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Outfitting a next-generation OR suite for both 
craniotomies and spine procedures is becoming 
more costly and space intensive as physicians’ 
wish lists grow to include advanced intraoperative 
imaging technologies such as iMRI and fixed-site 
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-impossible man-
date. Even if they have the capital to fund these 
investments—which can have an aggregate price 
tag of up to $10 million—there is little hope of 
accommodating all of them in a single neuro 
suite. 

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-
niotomies to spine surgery—in the same OR. This 
push is not unlike some cardiovascular specialists’ 
desire for hybrid ORs as a one-stop-shop for open 
and interventional procedures (see related story in 
the June Horizon Scan Monthly). But whereas C-
arm fluoroscopy suffices in the cardiovascular 

Effectively saying that interventional cardiologists 
can transfer their catheter-based skills from the heart to 
the brain, the Society for Cardiovascular Angiography 
and Interventions (SCAI) recently launched a training 
program designed to teach some of its 4,000 members 
to perform endovascular stroke procedures.  

The SCAI’s “Core Curriculum in Neuro Rescue”—
geared toward interventional cardiologists who have 
already mastered coronary and carotid stenting—aims 
to expand access to mechanical clot removal, currently 
performed by only several hundred U.S. neurointerven-
tionalists.  

Eventually, the SCAI envisions interventional cardi-
ologists staffing community-based stroke centers, work-
ing to provide timely access to endovascular stroke care 
in much the same way they currently do for heart at-
tacks. 

However, while some see interventional cardiolo-
gists’ push into the neurovasculature as a logical next 
step for the specialty, others say it is a risky experiment 
to broaden access to care at the expense of optimal pa-
tient outcomes. 

For the inaugural neuro rescue course in late May, 
20 physicians gathered on the campus of Emory Uni-

versity for a day-long program focused largely on the 
use of Concentric Medical’s Merci Retriever System, a 
catheter-based device for mechanically removing clots 
from the brain. The SCAI is also in talks with Penumbra 
regarding the possibility of incorporating that device—
which was approved earlier this year—into its simula-
tion-based training. 

Considering the interest expressed by interventional 
cardiologists to date, the recent session will likely be the 
first of many; the next five course dates, open to 20 par-
ticipants apiece, are already fully enrolled.  

The SCAI is positioning the course as the latest addi-
tion to interventional cardiologists’ clinical repertoire—
hardly out of character for the specialty, which has al-
ready moved beyond the coronary arteries and into the 
vascular space via peripheral and carotid interventions. 

“Interventional stroke treatments are the future of 
stroke care,” says Dr. Bonnie Weiner of St. Vincent 
Hospital at Worcester Medical Center in Massachusetts, 
the SCAI’s immediate past president. “With advances in 
treating carotid artery disease with stenting, it is impor-
tant for cardiologists to be trained to stop strokes.” 

(Continued on page 8) 

Source: IMRIS 
Children’s Hospital Boston is home to an iMRI system with ceiling-
mounted rails that allow the magnet to slide in and out of the OR.  

Source: Abbott 

Xience V drug-eluting stent 

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-
tive imaging platform for the range of procedures a 
neurosurgeon can perform, leading neurosciences 
programs are left to place their bets on iMRI versus 

(Continued on page 2) 
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iCT, even though there is not convincing 
evidence indicating which will be the most 
advantageous in the long term. These dif-
ficult investment decisions 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, namely which surgical naviga-
tion system to select and whether to con-
sider Medtronic’s O-arm for spine proce-
dures instead of a conventional C-arm. 

Surgical navigat ion, O-arm rank as 
less int ractable investment  decisions  

Regardless of whether a facility is 
weighing an iMRI or iCT investment, sur-
gical navigation is a proven necessity for 
neurosurgery applications in light of the 
poor visualization inherent in cranial pro-
cedures, as well as the challenge of safely 
accessing tumors and cystic lesions. In 
fact, computer-assisted surgery (CAS) is 
now a standard of care in neurosurgery 
and is used in 90 percent of all cranial pro-
cedures. CAS systems, generally priced 
from $150,000 to $300,000, may also gain 
more traction in spine surgery, especially 
amid the shift toward minimally invasive 
techniques that reduce incision size and 
heighten the need for visualization. 

Programs may also consider Med-
tronic’s mobile O-arm—a type of intraop-
erative fluoroscopy capable of generating 
CT-like scans through real-time, 360-
degree imaging—when outfitting a neuro/
spine suite, although it is less of a shoe-in 
than surgical navigation. Given that the 
system’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 most importantly, the O-
arm could boost surgeons’ confidence in 
performing more complex spine cases and 
serve as a strong physician satisfier because 

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 decision, top-flight 
neurosurgery centers are facing mounting 
pressure for iMRI. To date, the vast major-
ity of programs ranked in the top 10 by 
U.S. News and World Report have adopted 
either a 0.15 Tesla (0.15T) or a 1.5T iMRI 
system, and IMRIS—a leading vendor that 
makes the only solution with a shuttling 
magnet—is looking to double the number 
of iMRI installations each year. While 
broad adoption outside leading centers is 
unlikely in the near term, there is clearly 
momentum behind iMRI adoption, de-
spite the technology’s $6 million to $9 
million price tag.  

iMRI is clinically desirable in proce-
dures placing a premium on complete 
tumor resection, namely brain and pitui-
tary lesions. Rather than relying only on 
surgical navigation using a preoperative 
scan, iMRI enables surgeons to achieve 
superior precision using near real-time 
imaging and data processing. As a result, 

surgeons are better able to localize 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 studies indicate 
that procedures performed with iMRI 
yield better long-term survival out-
comes—a major gap in existing evidence 
supporting the technology’s adoption. 
There is also a lack of scientifically rigor-
ous data showing that 1.5T or even 3T 
intraoperative magnets outperform 0.15T 
iMRI, raising questions about whether 
high-field systems are worth such a con-
siderable cost premium. 

