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President’s Post

By Carlos Vasquez, RT(R), CRA, FAHRA, FACHE

Population Health and Imaging

What comes to mind when you hear the term “population
health?” Do you ever wonder how you would manage your
imaging operation under a population health contract?

First, allow me to attempt to define population health. For a
broader definition I reached out to my organization partner for
healthcare intelligence, Sg2. They define population health as
“a care delivery model that involves a systematic effort to
assess the health needs of a target population and proactively
provide services to maintain and improve the health of that
population. Maintaining the health of the population and
intervening before acute illness and disease progression, pop-
ulation health could actually be viewed as a model with a mis-
sion to eliminate the need for as many high-acuity health serv-
ices as possible.” Will this mean the end of emergent/STAT
imaging operations? The picture is not clear and will continue
to evolve; early comments from experts suggest the end of
demand for the traditional ways of taking care of the critically
ill as we know it.

I am certain you are seeing population health as a strategic
goal in your respective organizations. Our role in aligning
imaging to population health strategy is to continue to strive
for best practices and evidence based outcomes, improve
quality, contain cost, and consistently exceed patients’ expec-
tations. In more than one way these initiatives have always
been a way of life for radiology administrators; therefore don’t
be surprised that of all ancillary services, imaging is the one
that gets the call to show the data on productivity bench-
marks, cost/procedure, and how we are impacting LOS and the
health of the community.

Moving on to AHRA happenings, March is a busy month!  We’re
starting off with a board of directors meeting where we will

continue our strategic planning along with solidifying Spring
Conference and Annual Meeting events.

Spring Design Team Members Art Tasaka, Terry Lynn Bucknall,
Sandra Edson, and Mark Steffen are ready and expecting you
at The Millennium Biltmore in Los Angeles for the 2013 Spring
Conference (April 9-11). There are a lot of exciting sessions
planned – click here to check them out!

The Nominations Committee is finalizing interviews and com-
pleting all the due diligence that goes into selecting director
and president-elect candidates to recommend to the AHRA
board and place on the ballot for election. Keep your eyes out
for the ballot later this spring.

The Member Recognition Committee is accepting nominations
for the prestigious AHRA Award for Excellence. Nominations
are due March 18th. Award recipients will be recognized at the
Annual Meeting in Minneapolis.

The AHRA Education Foundation’s Expanding Excellence
Campaign reached a $2 million milestone last month. The goal
of the campaign is set at $3 million, and we remain hopeful
that goal will be reached by the end of the Annual Meeting in
July. This is a very important campaign for AHRAEF as it allows
us to continue to support critical educational programs while
keeping membership dues and meeting registration fees at
some of the lowest rates in the industry.

I am looking forward to spring with its longer days and green
pastures, or perhaps I just need a change of terminology… “fis-
cal cliff” was exhausting, “sequestration” is frustrating, so what
will it be next? How about March Madness!
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Regulatory Review

Changes to the Breach Notification Rule
By Adrienne Dresevic, Esq. and Clinton Mikel, Esq.

As previously discussed in our last Link article, the Office for
Civil Rights of the US Department of Health & Human Services
(OCR) recently issued its long awaited final regulations modify-
ing the HIPAA privacy, security, enforcement, and breach notifi-
cation rules (the HIPAA Megarule).

The HIPAA Megarule will become effective on March 26, 2013,
and compliance will be required by September 23, 2013.
Briefly summarized below are changes to the Breach
Notification Rule, which is of particular interest to radiologists
and their practices given the amount of patient information
which they handle.

The HIPAA Megarule, its impact on radiology providers, and
steps that they will need to take to comply with the law, will be
given more detailed treatment in the upcoming March/April
issue of Radiology Management.

Changes to Breach Notification Rule

For nearly 3 years,  providers have had to implement the
breach notification regulations mandated by the HITECH Act
(the Breach Notification Rule) in the manner set forth in the
August 24, 2009 interim final HITECH Act rules regarding
breach notifications (the IFR). By way of brief background, the
Breach Notification Rule requires covered entities to disclose to
both patients and the government when there are specific
kinds of security breaches involving an unauthorized use or
disclosure of unsecured patient information. The HIPAA
Megarule made two primary changes to the Breach
Notification Rule regulations.

First, and possibly most importantly, the HIPAA Megarule
established that there is a presumption that any unauthorized
use or disclosure of unsecured PHI is a “breach.”

Second, since the publication of the IFR in 2009, stakeholders
have eagerly speculated as to what, if any, changes would be
made to its “risk of harm” standard, which allowed providers to
avoid notification if they determined that the unauthorized
use or disclosure “poses a significant risk of financial, reputa-
tional, or other harm to the individual.” The HIPAA Megarule
purports to remove the IFRs “harm standard” and replace its
subjectivity with a more objective and detailed standard of
whether the PHI has been compromised.

