
ment  with  Ab-
bott.

Under the

terms of the ap-
prova, the FDA
will require Ab-
bott to conduct a
fiveyear  podt-
marketing sudy tracking the long-term
sfety of the device the agency made the
same gipulation in gpproving Medtronic's
Endeavor stent earlier thisyear.

According to Abbott, Xience is the only
DESto have“demondrated [itg superiority”
to Bogon SdentificsTaxusdevice on certain
endpoints in two head-to-head trids. An
Abbott executive saysthat in light of itsdini-
cd peformance, Xience “will quickly be
comethe new gandard” for DESs However,
Bloomberg reports that the same company
officia lag month indicated that Abbott may
charge a “premium” for Xience compared
with competing DESs

Source: Abbott
Xience V drug-eluting stent

FDA approves Medtronic’s
Talent thoracic stent graft

Medtronic lag month announced that
the FDA has approved its Taent thoracic
gent graft, a de-
vice the company
sayswill enable 25
percent more
paients with cer-

tain aneuryamsin

the  desending Source: Medtronic
thoracic aorta to Talent thoracic stent graft
undergo  mini-

mally invasve

therapy rather than open surgery.

Medtronic says the Taent thoracic gent
graft will expand accessto thoracic endovas
cular aortic repair because it is available in
the wides range of diameters—22mm to
46mm—and enables physcians to treat “a
wider range of anatomies than with the
other available endografts.”
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Source: BranLAB

BranLAB's BranUITEIMRI OR Qiite (above) is an integrated solution that offersarotating or mobile table.

BrainLAB dso offers an iCT suite with adliding gantry.

(Gontinued from page 2)

nology’sfinancial and operational hurdles.
Using iIMRI can add between 45 and 90
minutes to a standard craniotomy, de-
pending on the number of scans per-
formed; physcians often become more
attuned to deficiencies in the clinical lit-
erature after recognizing the magnitude of
this time snk. The additional coss of
longer OR time are compounded by addi-
tiona saffing requirements and the pre-
mium for non-ferromagnetic tools. Some
ingitutions estimate that these additional
direct costs can total approximately $1,500
per case compared with a craniotomy
without iMRI.

Further compromising the financia
outlook, iIMRI lacks incrementa reim-
bursement, is unlikdy to move market
share dramatically, and fails to create new
markets or expand exising ones. As one
marketing director at an academic medical
center told the Advisory Board’s Technol-
ogy Insights program, “I have to be frank
with you; the technology didn’t net a sin-
deincremental patient.”

Somefacilitieslook beyond the lacklus-
ter financias, though, and bank on the
“halo effect” of having the most sophisti-
cated technology for their neurosciences
progran—already consdered the crown
jewel of hospital services. The clinical
prestige of the technology, as well as its
potential to enable surgeons to do better
procedures, will continue to motivate fa-
cilitiesto adopt iIMRI as part of a broader
neurosciences srategy.

...but questionsremain about
whether iCT is being overlooked

While mogt high-end programs are
focusng on iMRI, fixed-ste iCT could be
an dternative that not only comes at a
lower price but also may be applicable in
both spine and crania work. Fixed-site
iCT has a clear advantage in sructural
imaging, and athough the technology
cannot aspire to match iIMRI’s supremacy
in soft-tissueimaging, it may provide ade-

quate image quality for intraoperative
tumor visualization.

If podtive data on the clinical efficacy
of using iCT for tumor resection emerge,
the relatively lower cost of the technology
compared with iIMRI—$1.5 million to
$3 million versus $6 million to $9 mil-
lion—will make it an attractive option for
neurosurgery programs. Hospitals cur-
rently adopting fixed-dte iCT, numbering
only a handful nationwide, are therefore
holding out hope that this evidence will
aurface. These scanners bread and butter
in the interim will revolve around ortho-
pedic, spine, and trauma procedures.

Predicting that iCT will become a fu-
ture standard of care, Dr. Kamal Thapar,
director of the Brain and Sine Ingitute at
Sacred Heart Hospital in Eau Claire, Wis,
says that “there will come a point when
there are not really cases where you don't
want to use it.” Sacred Heart is in the
midg of an ambitious project to bring
intraoperative imaging—including iMRI
and iCT—to the 340-bed facility. When
the suites open in thefall, the hospital will
become one of the firg in the nation to
house both premium intraoperative imag-
ing modalities.

Thapar speculatesthat iCT did not take
off as quickly as iMRI because spinal im-
plants had not come of age by the time
facilities began contemplating intraopera-
tive imaging investments, by comparison,
there had aways been a need for cranial
imaging, and its value in tumor resection
waswell recognized.

Thapar adds that iCT’s promise rests
partly in its applicability in more routine
spine and orthopedic cases. “Why not
exploit precison for more garden variety
procedures? heasks.

In addition to having broader applica
tions, iICT also poses fewer operational
complexities than iMRI, diminating the
need for dramatically increased OR time
and safety protocols necessitated by the
presence of a high-field magnet. iCT's

(Gontinued on page 4)
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Hansen Medical receives FDA
nod for CoHesion

Hansen Medica has received 510(k)
clearance from the FDA for its CoHeson
3D Visudization Module, an integrated
electrophysiology (EP) solution that inter-
faces with the company’s Sensal Robotic
Catheter Sygsem and . Jude Medical’s
EnSte System advanced mapping software.
According to Hansen, the new CoHesion
module imports the EnSte System’s 3D
cardiac chamber modd into the Sensai’s
main navigation window, giving EPs a 3D
view of the catheter’'s postion within the
heart.