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

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

(Continued from page 1) 

(Continued on page 3) 

Source: Sacred Heart Hospital  

Sacred Heart Hospital 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 a crane 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. 
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Cardiovascular 

Abbot t ’s X ience V DES 
wins FDA approval 

The FDA has approved Abbott’s Xience V 
everolimus-eluting stent, making the device 
the fourth drug-eluting stent (DES) to enter 
the U.S. market. The approval also clears 
Boston Scientific to begin selling the Xience 
stent under the 
name Promus as 
part of a profit-
sharing agree-
ment with Ab-
bott.  

Under the 
terms of the ap-
proval, the FDA 
will require Ab-
bott to conduct a 
five-year post-
marketing study tracking the long-term 
safety of the device; the agency made the 
same stipulation in approving  Medtronic’s 
Endeavor stent earlier this year.   

According to Abbott, Xience is the only 
DES to have “demonstrated [its] superiority” 
to Boston Scientific’s Taxus device on certain 
endpoints in two head-to-head trials. An 
Abbott executive says that in light of its clini-
cal performance, Xience “will quickly be-
come the new standard” for DESs. However, 
Bloomberg reports that the same company 
official last month indicated that Abbott may 
charge a “premium” for Xience compared 
with competing DESs.  

 
FDA approves Medt ronic’s 
Talent  t horacic stent  graft  

Medtronic last month announced that 
the FDA has approved its Talent thoracic 
stent graft, a de-
vice the company 
says will enable 25 
percent more 
patients with cer-
tain aneurysms in 
the descending 
thoracic aorta to 
undergo mini-
mally invasive 
therapy rather than open surgery.  

Medtronic says the Talent thoracic stent 
graft will expand access to thoracic endovas-
cular aortic repair because it is available in 
the widest range of diameters—22mm to 
46mm—and enables physicians to treat “a 
wider range of anatomies than with the 
other available endografts.”   

 

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

Further compromising the financial 
outlook, iMRI lacks incremental reim-
bursement, is unlikely to move market 
share dramatically, and fails to create new 
markets or expand existing 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-
gle incremental patient.”  

Some facilities look beyond the lacklus-
ter financials, though, and bank on the 
“halo effect”  of having the most sophisti-
cated technology for their neurosciences 
program—already considered 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-
cilities to adopt iMRI as part of a broader 
neurosciences strategy. 

…but  quest ions remain about  
whether  iCT is being over looked 

While most high-end programs are 
focusing on iMRI, fixed-site iCT could be 
an alternative that not only comes at a 
lower price but also may be applicable in 
both spine and cranial work. Fixed-site 
iCT has a clear advantage in structural 
imaging, and although the technology 
cannot aspire to match iMRI’s supremacy 
in soft-tissue imaging, it may provide ade-

quate image quality for intraoperative 
tumor visualization. 

If positive data on the clinical efficacy 
of using iCT for tumor resection emerge, 
the relatively lower cost of the technology 
compared with iMRI—$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-site iCT, numbering 
only a handful nationwide, are therefore 
holding out hope that this evidence will 
surface. 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 Spine Institute 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 
midst of an ambitious project to bring 
intraoperative imaging—including iMRI 
and iCT—to the 340-bed facility. When 
the suites open in the fall, the hospital will 
become one of the first in the nation to 
house both premium intraoperative imag-
ing modalities. 

Thapar speculates that 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 always been a need for cranial 
imaging, and its value in tumor resection 
was well recognized. 

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

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

(Continued from page 2) 

(Continued on page 4) 

Source: Abbott 

Xience V drug-eluting stent 

Source: BrainLAB 

BrainLAB’s BrainSUITE iMRI OR Suite (above) is an integrated solution that offers a rotating or mobile table. 
BrainLAB also offers an iCT suite with a sliding gantry.    

 

Source: Medtronic 

Talent thoracic stent graft 
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delivery of ionizing radiation, of course, is 
an obvious drawback.  

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

Predict ing the ‘r ight  answer ’  
possible only on sit e-specific basis 

Given that the optimal investment 
strategy for neuro/spine ORs can be deter-
mined only on a site-by-site basis, institu-
tions will have to respond to the iCT ver-
sus iMRI dilemma based on physician 
interests and procedure volumes.  

Hospitals considering iMRI should be 
particularly proactive about educating 
their physicians on the operational and 
financial barriers to success, drawing on 

the experience of best- and worst-practice 
early adopters.  

While facilities considering fixed-site 
iCT will have less experience to review in 
making their decisions, they may also 
benefit from a true first-mover advantage 
in their region or state given the nascence 
of the technology. 

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 standard of care. 
The diffusion 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-intensive modalities such as iMRI. 

(Continued from page 3) Hansen Medical receives FDA 
nod for CoHesion 

Hansen Medical has received 510(k) 
clearance from the FDA for its CoHesion 
3D Visualization Module, an integrated 
electrophysiology (EP) solution that inter-
faces with the company’s Sensei Robotic 
Catheter System and St. Jude Medical’s 
EnSite System advanced mapping software. 
According to Hansen, the new CoHesion 
module imports the EnSite System’s 3D 
cardiac chamber model into the Sensei’s 
main navigation window, giving EPs a 3D 
view of the catheter’s position within the 
heart.  
 