Thus, combining the two changes, under the HIPAA Megarule,

any situation involving an impermissible access, acquisition,
use or disclosure of PHI is presumed to be a breach unless the
covered entity is able to demonstrate that there:

“is a low probability that the protected health information has
been compromised based on a risk assessment of at least the
following factors:

(i) The nature and extent of the protected health information
involved, including the types of identifiers and the likelihood
of re-identification;

(ii) The unauthorized person who used the protected health
information or to whom the disclosure was made;

(iii) Whether the protected health information was actually
acquired or viewed; and

(iv) The extent to which the risk to the protected health infor-
mation has been mitigated.”

It remains to be seen whether the revisions to the Breach
Notification Rule represent a material shift in policy or will
change the outcome of the breach/notification determination
of providers. Interested parties should continue to monitor
developments.

It is our opinion, however, that the changes to the Breach
Notification Rule are ultimately minor, at least with respect to
the outcome of the “breach or no-breach” analysis that most
providers will reach when they conduct their risk assessment.
Just last week, the Executive Director of OCR indicated his
agreement with this analysis in a speech given to the American
Bar Association’s Health Law Section at their Emerging Medical
Issues Conference. In that speech, Mr. Rodriguez indicated that
he believes that breaches are significantly underreported, but
that for 98% of the providers out there who are doing things
correctly, the breach/no-breach outcome, and their decision
trees for reaching the same, will not be significantly impacted
by the final HIPAA Megarule, since in most cases the decisional
factors are going to work the same way.

Nevertheless, the OCR has promised to issue additional guid-
ance to aid covered entities and business associates in per-
forming risk assessments with respect to frequently occurring
scenarios. It is possible that the OCR will use such future guid-
ance to influence the risk assessment process, either strength-

Carlos Vasquez, RT(R), CRA, FAHRA, FACHE is president of the 2012-
2013 AHRA Board of Directors. He is the division director of radiol-
ogy services at Franciscan-St. Elizabeth Health in Lafayette, IN and
can be reached at Carlos.vasquez@franciscanalliance.org. 
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ening, loosening, or continuing to maintain the status quo as
to the breach/notification determination.

In any event, radiology providers should update their federal
breach notification policies to reflect the HIPAA Megarule
changes, and should scrupulously document any risk assess-
ment they undertake using guidance from both the IFR and
the HIPAA Megarule.

Adrienne Dresevic, Esq. graduated Magna Cum Laude from
Wayne State University Law School. Practicing healthcare law, she

concentrates in Stark and fraud/abuse, representing various diag-
nostic imaging providers, eg, IDTFs, mobile leasing entities, and
radiology and multi-specialty group practices.

Clinton Mikel, Esq. graduated from the University of Michigan Law
School. Practicing healthcare law, he concentrates in Stark,
fraud/abuse, telehealth/telemedicine, compliance, and the corpo-
rate and financial aspects of healthcare practice.

Regulatory Review

CMS Says Proposed Rule Will Save $676 Million Annually
Reprinted in partnership with The American Health Lawyers Association 

The Centers for Medicare & Medicaid Services (CMS) issued
February 4 a proposed rule it said would reduce unnecessary,
obsolete, and burdensome regulations on hospitals and
healthcare providers, saving nearly $676 million annually, and
$3.4 billion over five years.

In January 2011, President Obama issued Executive Order No.
13563 calling on all federal agencies to achieve a more robust
and effective regulatory framework. The proposed rule is part
of that initiative, according to a CMS press release, as were two
final rules issued by the agency in May 2012.

“We are committed to cutting the red tape for health care facil-
ities, including rural providers,” said Department of Health and
Human Services Secretary Kathleen Sebelius. “By eliminating
outdated or overly burdensome requirements, hospitals and
health care professionals can focus on treating patients.”

To help improve efficiency, the proposed rules would stream-
line Medicare and Medicaid participation standards for
providers.

For example, the release explained, the proposed rule would
eliminate the requirement that physicians be onsite once every
two weeks at small critical access hospitals, as well as rural
health clinics and federally qualified health centers. “This provi-
sion seeks to address the geographic barriers and remoteness
of many rural facilities, and recognize telemedicine improve-
ments and expansions that allow physicians to provide many
types of care at lower costs, while maintaining high-quality
care,” the press release said.

Another provision would reduce the requirements Ambulatory
Surgical Centers (ASCs) must meet to provide radiological serv-
ices. ASCs currently must meet hospital requirements for radi-
ology services even though they are only permitted to provide
a limited set of services integral to performing certain surgical
procedures.

The proposed rule also would include qualified dietitians as
practitioners who may be privileged to order patient diets
under the hospital conditions of participation (CoPs).

The proposed rule would allow trained nuclear medicine tech-
nicians in hospitals to prepare radiopharmaceuticals for
nuclear medicine without the presence of a supervising physi-
cian or pharmacist.

In addition, the proposed rule would eliminate redundant data
submission requirements and the automatic, three-year review
and survey process for transplant centers.