Oncology
FDA green-lights Elekta’s
VMAT solution

The FDA lag month granted 510(k) dear-
ance to Hektas volumetric modulated arc
thergpy (VMAT) solution, primarily a oft-
ware upgrade to the company’s Smergy linear
accderators (LINACs). Although no U.S
commercid inddlations of Hektas VMAT
product have been completed to date, Varian
Medicd’'s RapidArc—a competing VMAT
olution—is currently online a sverd U.S
centers (the Harizon Scan Monthly profiled the
firg two U.S RepidArc usrsin lag month’s
isue).

VMAT déliv-
ers the complete
doe for each
fraction of radia-
tion trestment
in a dngle rota
tion of the LI-
NAC's gantry,
reulting in an
infinite number
of beam ddivery
anges around
the patient. Whileit isundear whether VMAT
will yidd better dinical outcomes, early experi-
ence indicates that the technology could sub-
gantialy shorten dose ddivery timesand pos
sbly spead patient throughput.

Hekta says it is uniquely postioned to in-
troduce VMAT becauseits Snergy platform is
the only fully digitd LINAC with integrated
high-resolution 3D X-ray Volume Imaging.
Hekta is dso awaiting FDA gpprovd of its
Infinity LINAC. According to Hektas pres-
dent, the company bdieves VMAT will be the
“next mgor technology shift following the
introduction of intensty-modulated radiation
thergpy around the millennium and the subse-
quent introduction of image-guided radiation

therapy.”

Source: Hekta

Smergy LINACs can now be
equipped with Bektas VMAT
solution.

(Gontinued from page 3)
delivery of ionizing radiation, of course, is
an obvious drawback.

Facilities hoping to be able to exploit
the scanner for crania work, however, are
taking a consderable invesment risk,
given that iMRI could ultimately be
deemed necessary anyhow.

Predicting the ‘right answer’
possible only on site-specific basis

Given that the optimal invesment
srategy for neuro/spine ORs can be deter-
mined only on a site-by-ste bass, inditu-
tions will have to respond to the iCT ver-
sus iIMRI dilemma based on physcian
interestsand procedure volumes.

Hospitals consdering iMRI should be
particularly proactive about educating
their physcians on the operationa and
financial barriers to success, drawing on
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the experience of best- and worst-practice
early adopters.

While facilities conddering fixed-dte
iCT will have less experience to review in
making their decisons, they may aso
benefit from a true firs-mover advantage
in their region or sate given the nascence
of thetechnology.

Smaller neurosurgery programs should
also monitor developing trends in the
iMRI/iCT landscape and possibly consider
building new neuro/spine rooms that are
intraoperative-imaging-ready in case these
modalities become the sandard of care.
Thediffuson of IMRI and iCT among top
programs may eventually reach smaller
centers looking for competitive differen-
tiation, and early infrastructure planning
could prevent facilities from locking in
floor plans that will not accommodate
space-intensve modalitiessuch asiMRI.

Clinical technol ogy

Future of managing device costs hinges on (quixotic?)
vison of aligned incentives, shared savings

While hospitals have long sought a
breskthrough solution for reducing medical
device cods, their armamentarium remains
limited to a relatively smple lig of drate-
gies desgned to maximize leverage with
phydcians and vendors. Deploying these
tacticsis critical to preserving hedthy mar-
ginsin profit centers such as cardiovascular
and orthopedic services, but there is little
hope that voluntary physcian coopera
tion—and any ensuing leverage againg
vendors—will yield truly sugtain-

gainsharing initiatives—indicate that re-
forms enabling greater dignment across
gakeholdersare on the horizon.

Existing cost-reduction strategies
coming up short

Seeking leverage with physcians in the
absence of aigned incentives, hospitals are
currently left with a menu of imperfect
drategies that rely on fragile, individua
reationships—sddom a sugdainable drat-

ablereductionsin device cods.
Although price trangparency
isheld out asapotentia solution,
this lever will serve only as an
interim step toward fadlitating
more aggressve vendor negotia
tion and lowering device cods
Lagting progress will hinge on an
alignment of interests among

S=kingleveragewith physaansin the
absnceof aligned incantives hogitalsare
aurrently left with a menu of imperfedt
drategyesthat rdy on fragle individual
rdationships—sddom a sudainable
drategy for ongoing cod redudtion.

hospitals physcians, and payers
likely through a shared savings
mode that puts economic incentives be-
hind what would otherwise be a voluntary
propostion for physicians

Quch a paradigm may evolve out of the
emerging gainsharing movement, posshbly
combined with some dements of pay-for-
performance (P4P) to reward physciansfor
cinica quality gains as well as supply cost
reductions. While a full-fledged shift to-
ward this kind of sysem is years away,
some recent announcements by CMS—
including a payment bundling demongra-
tion and proposed regulatory exceptionsfor

egy for ongoing cog reduction. For exam-
ple, in trying to seer providers away from
premium devices, facilities may lean on
passve drategies (sharing information on
product costs) or more aggressve tactics
(appointing a gatekeeper for certain phys-
cian preferenceitems (PPlg)). Hospitalscan
aso command leverage with vendors
through capped pricing srategiesand data-
driven negotiation, athough much of ther
clout a the bargaining table comes from
phydcian participation in cogt reform.
(Gontinued on page 5)
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Orthopedics