Oncology 

FDA green-lights Elekta’s 
VMAT solut ion 

The FDA last month granted 510(k) clear-
ance to Elekta’s volumetric modulated arc 
therapy (VMAT) solution, primarily a soft-
ware upgrade to the company’s Synergy linear 
accelerators (LINACs). Although no U.S. 
commercial installations of Elekta’s VMAT 
product have been completed to date, Varian 
Medical’s RapidArc—a competing VMAT 
solution—is currently online at several U.S. 
centers (the Horizon Scan Monthly profiled the 
first two U.S. RapidArc users in last month’s 
issue).  

VMAT deliv-
ers the complete 
dose for each 
fraction of radia-
tion treatment 
in a single rota-
tion of the LI-
NAC’s gantry, 
resulting in an 
infinite number 
of beam delivery 
angles around 
the patient. While it is unclear whether VMAT 
will yield better clinical outcomes, early experi-
ence indicates that the technology could sub-
stantially shorten dose delivery times and pos-
sibly speed patient throughput.  

Elekta says it is uniquely positioned to in-
troduce VMAT because its Synergy platform is 
the only fully digital LINAC with integrated 
high-resolution 3D X-ray Volume Imaging. 
Elekta is also awaiting FDA approval of its 
Infinity LINAC. According to Elekta’s presi-
dent, the company believes VMAT will be the 
“next major technology shift following the 
introduction of intensity-modulated radiation 
therapy around the millennium and the subse-
quent introduction of image-guided radiation 
therapy.” 

While hospitals have long sought a 
breakthrough solution for reducing medical 
device costs, their armamentarium remains 
limited to a relatively simple list of strate-
gies designed to maximize leverage with 
physicians and vendors. Deploying these 
tactics is critical to preserving healthy mar-
gins in profit centers such as cardiovascular 
and orthopedic services, but there is little 
hope that voluntary physician coopera-
tion—and any ensuing leverage against 
vendors—will yield truly sustain-
able reductions in device costs. 

Although price transparency 
is held out as a potential solution, 
this lever will serve only as an 
interim step toward facilitating 
more aggressive vendor negotia-
tion and lowering device costs. 
Lasting progress will hinge on an 
alignment of interests among 
hospitals, physicians, and payers, 
likely through a shared savings 
model that puts economic incentives be-
hind what would otherwise be a voluntary 
proposition for physicians. 

Such a paradigm may evolve out of the 
emerging gainsharing movement, possibly 
combined with some elements of pay-for-
performance (P4P) to reward physicians for 
clinical quality gains as well as supply cost 
reductions. While a full-fledged shift to-
ward this kind of system is years away, 
some recent announcements by CMS—
including a payment bundling demonstra-
tion and proposed regulatory exceptions for 

gainsharing initiatives—indicate that re-
forms enabling greater alignment across 
stakeholders are on the horizon. 

Exist ing cost -reduct ion st rategies 
coming up short   

Seeking leverage with physicians in the 
absence of aligned incentives, hospitals are 
currently left with a menu of imperfect 
strategies that rely on fragile, individual 
relationships—seldom a sustainable strat-

egy for ongoing cost reduction. For exam-
ple, in trying to steer providers away from 
premium devices, facilities may lean on 
passive strategies (sharing information on 
product costs) or more aggressive tactics 
(appointing a gatekeeper for certain physi-
cian preference items (PPIs)). Hospitals can 
also command leverage with vendors 
through capped pricing strategies and data-
driven negotiation, although much of their 
clout at the bargaining table comes from 
physician participation in cost reform. 

(Continued on page 5) 

Seeking leverage with physicians in the 
absence of aligned incentives, hospitals are 
currently left with a menu of imperfect 
strategies that rely on fragile, individual 
relationships—seldom a sustainable  
strategy for ongoing cost reduction.  

Cl inical  t echnol ogy 

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

Source: Elekta 

Synergy LINACs can now be 
equipped with Elekta’s VMAT 
solution. 

 



H o r  i z o n  S c a n July 2008 | 5 

Th e Adv i so r y  Boar d  CompanyTh e Adv i so r y  Boar d  CompanyTh e Adv i so r y  Boar d  CompanyTh e Adv i so r y  Boar d  Company     

Orthopedics 

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

The FDA last week issued a public health 
notification alerting providers of life-
threatening complications associated with off
-label use of recombinant human bone 
morphogenic protein (BMP) in cervical spine 
fusion procedures. The agency says it has 
received at least 38 reports of adverse events 
in the past four years, including swelling of 
the neck and throat tissue that resulted in 
compression of the airway or neurological 
structures in the neck; most of these compli-
cations occurred between two and 14 days 
after surgery. Noting that BMP is approved 
only for certain indications in the lumbar 
spine, the FDA recommends that providers 
either use alternative approved treatments in 
cervical spine fusion or consider enrolling as 
investigators in clinical trials.  

The recent alert may give hospital admin-
istrators much-needed leverage to reduce 
physicians’ use of BMP—which can cost as 
much as $5,000 per dose—in cervical spine 
procedures, even if they still face challenges in 
stemming utilization in lumbar procedures.   
 

Diagnostic Imaging 

Siemens receives 510(k) 
clearance for Somatom  
Definit ion AS 

Siemens Medical Solutions recently an-
nounced that it has received 510(k) clearance 
for its Somatom Definition AS, which the 
co m p an y 
says is the 
world’s first 
adaptive CT 
scan n er . 
Si em en s 
notes that 
the upgrad-
able plat-
f o r m —
available in 
40-, 64-, and 
128- sl i ce 
configura-
tions—uses Adaptive Dose Shield technology 
to block unnecessary radiation dose before 
and after the spiral scan. The scanner’s Adap-
tive 4D Spiral mode also enables it to perform 
functional imaging of whole organs such as 
the brain for stroke exams.  