With respect to an impending August 13, 2013 sprinkler
requirement for long term care facilities, CMS is proposing to
allow such facilities to apply for a deadline extension up to two
years if certain conditions apply. CMS also would leave open
the potential for an additional one-year extension depending
on the circumstances. CMS said the proposed extension is
based on recent public feedback that some facilities will be
unable to meet the 2013 deadline.

In the May 2012 rules, CMS amended the CoP regarding gov-
erning bodies to allow multi-hospital systems to have one gov-
erning body that included “a member, or members, of the hos-
pital’s medical staff.”

But following objections to this requirement, CMS subsequent-
ly indicated it would undertake further review of the issue and
instructed surveyors not to cite hospitals for not having a
member of its medical staff on the governing body until fur-
ther notice.

CMS is now proposing to remove the requirement for a med-
ical staff member to be on a hospital’s governing body.
Instead, the proposed rule would add a new requirement that
a hospital’s governing body directly consult at least periodical-
ly throughout the year with the individual responsible for the
organized medical staff of the hospital, or his or her designee.

“For a multi-hospital system using a single governing body to
oversee multiple hospitals within its system, this provision
would require the single governing body to consult directly
with the individual responsible for the organized medical staff
(or his or her designee) of each hospital within its system,” the
proposed rule said.
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CMS also is proposing to revise the hospital CoPs to require
that each hospital have an organized and individual medical
staff, distinct to that individual hospital, that operates under
bylaws approved by the governing body, and that is responsi-
ble for the quality of medical care provided to patients by that
individual hospital.

In addition, the proposed rule would revise the outpatient
services CoP to allow practitioners who are not on a hospital’s
medical staff to order hospital outpatient services for their
patients when authorized by the medical staff and allowed by
state law.

The proposed rule was published in the February 7 Federal
Register (78 Fed. Reg. 9216) with comments due April 8.

This article appeared in the Health Lawyers Weekly,
February 8, 2013, and is reprinted here with permission.
Copyright American Health Lawyers Association (AHLA)
2013.  No further distribution of the article is allowed with-
out express permission of AHLA.  Please visit their website
at www.healthlawyers.org for more information about this
topic.

Commentary

VNA: The What, Why, and ROI
By Jon Shoemaker and Jef Williams

If your health system is urgently planning enterprise wide ini-
tiatives of interoperability of data, transformation of the organ-
ization, and optimization of technology, then Vendor Neutral
Archives (VNA) are probably being discussed. As you engage
your executive suite, boardroom, and fellow medical imaging
colleagues, the dialogue on VNA must focus on the strategy,
business plan, and best practices for successful selection and
deployment.

What is VNA?

The complexity and costs of storing, securing, and sharing data
have intensified for healthcare. The sheer file size coupled with
the limitations of clinical/departmental systems that manage
image data has led to the advent of VNA solutions. A VNA solu-
tion offers much more than simply archiving DICOM studies.
Images are acquired across the enterprise in many formats
other than DICOM that belong in the patient record and are
often held in silos without the availability of PACS, CVIS, or
other department specific solutions. A VNA spans these various
solutions and consolidates data in one environment.

VNAs, in addition, should be capable of providing the next
level of storage management and information dissemination.
These include the foundations of the next generation of imag-
ing architecture. These benefits are compounded when health-
care organizations are growing through M&A or participating
in emerging HIEs and ACO models.

Why VNA?

The full advantages of a VNA solution are still emerging, as this
healthcare paradigm is still in development. Key values can be
realized and having a central storage architecture is perhaps
the most obvious value of a VNA.  An enterprise archive that
manages all image and object data, regardless of its originat-
ing clinical system or specialty, allows an organization to con-
solidate storage (hardware and software) and reduce the silos
that exist within the organization.

Another key value of VNA is to image management systems –
primarily PACS – which manage image data in perpetuity.
While some solutions have begun to adopt a model for man-
aging old, outdated, and non-relevant image data for the pur-
pose of purging, there remains no full Imaging Lifecycle
Management (ILM) solution on the market at the PACS level
with the functionality provided by some VNA vendors.

Image Lifecycle Management is much more than just identify-
ing data for purging.  True ILM provides the ability to use stor-
age tiers to reduce the overall cost of archiving data long term.
By creating rules specific to the organization, including techni-
cal and clinical rules, many VNA adopters are leveraging cheap-
er storage to manage data which includes disaster recovery as
well as compression and other methods to drive down the
continuously expanding storage costs.

For any large entity there can be as many as 25 disparate sys-
tems that are managing clinical images and objects.  As these
larger systems are adopted – and undergo upgrades and
updates – each disparate system integration must be man-
aged, adapted, and tested.  A robust VNA can become the plat-
form that serves as the integration point for all data stored.
Redirecting the integration point away from each disparate
clinical system and onto the VNA there becomes a single point
of integration to system-wide solutions (EHR, EMR, HIE).  This
reduction in interfaces and integration simplifies the support
model, reduces costs, and speeds the testing and support to
adoption.