FDA warns of adverse events
associated with using BMP in
cervical spine fusion

The FDA las week issued a public hedth
notification derting providers of life
threatening complications associated with off
-labd use of recombinant human bone
morphogenic protein (BMP) in cervica sine
fudon procedures The agency says it has
received at least 38 reports of adverse events
in the pagt four years induding sweling of
the neck and throat tissue that resulted in
compresson of the airway or neurological
gructuresin the neck; mog of these compli-
cations occurred between two and 14 days
after surgery. Noting that BMP is approved
only for certain indications in the lumbar
ine the FDA recommends that providers
dther use dternative approved treatmentsin
cervicd sine fuson or condder enrolling as
invesigatorsin dinical trias

The recent dert may give hospital admin-
igraors much-needed leverage to reduce
physcdans use of BMP—which can cog as
much as $5,000 per dose—in cervicd spine
procedures, even if they ill face challengesin
semmingutilization in lumbar procedures

Diagnostic Imaging
Siemensreceives 510(k)
clearance for Somatom
Definition AS

Semens Medica Solutions recently an-
nounced that it hasreceived 510(k) clearance
for its Somatom Definition AS which the
company
sys is the
world's firg
adaptive CT
scanner.
Siemens
notes tha
the upgrad-
able plat-
form—
available in
40-, 64-, and
128-slice
configura-
tions—uses Adaptive Dose Shidd technology
to block unnecessary radiation dose before
and after the ird scan. The scanner’s Adap-
tive4D Spird modedso enablesit to perform
functiona imaging of whole organs such as
thebrain for grokeexams

Source: Semens
Somatom Definition AS

(Gontinued from page 4)

One of the mog powerful tacticsin fa
clities exiging toolbox is—not surpris
ingly—also one of the mog difficult to im-
plement. Hospitals have long sought to
concentrate their purchasng power and
maximize their leverage by sandardizing
device sdection, but they have faced the
perennia challenge of convincing phys-
ciansto agree to a narrower ligt of devices
A key dicking point is esablishing func-
tiona and clinica equivalency of
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of clinical equivalency data. After usng the
Compass to determine it was paying be-
tween 18 percent and 29 percent more for
XLPE liners than the nationa average, the
facility was able to negotiate more aggres-
svey with its vendors—a stark contrag to
the usud hogital podtion of being ill-
equipped to face vendor teamsat the nego-
tiating table.

While this kind of benchmarking is le-
ga—even down to the level of a cohort of

certain devices—a tricky under-
taking because of the sheer num-
ber of products and features
available on themarket.

By comparison, establishing
the functional equivalency of
devices is rdativey draightfor-
ward. This threshold—
characterized by a shared product

A key dicking paint in gandardizing
devicesdedion isetablishing fundional
and dinical equivalency of ortain
produds—a tricky undertaking because
of theshear number of moddsand
featuresavailableon themarke.

type, class and function—often
aufficesfor gandardizing non-clinical com-
modities such as surgica sponges. But the
quest for true dinica equivaency—a com-
parable safety profile and amilar outcomes
data—is far more chdlenging and is cur-
rently the minimum standard for convinc-
ing physciansto sandardize PPIs.

Unfortunately, genuine clinical equiva
lency is hard to come by because few ran-
domized, controlled trials compare com-
peting products head to head; too often,
cinica equivalency evidence sems from
less-compdling sources such as anecdotal
physcian consensus or individual “expert”
tegtimonias

Transparency looming asinterim step
in driving device cost reduction...

Limited in ther ability to lower device
cogsthrough utilization control and prod-
uct gandardization, hospitals are searching
for other waysto gain bargaining clout with
manufacturers, and pricing transparency is
emerging asapotential leverage point.

Take a facility’s recent experience with
metal-on-cross-linked polyethylene (XLPE)
hip implants asan example. A lack of clini-
cal data hampers attempts a vendor an-
dardization; in fact, there are no random-
ized, controlled studies comparing various
XLPE implants, which cost consderably
more than metal-on-poly devices but carry
no incrementa reimbursement. Adminis-
tratorsare therefore apt to hit awall negoti-
ating with surgeons who clam that a cer-
tain XLPE vendor is superior to others
based on factorssuch asin vitro weer rates

However, a hospital participating in the
Advisory Board's Soend Compass busness
intelligence initiative was able to use the
tool’'s price benchmarking capabilities to
secure negotiating leverage despite the lack

two amilar ingitutions—any disclosure of
actua contractual pricing information re-
mainslegaly tenuous.

The higory of litigation in this pace
revolves around two cases, including one
that Guidant Corporation (before it
merged with Boston Scientific) brought
againg Agpen Hedlthcare Merics in 2004
arguing that Aspen illegally collected confi-
dentid pricing information on Guidant’s
cardiac rhythm management (CRM) de
vices Guidant vs Agen has Snce been st-
tled, although the terms of that agreement
are confidentidl.