One of the most powerful tactics in fa-
cilities’ existing toolbox is—not surpris-
ingly—also one of the most difficult to im-
plement. Hospitals have long sought to 
concentrate their purchasing power and 
maximize their leverage by standardizing 
device selection, but they have faced the 
perennial challenge of convincing physi-
cians to agree to a narrower list of devices. 
A key sticking point is establishing func-
tional and clinical equivalency of 
certain devices—a tricky under-
taking because of the sheer num-
ber of products and features 
available on the market. 

 By comparison, establishing 
the functional equivalency of 
devices is relatively straightfor-
ward. This threshold—
characterized by a shared product 
type, class, and function—often 
suffices for standardizing non-clinical com-
modities such as surgical sponges. But the 
quest for true clinical equivalency—a com-
parable safety profile and similar outcomes 
data—is far more challenging and is cur-
rently the minimum standard for convinc-
ing physicians to standardize 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, 
clinical equivalency evidence stems from 
less-compelling sources such as anecdotal 
physician consensus or individual “expert” 
testimonials. 

Transparency looming as interim step 
in driving device cost reduct ion… 

Limited in their ability to lower device 
costs through utilization control and prod-
uct standardization, hospitals are searching 
for other ways to gain bargaining clout with 
manufacturers, and pricing transparency is 
emerging as a potential leverage point. 

Take a facility’s recent experience with 
metal-on-cross-linked polyethylene (XLPE) 
hip implants as an example. A lack of clini-
cal data hampers attempts at vendor stan-
dardization; in fact, there are no random-
ized, controlled studies comparing various 
XLPE implants, which cost considerably 
more than metal-on-poly devices but carry 
no incremental reimbursement. Adminis-
trators are therefore apt to hit a wall negoti-
ating with surgeons who claim that a cer-
tain XLPE vendor is superior to others 
based on factors such as in vitro wear rates. 

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

of clinical equivalency data. After using the 
Compass to determine it was paying be-
tween 18 percent and 29 percent more for 
XLPE liners than the national average, the 
facility was able to negotiate more aggres-
sively with its vendors—a stark contrast to 
the usual hospital position of being ill-
equipped to face vendor teams at the nego-
tiating table. 

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

two similar institutions—any disclosure of 
actual contractual pricing information re-
mains legally tenuous. 

The history of litigation in this space 
revolves around two cases, including one 
that Guidant Corporation (before it 
merged with Boston Scientific) brought 
against Aspen Healthcare Metrics in 2004 
arguing that Aspen illegally collected confi-
dential pricing information on Guidant’s 
cardiac rhythm management (CRM) de-
vices. Guidant vs. Aspen has since been set-
tled, although the terms of that agreement 
are confidential.  

The other case, brought in 2006 by the 
not-for-profit ECRI Institute, 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 still pending in Penn-
sylvania court, and hospitals, device mak-
ers, and benchmarking organizations are 
eagerly awaiting a verdict that may further 
clarify the legal bounds of price transpar-
ency. 

Even amid the legal uncertainty, some 
organizations are trying to innovate in this 
area. For example, the Integrated Health-
care Association (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, 
spine, and cardiovascular procedures. Mi-
chelle DeNatale, IHA’s program manager 
for medical technology, says the pilot was a 
first step toward expanding the program 
statewide and creating more robust price 
benchmarks. 

(Continued from page 4) 

(Continued on page 6) 

A key sticking point in standardizing  
device selection is establishing functional 
and clinical equivalency of certain  
products—a tricky undertaking because 
of the sheer number of models and  
features available on the market. 

Source: Siemens 

Somatom Definition AS 
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While programs like the IHA’s could 
eventually spread eastward, national efforts 
may also play a role in equipping hospitals 
with more pricing data. One that has gener-
ated considerable interest among hospi-
tals—and ire among device makers—is the 
Transparency in Medical Device Pricing 
Act, introduced in late 2007 by Sen. Charles 
Grassley (R-Iowa) and Sen. Arlen Specter 
(R-Pa.). 

Similar to current requirements for 
pharmaceutical companies, the bill would 
require device makers to make quarterly 
disclosures of implants’ average sales prices 
as a condition of participation in federal 
health care programs. The bill has not pro-
gressed since being referred to the Senate 
Finance Committee, but the legislative cli-
mate seems to favor price transparency—
especially in light of widespread public and 
private efforts to publicize hospital prices 
and clinical quality performance. 

 …but  real muscle rests in aligned  
incent ives 

However, even fully armed with pricing 
information, hospitals would still be playing 
defense rather than offense against rising 
device costs. Transparency is thus only a 
step in the right direction, helping bolster 
facilities’ leverage against vendors but still 
falling short of providing lasting traction.  

The breakthrough that hospitals have 
been seeking will likely have to come 
through a macro, policy solution that allows 
facilities to put dollars behind their efforts 
to enfranchise physicians in cost reform; as 
the adage goes, you don’t need to play poli-
tics with money. 

 Recognizing the power of economic 
incentives, some facilities have moved for-
ward with gainsharing initiatives that pay 
physicians a percentage of cost savings 
achieved through program participation. 
Long shrouded in legal uncertainty, the 
model gained broader attention after HHS’s 
Office of the Inspector General began issu-
ing favorable advisory opinions to hospitals 
pursing the model; the agency has said it 
will not prosecute these facilities for violat-
ing anti-kickback and self-referral regula-
tions because of various built-in safeguards 
against abuse. 

While an important stepping stone, 
these programs are not the end-stage of 
shared savings and aligned incentive mod-
els. In fact, these experiments may soon give 
way to more sophisticated strategies that 
incorporate gainsharing into broader initia-
tives to align incentives around cost reduc-
tion.  