Clinicians that choose to view image data are beholden to the
way each clinical system chooses to display this data outside of
the department. By adopting a VNA solution with a single
viewer (either provided by VNA vendor or utilizing a third party
solution) many are finding a way to reduce the complexity of
managing multiple image viewers.  This single viewer solution
improves the experience for the referring clinical community
as well as the support model within IT.

Every one of us who has replaced a clinical imaging system
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Commentary

The Art of Mastering Change: Communication
By Terry Dowd, CRA, FAHRA

One of the most important components of successfully imple-
menting any change – large or small - is communication. Great
communication grabs attention. It keeps an initiative alive in
the minds of employees. Therefore, it is extremely important
that the communication be meaningful and direct.

The first step in any change process is to be sure that all the
stakeholders are involved and there is a plan for them to
receive the appropriate communication. This may be simple or
difficult depending on the complexity of the issue. It is impor-
tant to tailor the messages to each group’s preferences and
needs. Failing to understand who needs to be included when
communicating a change can lead to confusion and unneces-
sary delays in  implementing the change.

Next, the message must tie the proposed change to the goals
of the company, facility, and department. We must provide the
“big picture.” We are more likely to be successful if our teams
understand the reasons for change. Employees want to know
that their job and actions contribute to the success of any goal
that needs to be achieved. When communicating, keep the
message simple. Too much detail can distract. If the change
involves a multi-step process or is very complicated, give an
overview first and then define the steps individually in subse-
quent messages as the process progresses. Celebrate accom-
plishments as they occur along the way.

It is usually necessary to repeat information at least six times
using different forms of communication. Each of us has differ-
ent preferences about how we like to receive information. It is
our job as imaging leaders to structure our communications to
reach our employees through multiple avenues. Face to face
communication can include staff meetings and one on one
meetings between team members and leaders. Always sum-
marize the key messages at the end of meetings to ensure
understanding. Daily huddles are effective and are good

opportunities to provide short, succinct updates.  Informal
rounding by leaders on employees offers the opportunity to
answer questions and address concerns. Employees who oth-
erwise might be shy about raising issues in a group may share
valuable insights when the conversation is less formal.

Email communication is effective if it’s kept short and concise.
If the messages are too long, employees will often not read to
the end and may miss important concepts. A weekly email
snippet in PowerPoint format can be very effective as an atten-
tion getter. Decide on a color as a background for these mes-
sages in your department (for an example, we’ll use green). Use
this color in the weekly messages as well as any other change
communication you may send. Employees will know that any-
thing green pertains to a change and needs their attention.

Are you going through a process change? Place laminated
notes as reminders on PCs for a specific length of time. Use the
color of change you have chosen for these reminders so they
are distinctive and stand out. Make sure to remove older mes-
sages often; however, as they will not be effective if the PC is
covered with them!

Involve your pro-change staff and supervisors in the communi-
cation process. This is a great time to involve emerging or
informal leaders in the department. This requires a little coach-
ing, but is well worth the effort. Invite them to talk to their
peers, present information or updates at meetings, and answer
questions. If possible allow them to visit other departments or
facilities that have been through similar changes successfully.
They can then tell the story of the process to your team. Don’t
be afraid of them discovering problems that occurred or mis-
takes that were made on these visits. They will see how they
were resolved, and it will help you to avoid the same issues at
your facility or in your department.

knows that data migration is both laborious and expensive.
The migration costs associated with system replacement are
most often higher than the cost of the replacement system.
The philosophy of a true VNA is that the user is able to manage
data – which includes migration efforts – going forward.
Rather than vendor dependent efforts for any data manage-
ment or conversion initiatives, VNA users are able to take con-
trol of the data.  This makes system replacement a much easier,
and cheaper, option.

VNA’s ROI

In addition to the key VNA values described above there are
many other advantages associated with a VNA: hardware cost
reduction, reducing expansion costs (M&A), and risk aversion
to name a few.  Deriving your optimal ROI will be dependent

on a number of factors such as your legacy architecture and
ultimately the ability of your organization to deploy an enter-
prise solution across the complex nature of people, process,
and technology. Know your strategy. Choose your stakehold-
ers, steering committees, subject matter experts, and gover-
nance models carefully.   And as you embark on adopting and
deploying a VNA solution, continue to discover ways to lever-
age this platform to meet the ever-changing model of health-
care delivery.