The other case, brought in 2006 by the
not-for-profit ECRI Inditute, sought a
court judgment verifying that ECRI is not
interfering with Guidant’s contracts by
publishing the company’s pricing data as
part of its price benchmarking service
ECRI vs Guidant is gill pending in Penn-
sylvania court, and hospitals, device mak-
ers, and benchmarking organizations are
eagerly awaiting a verdict that may further
darify the legd bounds of price trangpar-
ency.
Even amid the legd uncertainty, some
organizations are trying to innovate in this
area. For example, the Integrated Hedlth-
care Asociation (IHA)—a California-based
not-for-profit group best known for its P4P
efforts—recently concluded a two-year
pilot program with facilities in Orange
County and Long Beach designed to collect
device pricing data for various orthopedic,
ine, and cardiovascular procedures. Mi-
chelle DeNatale, IHA’'s program manager
for medical technology, saysthe pilot wasa
firg step toward expanding the program
datewide and creating more robug price
benchmarks

(Gontinued on page 6)
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Reimbur sement Briefs

Surgcal Services
CMSiissuing ICD-9 codes
for robotic surgery

CMS recently announced new ICD-9
codesfor robotic surgery proceduresfor fiscal
year 2009. While there is not yet any addi-
tiona rembursement tied to the codes the
advent of dedicated 1CD-9s for robotic sur-
gery will hep facilitiesseek higher remburse-
ment for these procedures Currently, the
vad mgority of inditutions usng Intuitive
Surgica’sdaVind robot coderobotic casesas
gandard laparoscopic procedures, a practice
tha forcesthem to absorb
the additiond per-case
cods asociated with ro-
botic surgery.

Many hogpitds have
gpproached payers sesking
incrementa  remburse-
ment, but only a few have
been successful. To date,
the lack of dedicated ro-  Source: Intuitive
botic procedure codes has da Vind Spatient
complicated data collec- cart, front with
tion across multiple pro- instruments
viders—an essntid firg
dep in sting rembursement. While it is
unlikely that payerswill dter reimbursement
immediately, the emergence of these codes
increasss the chance of incrementa rem-
bursement becoming a redity in the future.
Such a devdopment would certainly be a
boon for facilities housng a da Vincd robot
and could grengthen the busness case for
moving forward with a da Vind invesment,
which now rdies largdly on ettracting incre-
menta volumesin order to bregk even.

Regul atory Briefs

Oncology
Mich. governor nixes
proton beam ruling

Michigan Gov. Jnnifer Granholm (D) legt
month vetoed a decison by the ates Certifi-
cate of Need (CON) Commisson, which had
ruled that only one proton beam center could
bebuilt in thegateand ordered theateslarg-
ed hogitds to colleborate on the projedt.
Granholm sad the commisson’s decison
oould hinder competition and dday the tech-
nology's arrivd in Michigan. Two competing
goups William Beaumont Hogpitds and a
oollaborative led by the Universty of Michigan
Hedth System, are now expected to procesd
with thar sgpparae plans for a proton beam
fadlity.

(Gontinued from page 5)

While programs like the IHA’s could
eventually soread eastward, nationa efforts
may aso play arole in equipping hospitals
with more pricing data. Onethat has gener-
ated condderable interes among hospi-
tals—and ire among device makers—is the
Trangparency in Medical Device Pricing
Adt, introduced in late 2007 by Sen. Charles
Gradey (R-lowa) and Sen. Arlen Specter
(R-Pa).

Smilar to current requirements for
pharmaceutica companies, the bill would
require device makers to make quarterly
disclosures of implants average sales prices
as a condition of participation in federa
hedlth care programs. The hill has not pro-
gresd snce being referred to the Senate
Finance Committee, but the legidative cli-
mate seems to favor price trangparency—
epecialy in light of widespread public and
private efforts to publicize hospital prices
and dlinica qudlity performance.

...but real muscle restsin aligned
incentives

However, even fully armed with pricing
information, hospitalswould gill be playing
defense rather than offense againg rising
device cogs Trangparency is thus only a
dep in the right direction, helping bolser
facilities leverage againg vendors but ill
faling short of providing lasting traction.

The breskthrough that hospitals have
been seking will likdy have to come
through amacro, policy solution that alows
facilities to put dollars behind ther efforts
to enfranchise physciansin cog reform; as
the adage goes, you don’t need to play poli-
ticswith money.

Recognizing the power of economic
incentives, some facilities have moved for-
ward with gainsharing initiatives that pay
phydcians a percentage of cost savings
achieved through program participation.
Long shrouded in lega uncertainty, the
modd gained broader attention after HHSs
Office of the Ingpector General began issu-
ing favorable advisory opinionsto hospitals
pursng the modd; the agency has said it
will not prosecute these facilities for violat-
ing anti-kickback and sdf-referral regula
tions because of various built-in safeguards
againg abuse.

While an important sepping sone,
thee programs are not the end-sage of
shared savings and digned incentive mod-
ds In fact, these experiments may soon give
way to more sophidicated drategies that
incorporate gainsharing into broader initia-
tives to align incentives around cos reduc-
tion.

For example, CMS recently unveiled its
Acute Care Episode demonstration project,
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designed to test the viability of a bundled
payment for both the physcian and hospi-
tal component of inpatient services. While
giving participants wide latitude in deter-
mining how to digtribute payments between
the facility and provider, CMS is alowing
hospitalsto launch gainsharing programsin
order to drive greater efficiency—and have
more of the bundled payment left over to
divwy up. The program’s mgor cavest,
however, isits price of entry: facilities mugt
bewilling to accept abundled payment that
is less than what the combined physician
and hospital payment would otherwise have
been.

Laying the groundwork for an even
broader initiative, CMS lag month aso
proposed an exception to saf-referral regu-
lations in its Phydcian Fee Schedule for
fiscal year 2009 that would alow hospitals
to make payments to physcians for ther
participation in incentive payment and
shared savingsprograms. Whilethisstipula-
tion is only tentative until afind ruleisis
sued on Nov. 1, it would considerably ex-
pand facilities ability to launch these types
of programs and legally insulate them from
potentia regulatory infractions.