For example, CMS recently unveiled its 
Acute Care Episode demonstration project, 

designed to test the viability of a bundled 
payment for both the physician and hospi-
tal component of inpatient services. While 
giving participants wide latitude in deter-
mining how to distribute payments between 
the facility and provider, CMS is allowing 
hospitals to launch gainsharing programs in 
order to drive greater efficiency—and have 
more of the bundled payment left over to 
divvy up. The program’s major caveat, 
however, is its price of entry: facilities must 
be willing to accept a bundled 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 last month also 
proposed an exception to self-referral regu-
lations in its Physician Fee Schedule for 
fiscal year 2009 that would allow hospitals 
to make payments to physicians for their 
participation in incentive payment and 
shared savings programs. While this stipula-
tion is only tentative until a final rule is is-
sued on Nov. 1, it would considerably ex-
pand facilities’ ability to launch these types 
of programs and legally insulate them from 
potential regulatory infractions.  

Notably, the exception applies to pay-
ments made for both cost savings and clini-
cal quality improvement, given that many 
programs will likely include measures in 
both areas. This confluence of gainsharing 
and P4P may well be the Holy Grail of cost 
reduction—simultaneously aligning physi-
cian-hospital incentives around cost reduc-
tion and quality improvement.  

While CMS may be a significant driver 
of this model going forward, some momen-
tum could also come from payers and pro-
viders.  

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

These initiatives could very well fore-
shadow the future of aligning incentives 
around cost reduction—incorporating ele-
ments of current P4P models, bundling 
physician-hospital reimbursement to create 
shared financial stakes, and loosening regu-
latory restrictions to allow hospitals to give 
physicians a portion of cost savings and P4P 
incentives.  

The question is whether payers, CMS, 
legislators, or providers will drive the in-
dustry toward a next-generation cost re-
duction model—and whether it can be 
done without unduly disadvantaging ven-
dors, who will still need lucrative commer-
cial outlets to drive ongoing clinical inno-
vation. 

(Continued from page 5) Reimbur sement  Br ief sReimbur sement  Br ief sReimbur sement  Br ief sReimbur sement  Br ief s    
Surgical Services 

CMS issuing ICD-9 codes 
for  robot ic surger y  

CMS recently announced new ICD-9 
codes for robotic surgery procedures for fiscal 
year 2009. While there is not yet any addi-
tional reimbursement tied to the codes, the 
advent of dedicated ICD-9s for robotic sur-
gery will help facilities seek higher reimburse-
ment for these procedures. Currently, the 
vast majority of institutions using Intuitive 
Surgical’s da Vinci robot code robotic cases as 
standard laparoscopic procedures, a practice 
that forces them to absorb 
the additional per-case 
costs associated with ro-
botic surgery.  

Many hospitals have 
approached payers seeking 
incremental reimburse-
ment, but only a few have 
been successful. To date, 
the lack of dedicated ro-
botic procedure codes has 
complicated data collec-
tion across multiple pro-
viders—an essential first 
step in setting reimbursement. While it is 
unlikely that payers will alter reimbursement 
immediately, the emergence of these codes 
increases the chance of incremental reim-
bursement becoming a reality in the future. 
Such a development would certainly be a 
boon for facilities housing a da Vinci robot 
and could strengthen the business case for 
moving forward with a da Vinci investment, 
which now relies largely on attracting incre-
mental volumes in order to break even. 

 

Regul at or y Br ief sRegul at or y Br ief sRegul at or y Br ief sRegul at or y Br ief s    
Oncology 

Mich. governor  nixes  
proton beam ruling 

Michigan Gov. Jennifer Granholm (D) last 
month vetoed a decision by the state’s Certifi-
cate of Need (CON) Commission, which had 
ruled that only one proton beam center could 
be built in the state and ordered the state’s larg-
est hospitals to collaborate on the project. 
Granholm said the commission’s decision 
could hinder competition and delay the tech-
nology’s arrival in Michigan. Two competing 
groups, William Beaumont Hospitals and a 
collaborative led by the University of Michigan 
Health System, are now expected to proceed 
with their separate plans for a proton beam 
facility.  

Source: Intuitive 

da Vinci S patient 
cart, front with 
instruments   
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The silver anniversary of the American 
Society of Metabolic and Bariatric Surgery’s 
(ASMBS) annual meeting, held June 15-20 
in Washington, D.C., featured several nota-
ble and sometimes controversial discus-
sions offering a glimpse at the current state 
and future direction of bariatric surgery. 
Most noteworthy among the debates was 
the potential impact of Ethicon’s Realize 
Band, the implications of the release of long
-term data on gastric banding, and the po-
tential for bariatric surgery to address meta-
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 Realize 
Band ranks as the most prominent technol-
ogy-related development in bariatric sur-
gery in the past year. At ASMBS, presenters 
often shifted their diction from “LAP-
Band” to “gastric banding” to reflect the 
fact that Allergan no longer has a monopoly 
on the U.S. banding market. The semantic 
change also reflects surgeons’ views that the 
two bands are virtually interchangeable. In 
one session, an attendee asked panelists 
which band they would choose for them-
selves. Despite insistence that they share 
their preference, the panelists waffled, with 
one comparing the differences between the 
bands to the minor differences between 
Coke and Pepsi. Indeed, throughout the 
conference, attendees generally concluded 
that the two bands are more similar than 
different—and that many surgeons will 
either choose between the two based on 
price or continue to use LAP-Band because 
of familiarity with the product. 

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

tive outcomes presented in a general session 
and the pro-banding study presented in a 
much smaller session. Some attendees 
speculated that this kind of arrangement 
demonstrates ASMBS’s implicit endorse-
ment of bypass over banding. 