Jon Shoemaker and Jef Williams are frequent speakers and writers
on healthcare technology topics and Enterprise Imaging solutions.
Jon is a Senior Consultant and Jef is Vice President at Ascendian
Healthcare Consulting. You can contact them at
jshoemaker@ascendian.com and jwilliams@ascendian.com.
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And remember: it is not possible to over-communicate!
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Terry Dowd, CRA, FAHRA is the senior clinical manager at Banner
Health System-Baywood in Mesa, AZ. She can be reached at
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Commentary

The Dense Breast Tissue Issue
By Bonnie Rush

The significance of the California Breast Density Notification
Bill, which goes into effect April 2013, will influence future
breast imaging result notification and early detection program
development. Impelling forces include growing awareness of
the increased cancer risk and mammography’s limitations. 40%
of your age appropriate screening population is becoming
aware of the potential of a missed or delayed diagnosis due
only to their dense tissue.

I learned this lesson the hard way with my own delayed diag-
nosis. Now the self-proclaimed “Divot Diva with a Passion,” I
want to ensure that other women do not suffer the tragedy of
a delayed diagnosis and the cost that it entails both personally
and economically.

In my presentation at the AHRA Spring Conference, I will share
with you the nuances of the Notification Mandate, and more
importantly I will aid you in accurately identifying your client
base, determining ancillary imaging strategies, and educating
and aiding your referrers and patients to develop and imple-
ment an effective early detection program. Case studies will
help define successful approaches to implementing a Dense
Breast Tissue Early Detection Program.

You will learn to:

Discover the reasons breast density is such a hot issue in early
detection.
Identify the California breast density notification nuances.
Determine the methods to assess breast density.
Explore pros and cons of breast density screening recommen-
dations.
Increase screening outreach/compliance with Referring
Physicians and Patients

I hope to see you there!

The Dense Breast Tissue Issue - Notification and Early
Detection Program Development will be presented as part
of the Advanced Track at the AHRA Spring Conference on
4/10/13 from 1:15 - 2:45 PM.

Bonnie Rush, RT(R)(M)(QM), President of Breast Imaging
Specialists (www.mammobis.com), is a highly regarded breast
imaging presenter offering numerous topics of substance to atten-
dees of the AHRA and other recognized conferences.
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Washington State has been hosting quarterly meetings since
November 2010.  Since that time we have graduated from local
area meetings to hosting regional meetings with our partners
in Oregon.  We just completed our second successful AHRA
Northwest Regional Meeting on January 31, 2013 in Olympia,
Washington.

The primary difference between our local meetings and
regional meetings is attendance and duration.  Generally we
see almost double the attendance at our regional meetings,
and we schedule them for half day sessions due to the travel
involved between states.  Because we have been successful
with many AHRA local and regional meetings, our group is
often asked what it takes to put on a great meeting.

First Things First

The first thing needed for a great meeting is a core group of
people who are willing to take on the challenge!  We have
been fortunate to have a strong core group here of 3-7 people
who work together to make the meetings successful.

Vendor Support

The second thing is strong vendor support.  Again, we have
been fortunate to have several vendors that have been willing
to assist us by purchasing booth space, which pays for the
food, door prizes, and speaker honorariums.  We generally
schedule 2-5 vendor booth spaces at each session, depending
on our identified need for funds.  At our last session on January
31, 2013, we were honored to have Hitachi Medical Systems,
Core Medical Imaging, and Toshiba Medical Systems generous-
ly sponsor our meeting.

Speakers/Presenters

At our last meeting, we had presentations on “The Role of
Radiology in The Healthcare Continuum” by Ingrid Lund from
the Advisory Board,  “Tomosynthesis/Slot Beam and Pediatrics”
by Robert Irvine of Core Medical Imaging, and “Restoring
Healthcare Imaging after the Disasters in Haiti” by Dr. William
Crenshaw.  We have found that teaching hospitals, vendors,
and universities can be excellent sources to find speakers for
these events.

Location

This is where networking comes in.  Whenever we host an
event, we ask for volunteers to host the next event.  We gener-
ally get a few a responses from people we can call on for a
great location.  In our experience, hospitals and college cam-

puses are the easiest and least expensive options.  Each site
comes with a set of rules that must be followed, and occasion-
ally we have elected to not use a site because of the sites
restrictions.  Having a few to choose from can make the set-up
a lot easier.  When a site is chosen, we ask for directional sig-
nage and instructions for parking to post on the website.

Food

For our local meetings in the evening, we just order dinner or
hot appetizers and beverages for the time before the sessions
begin.  For our half-day meetings we order food for lunch and
snacks for breaks, beverages, and coffee service for late morn-
ing meetings.  In addition to the food and drinks served
between the sessions, we set aside time at the end of the event
to network with colleagues over food and cocktails.  This is a
relaxing time that ends the meeting on a high note.

Door Prizes and Other Niceties

Door prizes are optional but our group really appreciates them.
We try to raffle 3-4 door prizes through drawings held between
sessions.  This sprinkles in some fun.  We have had speaker gifts
in the past for speakers that are volunteering their time, as well
as gifts for those hosting the event. The Washington group has
a section on the AHRA website for posting information that our
core group can access, such as information for upcoming
meetings or hand-outs from prior sessions.