Notably, the exception applies to pay-
ments made for both cost savingsand dlini-
ca quality improvement, given that many
programs will likey incude measures in
both areas This confluence of gainsharing
and P4P may well be the Holy Grail of cogt
reduction—smultaneoudy aligning phys-
cian-hospital incentives around cos reduc-
tion and quality improvement.

While CMS may be a sgnificant driver
of thismodd going forward, some momen-
tum could aso come from payers and pro-
viders

An IHA project funded by Blue Shield of
Cdlifornia, for example, is working on
wrapping hospital, surgeon, and device fees
into one episode-based payment, with the
possbility of differentia levels based on
quality performance.

These initiatives could very wel fore-
shadow the future of digning incentives
around cog reduction—incorporating ee-
ments of current PAP modds, bundling
physcian-hospital reimbursement to create
shared financial stakes, and loosening regu-
latory restrictions to alow hospitals to give
physciansaportion of cogt savingsand P4P
incentives

The quegtion is whether payers, CMS
legidators, or providers will drive the in-
dugtry toward a next-generation cogt re-
duction mode—and whether it can be
done without unduly disadvantaging ven-
dors, who will gill need lucrative commer-
cial outletsto drive ongoing clinical inno-
vation.
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Gadtric banding, next-generation bariatric indicationstake
center stage at ASVIBS meeting

The slver anniversary of the American
Society of Metabolic and Bariatric urgery's
(ASMIBS) annua meeting, held June 15-20
in Washington, D.C,, featured severa nota-
ble and sometimes controversal discus
sons offering a glimpse at the current sate
and future direction of bariatric surgery.
Mog noteworthy among the debates was
the potentia impact of Ethicon’s Redlize
Band, theimplications of the release of long
-term data on gadtric banding, and the po-
tentiad for bariatric surgery to addressmeta
bolic imbalances and perhaps reduce the
risk of cancer.

Release of Ethicon’s Realize Band,
more long-term data foments band-
ing debates

The U.S debut of Ethicon’s Redlize
Band ranks asthe mogt prominent technol-
ogy-related development in bariatric sur-
gery in the pagt year. At ASVIBS presenters
often shifted ther diction from “LAP-
Band” to “gadric banding” to reflect the
fact that Allergan no longer hasamonopoly
on the U.S banding market. The semantic
change also reflects surgeons viewsthat the
two bands are virtualy interchangesble. In
one 50N, an atendee aked pandigts
which band they would choose for them-
sves Degite indgence that they share
their preference, the pandigs waffled, with
one comparing the differences between the
bands to the minor differences between
Coke and Peps. Indeed, throughout the
conference, attendees generaly concluded
that the two bands are more smilar than
different—and that many surgeons will
ether choose between the two based on
price or continue to use LAP-Band because
of familiarity with the product.

Despite increasad focus on gastric band-
ing this year, some surgeons said ASVIBS
remains heavily biased toward gadtric by-
pass. As an example, many pointed to the
conference's different trestment of two
long-term French sudies that seemed to
contradict each other. One sudy of 874
gagtric banding patients yielded poor re-
aults—incduding failure rates reaching 65
percent at 10 years—while a second sudy
of 2,176 banding patients yielded positive
results, including excess weight loss that
held steady at 45 percent after 12 years. The
gudies, liged consecutively in the confer-
ence program, were presented at different
sessions, with the sudy highlighting nega-

tive outcomespresented in ageneral sesson
and the pro-banding sudy presented in a
much smaller sesson. Some  atendees
speculated that this kind of arrangement
demongrates ASVIBSs implicit endorse-
ment of bypassover banding.

Expansion of indications likely to
broaden scope of bariatric surgery

Given that this year represented the firg
meeting to include metabolic surgery in the
recently renamed ASVIBS metabolic dis
easetook center gage asone of anumber of
new indications for bariatric surgery. In-
deed, a growing body of evidence has
shown improvement or resolution of type 2
diabetes mdlitus (T2DM) symptoms, as
wel as other metabolic conditions such as
dydipidemia, following bariatric proce-
dures

Although alack of a gandardized met-
rics has rendered previous efforts to link
bariatric surgery to resolution of metabolic
co-morbidities largely inconclusive, savera
dudies presented at this year's conference
provided support for bariatric surgery as a
viable trestment option for metabolic dis
eae. A growing body of outcomes data
uggeststhat bariatric surgery may result in
improvement in T2DM in up to 75 percent
of patients within two months of surgery.
One group of conference presenters re-
ported on the development of a co-
morbidity assessment scaletailored to bari-
aric patients This quantitative scale may
dlow clinicians to more objectively exam-
ine the resolution of comorbidities follow-
ing bariatric surgery and provide a sound
preoperative evauation method for pa
tients seeking bariatric surgery to resolve
metabolic conditionsin addition to or even
sparate from obesty.

Amid preiiminary evidence indicating
that earlier surgica treatment of obesty
results in better long-term outcomes, phy-

dcians a some inditutions are also begin-
ning to extend surgery as a treetment op-
tion to obese teenage patients. The poten-
tidd market for bariatric surgery in this
population is subgantial, with up to 2 mil-
lion pediatric patients now consdered
morbidly obese.