Expansion of indicat ions likely to 
broaden scope of bar iat r ic surgery 

Given that this year represented the first 
meeting to include metabolic surgery in the 
recently renamed ASMBS, metabolic dis-
ease took center stage as one of a number of 
new indications for bariatric surgery. In-
deed, a growing body of evidence has 
shown improvement or resolution of type 2 
diabetes mellitus (T2DM) symptoms, as 
well as other metabolic conditions such as 
dyslipidemia, following bariatric proce-
dures. 

Although a lack of a standardized met-
rics has rendered previous efforts to link 
bariatric surgery to resolution of metabolic 
co-morbidities largely inconclusive, several 
studies presented at this year’s conference 
provided support for bariatric surgery as a 
viable treatment option for metabolic dis-
ease. A growing body of outcomes data 
suggests that 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 scale tailored to bari-
atric patients. This quantitative scale may 
allow clinicians to more objectively exam-
ine the resolution of comorbidities follow-
ing bariatric surgery and provide a sound 
preoperative evaluation method for pa-
tients seeking bariatric surgery to resolve 
metabolic conditions in addition to or even 
separate from obesity. 

Amid preliminary evidence indicating 
that earlier surgical treatment of obesity 
results in better long-term outcomes, phy-

sicians at some institutions are also begin-
ning to extend surgery as a treatment op-
tion to obese teenage patients. The poten-
tial market for bariatric surgery in this 
population is substantial, with up to 2 mil-
lion pediatric patients now considered 
morbidly obese.  

The National Institute of Diabetes and 
Digestive and Kidney Diseases (NIDDK) 
recently established the Teen-Longitudinal 
Assessment of Bariatric Surgery (Teen-
LABS) consortium with four institutions. 
Teen-LABS seeks to investigate surgical 
outcomes for teenage bariatric patients and 
the pathophysiological conditions and be-
havioral aspects that affect severely obese 
youth. The majority of physicians remain 
hesitant to offer surgery as a treatment op-
tion to many adolescent patients due to 
psychological development issues that may 
prohibit children from understanding the 
true risks of bariatric surgery, as well as the 
lifetime commitment to care required after 
surgery. However, conscious of these con-
cerns, progressive physicians are increas-
ingly looking to the adult model of BMI 
and comorbidities as the primary patient 
selection criteria for pediatric bariatric sur-
gery patients, with added emphasis on fam-
ily support. 

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

One conference session focused on ver-
tical sleeve gastrectomy (VSG), and it seems 
that many surgeons are seriously consider-
ing offering VSG as a third option for bari-
atric surgery patients. Early results have 
shown successful weight loss with vertical 
sleeve as a standalone procedure, and some 
centers report slightly better outcomes for 
vertical sleeve patients than for gastric 
banding patients during the first few years 

(Continued on page 8) 
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A question of manpower,  
infrastructure, or both? 

In making the case for training interven-
tional cardiologists to perform neuro rescue, 
the SCAI says 
the limited 
number of U.S. 
neurointerven-
tionalists has 
resulted in a 
consi der abl e 
unmet need for 
endovascular 
stroke treatment. 

Even gener-
ous estimates 
place the num-
ber of neurointerventionalists at 650 nation-
wide, and hospital executives routinely lament 
the difficulty of securing around-the-clock 
neurointerventionalist call coverage. In fact, 
challenges in recruiting neurointerventionalists 
to provide endovascular stroke treatment have 
been among the many barriers to establishing 
Comprehensive Stroke Centers (CSCs) as de-
scribed in guidelines published by the Brain 
Attack Coalition.  

Still, not everyone is convinced there is a 
clear shortage of neurointerventionalists, and 
some say a small group of individuals is creat-
ing a crisis where there isn’t one, perhaps with 
the encouragement of device makers seeking 
new markets for their products. 

Dr. John Barr, a senior member of the 
American Society of Neuroradiology and for-

mer president of the Society of NeuroInterven-
tional Surgery (SNIS), says the larger problem 
is inadequate patient awareness of stroke 
symptoms and delays in transferring patients 
to well-equipped stroke centers.  

“I think you’re going to save more people 
by educating 
patients and 
families than by 
training more 
practitioners to 
do these proce-
dures,” he says. 
     Barr also ref-
erences a some-
what controver-
sial study pub-
lished several 
years ago in the 

American Journal of Neuroradiology finding 
that there are approximately 385 interventional 
neuro-radiologists (INRs) practicing in 45 
states—and that 99 percent of the U.S. popula-
tion has access to INRs within a six-hour win-
dow, assuming that five of those hours can be 
devoted to transfer time.  

“I don’t think the problem here is a lack of 
people willing to move catheters around,” he 
adds. “It’s far more complicated than that.” 

Part of that complexity stems from the fact 
that endovascular therapy is only one compo-
nent of acute stroke care. According to Dr. Lee 
Jensen of the University of Virginia Health 
System—the current president of the SNIS—
stroke centers also need to have a stroke unit, a 
neurosurgeon on staff, and advanced imaging 

services, including CT angiography with perfu-
sion imaging and diffusion-weighted MRI.   

Indeed, maintaining a viable stroke pro-
gram begins with coordinating with EMS and 
extends through maintaining protocols for 
patient discharge to inpatient rehabilitation; 
coordination among ED physicians, neurolo-
gists, interventionalists, and radiology staff is 
also vital, as is ensuring that the nursing staff is 
appropriately trained to provide stroke care.   

“Just because you’ve got someone with a 
catheter who thinks they can get it into the 
head and maybe try pulling a clot out or some-
thing, that doesn’t qualify as having all the ele-
ments in place as far as I’m concerned,” Jensen 
adds. 

Interventional cardiologists could drive 
process improvement… 

While training interventional cardiologists 
to perform endovascular stroke procedures will 
not address these infrastructure needs, the 
SCAI says its members can help spearhead 
process improvement, drawing on their experi-
ence as the architects of door-to-balloon-time 
protocols that have dramatically improved 
outcomes for acute myocardial infarction 
(AMI). 