Planning for the Next Event

It has been our experience that it is best to gauge the interest
of the group for the next meeting location during the current
session and not to plan meetings too close together since it
can result in lower attendance.  If there is enough interest in a
location we will start to put the program together and gauge
interest again a month or so later, before we commit to cater-
ing, etc.  Gaining the support of the vendors early is key to hav-
ing everything go smoothly.  There is a form to fill out for the
AHRA, and the support received from the group is tremendous.

It is my sincere hope that everyone sees the value in the local
meetings.  The things we can learn from our colleagues are
priceless, especially in a rapidly changing time like this one.
Local meetings build our networking opportunities and have a
positive impact on AHRA membership.

Brenda Rinehart, MBA, CRA, FAHRA is the regional director of
imaging services at Confluence Health System in Wenatchee, WA.
She can be reached at brenda.rinehart@cwhs.com.

Commentary

Taking Area Meetings to the Next Level
By Brenda Rinehart, MBA, CRA, FAHRA
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AHRA would like to thank our newest corporate partner, Kubtec, for their investment in our association.  Kubtec recently agreed
to a multi-year partnership with AHRA which will assist our organization in expanding our educational offerings to members.

“Kubtec is excited to partner with AHRA in the Expanding Excellence Campaign.  This is an excellent opportunity to work with
AHRA and their membership to build a mutually beneficial partnership between our two organizations,” states Vikram Butani,
President of Kub Technologies, Inc.

Ernie Cerdena, AHRA board member and long time customer of Kubtec says: “Working with Vikram and his team at Kubtec as
both a customer and an AHRA partner has been an exceptional experience.  Kubtec’s products are innovative, and Vikram has
been very helpful in developing partnerships with both of my hospitals and with AHRA.”

Please join AHRA in thanking Kubtec for their leadership and support of AHRA and the AHRA Education Foundation.  AHRA looks
forward to further expanding our relationship with Kubtec as we expand on our excellent portfolio of programming!

About Kubtec

Kubtec, a registered trademark of KUB Technologies, Inc. manufactures an entire line of specimen radiography systems for imag-
ing excised tissue, and portable CR and DR systems.  Kubtec offers the highest resolution DR panels in the world for low-dose
neo-natal imaging.  Kubtec manufactures digital cabinet x-ray systems for science and research, irradiation, forensics, and non-
destructive testing.  All our systems are available with local support worldwide.  Kubtec systems are designed and manufactured
in Milford, CT.  Read more about them at http://www.kubtec.com.

AHRA News

CRAs: Leaders in Change
By Enrico M. Perez, CRA, FAHRA

With 2013 already in full swing, it is interesting to think how
fast time is going by, and it may sound corny to say, but as
much as things change, they also stay the same. When the CRA
exam was first administered in 2002, many of us were dealing
with mergers, insurance changes, a post 9-11 world, and an
uncertain future. Not much is different today, as we are dealing
with hospitals closing, catastrophic weather, more insurance
changes, core measures, and pay for performance. We have a
patient population that is now being affected by these
changes and is becoming vocal about their expectations and
about the costs they are incurring due to new legislation since
they share in the expense.

The one consistent driving force throughout the years, regard-
less of the changes in our industry, is that we take care of
patients. Imaging departments have to have an administrator
whose role it is to try and make sense of the changes we are
about to face in the industry and then lead the team through
those changes, adjusting processes and policies so that we can
meet the regulatory standards for the states we live in and
those set forth by The Joint Commission. Leading the helm of
many organizations is a CRA, and our numbers are growing as
time goes on and as the credential becomes more universally
accepted.

Many imaging administrators come from within the industry,
growing with the technology and education and gaining the

knowledge needed to lead in these times of uncertainty. All of
us rely on the industry knowledge and connectivity amongst
our peers provided by professional organizations, such as
AHRA, ARRT, ASRT, AAMA, and RBMA. We rely on surveys and
consultants, who provide information and help review opera-
tions, to bring perspective and outside approval or justifica-
tion. We then answer surveys, taking part in research on what
we believe the future will bring based upon the experiences
we have had in our careers.

CRAs represent a group of administrators who have taken the
challenge over the past 10 years to become certified, and we
hope more administrators will take the challenge. Your RACC
commissioners have been working on increasing awareness
and acceptance of the CRA by many organizations.  The goal is
that every administrator position be listed as CRA preferred,
since we believe that a person with CRA certification repre-
sents someone who has demonstrated they have the educa-
tion and expertise in the imaging industry and will continue to
learn, since CRAs are required to earn CE credits to maintain
the credential.  We hope this will become a requirement of the
ACR, The Joint Commission, and other organizations; and for
imaging centers or imaging departments since imaging servic-
es touch every department of a hospital, every referring office,
and most importantly every patient requiring our service.

Take pride in what you do, continue your formal education,

Education Foundation

Vendor Spotlight: Kubtec
By AHRA Staff
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and become a CRA to help make our industry and our creden-
tial stronger.