The National Ingitute of Diabetes and
Digegive and Kidney Diseases (NIDDK)
recently established the Teen-Longitudinal
Asessment of Bariatric Qurgery (Teen-
LABS consortium with four inditutions.
Teen-LABS seks to invegtigate surgica
outcomes for teenage bariatric patients and
the pathophysiological conditions and be-
haviora aspects that affect severely obese
youth. The magjority of physcians remain
hestant to offer surgery as atreatment op-
tion to many adolescent patients due to
psychologica development issues that may
prohibit children from underganding the
truerisks of bariatric surgery, aswell asthe
lifetime commitment to care required after
surgery. However, conscious of these con-
cerns, progressve physcians are increes
ingly looking to the adult modd of BMI
and comorbidities as the primary patient
sdection criteriafor pediatric bariatric sur-
gery patients, with added emphasis on fam-
ily support.

VSG, cancer incidence rates, surgery
economics among other conference
highlights

One conference sesson focused on ver-
tical deeve gagtrectomy (VSG), and it seems
that many surgeons are serioudy consider-
ing offering VSG as athird option for bari-
aric surgery patients Early reults have
shown successful weight loss with vertical
deeve as a gandalone procedure, and some
centers report dightly better outcomes for
verticad deeve patients than for gadric
banding patients during the firs few years

(Continued on page 8)
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(Gontinued from page 7)

after surgery. During one sesson, present-
ers polled the audience to see how many
had performed VSG, and about half of the
sverad hundred attendees indicated that
they had some experience with the proce-
dure. Although the group at the sesson was
likely sdf-sdlected based on interest in the
method, Technology Insghts researchers
attending the conference continued to hear
excitement about the vertical deeve tech-
nigue throughout the meeting; the proce-
dure will likely continue to gain traction in
the United Sates as a dandalone treatment
duringthenext year.

Meanwhile, Dr. Nicholas Crigou of
McGill Universty presented a heavily dis
cusd and widely reported sudy analyzing
cancer incidence in 1,036 obexe patients
who underwent bariatric surgical trestment
and 5,746 who did not.

Overal, cancer incidence was more than
four times higher (8.5 percent) in the non-
aurgical population than in the surgica
population (two percent). Cristou’s team

dso found datidicaly sgnificant differ-
ences in incidence rates for breagt and co-
lon cancers, which were 85 percent and 70
percent lower than in the non-surgical
population, respectively.

While further research is needed, these
results could provide bariatric surgery pro-
grams with yet another tool to educate pa-
tients and payers about the broad range of
benefits that bariatric surgery offers to
obeseindividuals

Although obesity incidence rates in the
United Sates have ballooned to more than
34 percent in recent years less than one
percent of the digible population isdecting
to have bariatric surgery. The primary rea-
sons behind this trend appear to be a lin-
gering gigma about obesty and limited
accessto coverage for bariatric surgery pro-
cedures.

In response to these access limitations,
sveral gudies have been published exam-
ining the economics of bariatric surgery,
but the mgjority have been limited by fail-
ures to include the full range of cods aso-
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ciated with bariatric surgery. Cliniciansand
insurers alike acknowledge that obesty is
an expendve disseseto treat.

In response to this ongoing economic
debate and with the support of an educa
tiona grant from Ethicon, a group a the
Univergty of Minnesota examined a cohort
of 3,651 gadtric bypass patients to evauate
the ROl of bariatric surgery for payer
groups fully inclusive of al cost contribu-
tors, ranging from preoperative evauation
to revisona procedures and long-term
complications. The study, to be published
in the American Journal of Managed Care
this summer, found that ROl was achieved
within four years following open gastric
bypass and within two years following
laparoscopic gadric bypass, suggesting that
bariatric surgery not only paysfor itsdf in a
relatively short time frame but aso saves
payersmoney in thelongrun.

In light of this evidence, the presenters
anticipate a gradual increase in access to
coverage for bariatric surgery candidates in
thenear future.

(Gontinued from page 1)
A question of manpower,
infrastructure, or both?
In making the case for training interven-
tiond cardiologds to perform neuro rescue

mer presdent of the Sodety of Neurolnterven-
tiona Surgery (NI, saysthe larger problem
is inadequate patient awareness of droke
symptoms and ddays in tranderring paients
towdl-equipped drokecenters

“I think you're going to save more people

the SCAl sys by  educating
the limited patients  and
number of US  « 3¢ harapseyou've oot omeonewith a I&'T‘”.ies then by
neurointerven- . S raning more
tiondiss  has CAtheter Whothmksthey(an ot it intothe praditioner's to
reulted in a head...that doesn't qualify ashavingall the  do these proce
considerable  dementsin placeasfar asl'm dures” hesys
unmet ned for ooncarned.” Bar d re-
endovascular ’ _ e@encess a vme
droketrestment. _ —Dr. Lee Bnsen, president  what controver-
Bven gene- Society for Neurolnterventional Surgery  ga sudy pub-
ous  edimaes lished seved
plece the num- years ago in the

ber of neurcinterventiondigs a 650 nation-
wide, and hospita executives routindy lament
the difficulty of securing around-the-dock
neurointerventiondis cdl coverage In fad,
chalengesin recruiting neurointerventionaists
to provide endovascular groke trestment have
been among the many barriers to establishing
Comprehengve Sroke Centa's (CCs) as de-
sribed in guiddines published by the Brain
Attack Codlition.

Sill, not everyone is convinced there is a
dear shortage of neurointerventiondigs and
ome sy asndl group of individuasis creat-
ingacrigswherethereign't one perhgps with
the encouragement of device makers seeking
new marketsfor ther products

Dr. bhn Bar, a snior member of the
American Sdety of Neuroradiology and for-

Ameican Jurna o Neuroradidogy finding
tha thereare approximatdy 385 interventiond
neuro-radiologgs (INRg) practicng in 45
gates—and that 99 percent of the U.S popula
tion has accessto INRswithin a 9x-hour win-
dow, assuming that five of those hours can be
devoted to trandfer time

“I don’t think the problem hereisalack of
people willing to move caheters around,” he
adds “It'sfar morecomplicated than that.”