Dr. Christopher Cates of Emory Health-
Care, the director of the SCAI course in neuro 
rescue, notes that acute stroke care today bears 
a striking resemblance to AMI care 30 years 
ago, when patients often did not present soon 
enough to receive thrombolytic therapy. Cur-
rently, only one to three percent of stroke pa-
tients arrive in the ED within the three-hour 

(Continued from page 1) 

(Continued on page 9) 

after surgery. During one session, present-
ers polled the audience to see how many 
had performed VSG, and about half of the 
several hundred attendees indicated that 
they had some experience with the proce-
dure. Although the group at the session was 
likely self-selected based on interest in the 
method, Technology Insights researchers 
attending the conference continued to hear 
excitement about the vertical sleeve tech-
nique throughout the meeting; the proce-
dure will likely continue to gain traction in 
the United States as a standalone treatment 
during the next year. 

Meanwhile, Dr. Nicholas Cristou of 
McGill University presented a heavily dis-
cussed and widely reported study analyzing 
cancer incidence in 1,036 obese patients 
who underwent bariatric surgical treatment 
and 5,746 who did not.  

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

also found statistically significant differ-
ences in incidence rates for breast 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 
obese individuals. 

Although obesity incidence rates in the 
United States have ballooned to more than 
34 percent in recent years, less than one 
percent of the eligible population is electing 
to have bariatric surgery. The primary rea-
sons behind this trend appear to be a lin-
gering stigma about obesity and limited 
access to coverage for bariatric surgery pro-
cedures.  

In response to these access limitations, 
several studies have been published exam-
ining the economics of bariatric surgery, 
but the majority have been limited by fail-
ures to include the full range of costs asso-

ciated with bariatric surgery. Clinicians and 
insurers alike acknowledge that obesity is 
an expensive disease to treat. 

In response to this ongoing economic 
debate and with the support of an educa-
tional grant from Ethicon, a group at the 
University of Minnesota examined a cohort 
of 3,651 gastric bypass patients to evaluate 
the ROI of bariatric surgery for payer 
groups fully inclusive of all cost contribu-
tors, ranging from preoperative evaluation 
to revisional procedures and long-term 
complications. The study, to be published 
in the American Journal of Managed Care 
this summer, found that ROI was achieved 
within four years following open gastric 
bypass and within two years following 
laparoscopic gastric bypass, suggesting that 
bariatric surgery not only pays for itself in a 
relatively short time frame but also saves 
payers money in the long run.  

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

(Continued from page 7) 

“Just because you’ve got someone with a 
catheter who thinks they can get it into the 
head...that doesn’t qualify as having all the 
elements in place as far as I’m  
concerned.” 

—Dr. Lee Jensen, president 
Society for NeuroInterventional Surgery  
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treatment window and are eligible for intrave-
nous tPA. While some more advanced proce-
dures requiring a neurointerventionalist can 
expand the treatment window to up to eight 
hours, many stroke patients still do not reach a 
CSC in time. 

According to Cates, interventional cardiolo-
gists could readily adapt ST-segment elevation 
myocardial infarction (STEMI) protocols—
which call for door-to-balloon time of 90 min-
utes or less—to ischemic stroke. The specialty 
could also leverage its experience partnering 
with EMS to facilitate pre-hospital triage to 
appropr i -
a t e l y 
equi pped 
cent er s—
not to men-
tion its 
savvy in 
educat ing 
the public to 
recogni ze 
i sch em i c 
symptoms 
and partnering with patients to drive ongoing 
education after a cardiovascular event.  

Perhaps most importantly, interventional 
cardiologists could fill gaps in the neurointer-
ventionalist call schedule at centers already 
performing endovascular stroke treatment, 
helping to lessen call burnout among providers 
and achieve around-the-clock interventional 
stroke coverage. 

…but may experience difficulty  
navigating the neurovasculature  

However, the success of translating these 
lessons from heart attack to brain attack hinges 
on whether interventional cardiologists are 
equipped to work in the neurovasculature—a 
clinically different and more challenging ter-
rain. The SCAI points out that, conceptually, 
heart attack and acute stroke are similar. Both 
stem from ischemia-producing stricture and 
require prompt reperfusion to prevent tissue 
damage; patient populations may also overlap 
given shared risk factors for both events. 

Additionally, some interventional cardiolo-
gists have taken the intermediate step of per-
forming carotid stenting, the focus of a separate 
SCAI course launched last year. Roughly 700 
practitioners have since gone through the 
training, and the SCAI is targeting them as the 
primary audience for its neuro rescue course. 

Cates says cardiologists who are already 
versed in carotid artery stenting (CAS) are well-
suited to make the leap to endovascular stroke 
treatment, given that CAS requires knowledge 
of the neuroanatomy and the ability to per-
form neurovascular rescue. He adds that the 
1,000 centers with carotid stenting programs 
are equipped to support stroke care, provided 
that they have an appropriately trained inter-

ventionalist and a stroke neurologist for patient 
management. 

However, there is much debate over 
whether interventional cardiologists can safely 
perform intra-cranial procedures, even if they 
are trained in carotid stenting.  

Barr and Jensen both caution against equat-
ing the coronary and cerebral vasculature, not-
ing that while hard tissue surrounds coronary 
and peripheral vessels, the neurovasculature is 
essentially surrounded by fluid; ruptures are 
therefore more likely to be fatal. The cerebral 
vessels also pose maneuverability challenges, 
with the narrower ones increasing the risk of 

catheters and 
guide wires get-
ting stuck.  
Barr also notes 
that mechanical 
reperfusion with 
the Merci device 
confers only a 
marginal clinical 
advantage. “The 
risk goes up 
when you start 

diffusing these procedures down to people with 
less experience,” he says, and the complication 
rate “doesn’t need to go up much to negate 
[mechanical reperfusion’s] clinical benefit.”  