If you wish to take the CRA exam this May, please note that the
application deadline is March 4, 2013. You can find the applica-
tion form at CRAinfo.org.

Enrico M. Perez, CRA, FAHRA is the director of radiology at
Winthrop University Hospital in Mineola, NY. He can be reached at
enricoperez@me.com.

AHRA News

Marketing and Selling Radiology 
By Sandra Edson, MBA

Southern California imaging leaders are gearing up for the
AHRA Spring Conference this coming April in Los Angeles, CA.
To build up enthusiasm, a local area meeting was held at
Providence St. Josephs Medical Center in Burbank on February
13.

The evening got underway with the group of approximately 30
individuals networking with their colleagues while enjoying an
array of appetizers sponsored by Hitachi Medical Systems.
Special thanks to Linda Ponzi and Terry Giblin who attended
the event and interacted with attendees throughout the
evening.

The evening's speakers were sponsored by MedQuest
Associates.  Nicole Faucher and Chris Winkle discussed how to
market and sell radiology services. Attendees learned the dif-
ference between a physician liaison and direct selling efforts,
the key components of an effective marketing/sales plan, how
to identify target providers for volume growth, and how to
measure success and accountability.

Nichole and Chris shared cardiac scoring, mammography, and
3T MRI case studies, all of which experienced an increase in
volume through marketing efforts. Special promotions,
extended hours, revamping referral forms, and developing tar-
geted promotional marketing material all contributed to the
increased volume.  Attendees were given a sample toolkit of
promotional items to take back to their facilities. Chris indicat-

ed that while all of these items are critical, consistent commu-
nication with office staff and physicians is a key factor. It's
important to remember that when physicians refer patients to
your department, they see you as an extension of their prac-
tice; therefore is important to understand their expectations
and anticipate how you and your team can help them out.
That's where good documentation on your sales call activity is
important, including detailed call notes, identified market pen-
etration, and dynamic call routing on trends. Remember, the
number of contacts increases the number of procedures being
referred to you.

So as you prepare your sales plan, don't forget to ask these
questions:

What do you need the market to know?
What information does the market need to know?

Thanks to all my colleagues who attended this meeting. I hope
to see you at the Spring Conference April 9-11 in Los Angeles
and in Minneapolis this summer!

Sandra Edson, MBA is the director of imaging and cardiovascular
services at Providence Little Company of Mary Medical Center in
San Pedro, CA. She can be reached at
sandra.edson@providence.org. 

AHRA News

Analyzing Imaging’s Confidence
By Jason Newmark

Recently, the 2013 Q1 Medical Imaging Confidence Index
(MICI) report was released. It contains responses from over 163
imaging directors/managers from throughout the country, rep-
resenting hospitals with under 100 beds (46%), 100-299 beds
(35%), and 300 or more beds (19%).  

Interestingly, the results show absolutely no statistically signifi-
cant change from the last two years (Q1 2011 to Q1 2013).  This
confirms my sincere belief that we (imaging administrators) are
still operating with a high degree of uncertainty with regards
to the impact of recently passed healthcare reform legislation

on the imaging industry, as well as that of several years of rela-
tively stagnant financial markets in healthcare in general.

Healthcare reform continues to drive reimbursements down
and increase pressure on administrators to develop more cost-
efficient ways to deliver service, while financial market trends
have led to patients being much more cost-conscious of when
they receive care and from which providers.  To succeed, we
need to change the way we do business.

From a “low confidence” perspective, across the country and in



all three categories of hospital size, respondents appear to be
in clear agreement that reimbursements from Medicare are
inadequate to cover the expenses associated with providing
quality imaging services.  This is an age-old topic for discussion
that I could write a thousand words on, and I am not surprised
that respondents shared this perspective.  CMS attempts to
establish standard reimbursement rates for services based on
“usual and customary” expenses associated with the provision
of each service across the country. However, as we will all
agree, this is not very easy to accomplish.  Just think of all the
factors that need to be considered with regards to “usual and
customary,” from vendor impacts (price paid for equipment,
pricing strategies, organization’s negotiating strength, GPO
impacts, etc), to staffing challenges (shortages, salary range
discrepancies by region, etc), to wide variances in access to
services (eg, distance to services, uninsured populations, etc).
The bottom line is that it simply does not currently cost the
same amount to provide imaging services across the country;
there are just too many variables at play.

The real point here is that whether you’re in agreement with
the perspectives of the respondents or not, this consistent “low
confidence” appears to coincide directly with the healthcare
reform and market pressures noted above. In order to survive
in the present and future, we must continue to identify and
develop ways to provide imaging services at lower costs with-
out compromising quality.

From a “high confidence” perspective, the 2013 Q1 report illus-
trates the following two key points:

1. High confidence that imaging will maintain/grow as a profit
center; especially in larger hospitals in the West North Central
(Midwest) region

2. High confidence that operating and salary expenses will
remain constant for the next several months

I have to admit that these results are very surprising to me.