Part of that complexity gemsfrom the fact
that endovascular thergpy is only one compo-
nent of acute groke care Accordingto Dr. Lee
Jnsn of the Universty of Virgnia Hedth
Sygem—the current presdent of the NIS—
droke centersd <o need to have agroke unit, a
neurosurgeon on gaff, and advanced imaging

svices induding CT angography with perfu-
donimagngand diffuson-weighted MRI.

Indesd, maintaining a vieble groke pro-
gam begnswith coordinaing with EMS and
extends through maintaining protocols for
patient discharge to inpatient rehabilitation;
ooordination among ED phyddans neurolo-
ggs interventiondigs and radiology gaff is
dw vitd, asisenauring tha the nurang gaff is
gopropriatdy trained to providesrokecare

“Jug because you've got someone with a
catheter who thinks they can get it into the
head and maybetry pullingadot out or some-
thing, that doexn't qudify ashaving dl the de-
mentsin place asfar asI’'m concarned,” Jengen
adds

Interventional cardiologists could drive
processimprovement...

While training interventiond cardiologigs
to perform endovascular stroke procedureswill
not address thexe infragructure needs the
CAI sys its members can hdp spearhead
processimprovement, drawing on their experi-
ence as the architects of door-to-baloon-time
protocols that have dramaticaly improved
outcomes for acute myocardid infarction
(AMI).

Dr. Chrigopher Cates of Emory Hedth-
Care thedirector of the SCAI coursein neuro
rescue, notesthat acute sroke caretoday bears
a driking resemblance to AMI care 30 years
ago, when patients often did not presant soon
enough to receive thrombolytic thergpy. Cur-
rently, only one to three percent of groke pa:
tients arrive in the ED within the three-hour

(Gontinued on page 9)
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(Gontinued from page 8)
treetment window and are digible for intrave-
nous tPA. While some more advanced proce-
dures requiring a neurointerventiondigt can
expand the treetment window to up to aght
hours many groke patients gill do not reach a
Cintime

Aoccordingto Cates interventiond cardiolo-
ggs could readily adapt ST-segment devetion
myocardid infarction (STEMI) protocols—
which cdl for door-to-baloon time of 90 min-
utes or less—to ischemic sroke The ecidty
oould dso leverage its expeience partnering
with BEMS to fadlitate pre-hospitd triage to

ventionaist and agrokeneurologs for patient
management.

However, there is much debate over
whether interventiond cardiologigs can safdy
peform intra-crania procedures even if they
aretrained in carotid genting.

Barr and Jensen both caution againg equiat-
ing the coronary and cerebrd vasculature, not-
ing tha while hard tissue surrounds coronary
and peipherd vesds the neurovasculaure is
essntidly surrounded by fluid; ruptures are
therefore more likdy to be fata. The cerebrd
vesHs d0 poe maneuverability chalenges
with the narrower ones increasing the risk of

appropri- cahges and
ately . ) . quide wires gdt-
equipped “Thereistheunderaurrent of turfin this tinguck.

centers—  areq, but werefoausngon ddiveringa Bar ds notes
pottomer  quality training program to enable g‘m&ﬁﬂﬁ
awy in Palientstoregvecarewho othewisaren't  the Merd device
educating recgivingit.” confers only a
thepublicto —Dr. Christopher Cates, course director ~ margna dinicd
recognize SCAI Core Qurriculum in Newro Rescue adventage “The
ischemic rik goes up
symptoms when you dart

and partnering with patients to drive ongoing
education after acardiovascular event.

Perhgps mog importantly, interventiona
cardiologigs could fill ggpsin the neurointer-
ventiondig cdl shedule a centers dready
performing endovaescular droke trestment,
hdpingto lessan cdl burnout among providers
and achieve around-the-dodk interventiona
drokecoverage

...but may experience difficulty
navigating the neurovasculature

However, the success of trandating these
lessonsfrom heart attack to brain attack hinges
on whethe interventiona cardiologgs are
equipped to work in the neurovasculature—a
dinicdly different and more chdlenging ter-
ran. The SCAI points out that, conoeptualy,
heart atack and acute sroke are Smilar. Both
dem from ischemiaprodudng dricture and
require prompt reperfuson to prevent tisue
damage patient populations may dso overlap
dven shared risk factorsfor both events

Additiondly, some interventiond cardiolo-
ddgs have taken the intermediate gep of per-
forming carotid genting, thefocusof asgparae
SCAI course launched lagt year. Roughly 700
pradtitioners have snce gone through the
training, and the SCAI istargeting them asthe
primary audiencefor itsneuro rescuecourse

Caes sys cardiologsts who are dready
versed in carotid artery genting (CAS arewd -
ited to make the legp to endovascular sroke
treetment, given tha CASrequires knowledge
of the neuroanaomy and the ability to per-
form neurovascular rescue He adds that the
1,000 centers with carotid denting programs
are equipped to support groke care, provided
that they have an gppropriady trained inter-

diffusngthese proceduresdown to peoplewith
less experience” he says and the complication
rate “doesn’t nesd to go up much to negate
[mechanica reperfuson’y dinica bendfit.”