Jensen adds that she is concerned about 
complications that may arise during the proce-
dure, noting that if you are going to perform a 
neurovascular intervention, you should be able 
to use all available techniques to treat the clot 
and respond to unanticipated problems. 
Neurointerventionalists master these tech-
niques in fellowships that last up to three years 
after residency—an impossible bar to match 
with a limited, society-sponsored training 
module.   

SCAI envisions interventional stroke 
training across mult iple specialt ies  

While recognizing that endovascular stroke 
care has “as high a bar [for training] as any 
procedure in medicine,” Cates says appropri-
ately trained interventional cardiologists can 
safely perform the procedures. He also predicts 
that interventional cardiologists’ entry into the 
endovascular stroke market will set the stage 
for other specialists to be trained to perform 
stroke interventions. 

“We’re starting to blur the arbitrary desig-
nation of specialties and move toward a more 
general, multi-disciplinary category of stroke 
care,” he says. “This discipline could eventually 
be ingrained into interventional fellowships 
across multiple specialties.”  

Interventional radiologists may be a prime 
example of another specialty poised to learn 
endovascular stroke treatment. Jensen says 
these physicians may be even better positioned 
than interventional cardiologists to work in the 
brain, given their experience with leg and liver 

vessels that resemble the neurovasculature 
more closely than coronary arteries do. 

Noting that the SCAI course is also open to 
interventional radiologists, Cates says making 
use of all available manpower is key to provid-
ing timely access to endovascular stroke care.  
“There is the undercurrent of turf in this area,” 
he says, “but we’re focusing on delivering a 
quality training program to enable patients to 
receive care who otherwise aren’t receiving it.” 

‘All polit ics is local’ 
Clearly, the question of whether interven-

tional cardiologists can—or should—be work-
ing in the neurovasculature is not likely to in-
spire broad consensus in the near term. But in 
localized situations in which neurointerven-
tionalists are either in short supply or burned 
out from taking stroke call, hospitals will need 
to decide if it is safer to have a trained interven-
tional cardiologist sharing the stroke call sched-
ule and performing endovascular stroke care—
or if it would be preferable to establish partner-
ships with nearby CSCs to implement tele-
medicine programs and expedite patient trans-
fer. 

While the most logical first step seems to be 
expanding access to advanced stroke centers 
and already trained stroke specialists, the emer-
gence of a small but growing cadre of interven-
tional cardiologists trained in acute stroke care 
could increase pressure on hospitals to offer 
endovascular stroke treatment in the absence 
of a neurointerventionalist. Such a move would 
require capital purchases such as biplane an-
giography—a requirement for neurovascular 
procedures—as well as a formal credentialing 
process for interventional cardiologists per-
forming endovascular stroke work.  

Hospital credentialing policies, potentially 
informed by yet-to-be-written certification 
guidelines from the SCAI, could establish tiers 
of stroke cases that interventional cardiologists 
are equipped to handle—allowing them to 
cherry pick less-complicated cases while leaving 
others to neurointerventionalists at CSCs. 
However, even under formalized guidelines, 
hospitals would have to guard against what 
Jensen termed a “slippery slope” of interven-
tional cardiologists moving into more ad-
vanced endovascular procedures in the brain.  

Of primary importance would be heading 
off the risk of some interventional cardiologists 
merely “dabbling” in endovascular stroke care, 
she adds.  

For its part, the SCAI says it is taking a 
measured approach to training its members 
and hopes to pool data from dozens of centers 
to optimize stroke care logistics and determine 
what team composition is necessary to ensure 
appropriate treatment.  

“As long as you do quality work,” Cates 
says, “it doesn’t matter what your [specialty] 
label is.” 

 

(Continued from page 8) 

“There is the undercurrent of turf in this 
area, but we’re focusing on delivering a 
quality training program to enable  
patients to receive care who otherwise aren’t 
receiving it.” 

—Dr. Christopher Cates, course director 
SCAI Core Curriculum in Neuro Rescue  
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The Innovations Center is pleased to 
announce the release of this year’s Clinical 
Technology Investment Guide. It updates 
and replaces 2007’s Technology Assessment 
Compendium. As with last year’s volume, 
this edition has all-new updates of 
our “ take” on 60+ technologies, 
including clinical, financial, strate-
gic, and operational considerations.  
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 a relative scale. 

For the first time, we’ve classi-
fied technologies by Investment 
Tier—from those with robust clini-
cal backing and high financial perform-
ance (Tier 1) through more experimental 
technologies with significant obstacles to 
implementation, weak projected financial 

performance, and limited market outlook 
(Tier 4).  In the end, we always take a busi-
ness perspective to technology questions.  
The bottom line is, “How will this tech-
nology affect hospital and health system 

strategy, operations, and prof-
its?” 
This publication also presents 
technology “adoption curves” 
at the service line level for key 
service lines like cardiology, 
orthopedics, and neurosci-
ences.  Many hospital planners 
and administrators have used 
these adoption curves to under-
stand and vet their technology-
based strategic planning. Essen-
tially, by plotting your institu-

tion’s current investments and capabilities 
along this curve, you can determine flash-
points, both with regard to underleveraged 

competencies and areas of potential 
growth. 

This is a great showcase for the research 
the Advisory Board is conducting in the 
clinical technology space, and I hope you 
find it useful. If you would like to receive a 
printed copy or an electronic version, 
please go to the Innovations Center home-
page at www.advisory.com. 

 
Best regards, 

 
 
 
 
 
 
 

Kyle M. Rose 
Director 
Technology Insights 
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