Jnsn adds that she is concerned about
complicationsthat may arise during the proce-
dure noting thet if you are going to perform a
neurovascular intervention, you should beable
to use dl avalable techniques to treat the dot
and repond to unanticpated problems
Neurointerventiondiss meder thee tech-
niquesin fdlowshipsthat lag up to threeyears
dter resdency—an impossble bar to match
with a limited, sodety-sponsored training
module

SCAI envisonsinterventional stroke
training across multiple specialties

While recognizing that endovascular groke
care has “as high a bar [for training] as any
procedure in medidne” Cates sys gppropri-
ady traned interventiond cardiologsts can
sy perform the procedures Hedso predids
tha interventiond cardiologigs entry into the
endovasular groke market will st the dage
for other specidids to be traned to perform
grokeinterventions

“Were darting to blur the arbitrary desg-
nation of gpedidties and move toward a more
oenerd, multi-disciplinary category of gtroke
care” hesays “Thisdistipline could eventudly
be ingrained into interventiond fdlowships
acrossmultiplepeddties”

Interventiond radiologists may be a prime
example of another spedidty poisad to learn
endovesular droke treatment. Jnsn sys
these phyddans may be even better postioned
than interventiond cardiologigsto work in the
brain, gven thar experience with leg and liver
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vesHs tha resamble the neurovastulature
moredosdy than coronary arteriesdo.

Noting that the SCAIl courseisa open to
interventiond radiologids Cates says making
use of dl available manpower iskey to provid-
ing timdy aoccess to endovascular groke care
“Thereisthe undercurrent of turf in thisarea,”
he says “but were focusng on ddivering a
qudity training program to enable patients to
recavecarewho othewisearen't recavingit.”

‘All politicsislocal’

Clearly, the quetion of whether interven-
tional cardiologists can—or should—be work-
ing in the neurovesculature is not likdy to in-
spire broad consensusin the near term. But in
locdized gtudtions in which neurointerven-
tionaligs are @ther in short supply or burned
out from taking sroke cdl, hospitas will nesd
to deddeif it issfer to haveatrained interven-
tiona cardiologg sharingthesrokecal sched-
uleand performing endovascular groke care—
or if it would be preferable to etablish partner-
ships with nearby CSCs to implement tde-
medicine programsand expedite patient trans
fer.

Whilethemod logicd firg gep ssemsto be
expanding access to advanced droke centers
and dreedy trained sroke pecidigs theemer-
gence of agmal but growing cadre of interven-
tiona cardiologgstrained in acute groke care
oould increese pressure on hogpitds to offer
endovascular groke trestment in the absence
of aneurointerventiondigt. Such amovewould
require capitd purchases such as biplane an-
gography—a requirement for neurovascular
procedures—as wdl as a forma credentiding
process for inteventiond cardiologds pe-
forming endovascular grokework.

Hogpitd credentiding polides potentialy
informed by ye-to-bewritten certification
quiddines from the SCAIl, could etablish tiers
of droke casestha interventiona cardiologgs
are equipped to handle—dlowing them to
cherry pick less-complicated cassswhileleaving
others to neurointerventiondids & CSCs
However, even unde formdized guiddines
hospitals would have to guard agang what
Jnsn teemed a “dippery dope’ of interven-
tiona cardiologigs moving into more ad-
vanoad endovascular proceduresin thebrain.

Of primary importance would be heading
off therisk of someinterventiond cardiologsts
merely “dabbling’ in endovascular sroke care,
sheadds

For its part, the SCAl sys it is taking a
messured gpproach to training its members
and hopesto pool datafrom dozensof centers
to optimize groke care loggics and determine
what team compogtion is necessary to enaure
goproprigtetrestment.

“As long as you do qudity work,” Caes
sys “it doex't matter what your [peddty]
labd is”
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Announcing therelease of the Innovations Center’s 2008
Clinical Technology Invetment Guide

The Innovations Center is pleased to
announce the release of this year’s Clinical
Technology Invesment Guide It updates
and replaces 2007's Technology Assessment
Compendium. As with last year’s volume,
this edition has al-new updates of
our “take€’ on 60+ technologies,
including clinical, financial, strate-
gic, and operationa consderations.
However, this year’s publication
adds an upfront investment guide
designed to provide context around
these technologies—how we fore-
cast them to perform both clinically
and financially on ardative scale.

For the firg time, we've class-
fied technologies by Investment

Kyle Rose

performance, and limited market outlook
(Tier 4). Intheend, we awaystake abus-
ness pergoective to technology questions.
The bottom line is, “How will this tech-
nology affect hospital and hedlth sysem
drategy, operations, and prof-
its?

This publication also presents
technology “adoption curves’
at the service line level for key
sarvice lines like cardiology,
orthopedics, and neurosci-
ences. Many hospita planners
and adminigrators have used
these adoption curvesto under-
stand and vet their technology-
based srategic planning. Essen-

Tier—from those with robug clini-
cal backing and high financial perform-
ance (Tier 1) through more experimental
technologies with significant obstacles to
implementation, weak projected financial

tialy, by plotting your ingitu-
tion’s current investments and capabilities
aong this curve, you can determine flash-
points, both with regard to underleveraged

competencies and areas of potentia
growth.

Thisisagresat showcase for theresearch
the Advisory Board is conducting in the
clinical technology space, and | hope you
find it useful. If you would liketo receive a
printed copy or an eectronic version,
please go to the Innovations Center home-
page at www.advisory.com.

Best regards,

KyleM. Rose
Director
Technology Insights