I can concur that historically imaging has been a major margin
generator for hospitals, but moving forward, we will have to
evaluate this reality through a new lens.  Slowly but surely,
imaging is being looked at as a cost.  A cost to providers in
Accountable Care Organizations, medical home pilots, and ever
increasing “at-risk” contracts; and a cost to patients who now
have much higher deductibles and out of pocket responsibili-
ties to pay for their care (just look at the recent TIME magazine
article on healthcare expenses if you want to have your head
spin!).  Further, and this is very scary to me, more and more
quality is starting to be assumed. Imaging is becoming a com-
modity, with much more focus on cost than quality.

With these thoughts in mind, I was surprised to see that across
the country and in all size hospitals, confidence levels remain

high or very high for imaging to maintain/grow as profit cen-
ters over the next several months.  I would have expected to
see confidence lowering, as administrators work hard (and in
many cases struggle) to develop newer, more cost effective
ways to provide services so that they can (1) sustain past mar-
gins and/or (2) leverage themselves as the ‘low-cost’ provider
of choice in negotiations for contracts with commercial payors,
ACOs, medical homes, etc.

Additionally, with all of the financial pressures to provide lower
cost services, I was amazed that the survey results show that
confidence remains high that operating and salary expenses
will remain constant for the next several months.  How can this
be? 

At my organization, reducing expenses is a top priority for all
service lines.  Further, I have been involved with and led several
reductions in force, major workflow redesign efforts, staffing
realignments, and numerous vendor renegotiations all aimed
at taking proactive steps to reduce operating expenses and
provide more cost effective care.  Whether we like it or not, this
is the reality that we are now faced with in our industry.  I
would have expected to see the survey results much more
strongly support this fact through decreasing confidence in
this question.  

In summary, I found the 2013 Q1 MICI report results to be very
interesting.  For each question surveyed, the results suggest
that the confidence levels of our peers in imaging administra-
tion across the country and at all size hospitals are pretty much
the same and further, have not varied to any statistically signifi-
cant level for over two years.  Most surprising to me, regardless
of increasing healthcare reform and financial market pressures,
is that the results suggest that our peers still have high confi-
dence that imaging will remain a high margin generator for
hospitals and that operating expenses will remain constant for
the next several months.

Hopefully my perspective might simply lead you to consider a
different point of view and more importantly, if you have not
already done so, urge you to take the time to review the most
recent MICI report (and to continue to do so on a quarterly
basis!).  The report represents the “feelings” of our peers across
the country and can be a great source of conversation and
debate amongst our own staff, hospital administrators, and fel-
low AHRA members as we proactively develop solutions to our
shared and common challenges. 

Jason Newmark, CRA is the director of diagnostic services at
Baystate Medical Center in Springfield, MA. He is also the finance
director of AHRA. Jason can be reached at
jason.newmark@baystatehealth.org.
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AHRA News

Some Insight on the Gold Award 
By Sheila Sferrella, CRA, FAHRA

What is the AHRA Gold Award?  It is the AHRA’s highest honor
for a member of the organization.  It should represent some-
one who has made significant contributions to the profession
of radiology and to the AHRA.  There have been years when
the AHRA did not identify someone deserving of the award,
and so no award was given.

It is important for AHRA members to be involved in nomina-
tions for the Gold Award.  A nominee must be someone who
has held elected offices or appointments for the AHRA, as well
as published articles in Radiology Management or Link, or pre-
sented at AHRA meetings.  I was nominated many years ago
for the Gold Award before I became actively involved in the
organization, but the person who nominated me did not
understand the criteria for the award.  That is why we are ask-
ing you for help identifying people who both earn and deserve
this award. The face of the Gold Award has changed through-
out the years, but the meaning of the award remains the same.
The factor all recipients have in common is they have remained
loyal and focused on the AHRA mission.

Without the significant contribution of these members, your
association would not be what it is today. Significant contribu-
tions to the AHRA and the professions of radiology and health-
care administration may include activities which benefit any or
all levels of the AHRA, move the association forward, elevate
the professions of radiology and healthcare administration,
and are useful to the membership of the organization and pro-
fession.

So we are looking for nominations of members who have con-
sistently contributed to the AHRA for more than just one year.

These contributions should be significant, such as serving as
committee chairs or board members, fundraising, authoring
articles, presenting at the Annual Meeting  or Spring or Fall
Conferences, or being a mentor to other members or new
managers in our profession.

I received the Gold Award in 2004 and was so humbled to be
presented with this award.  I never thought I would be nomi-
nated or receive this award.  I was just working and volunteer-
ing for an organization that I loved.  Hopefully this will inspire
you to think about someone you have worked with who you
think deserves this award and then take the time to go online
and nominate him or her.

To nominate an individual for the Gold Award, please complete
the online nomination form. Nominations should include spe-
cific information as to why you believe the nominee should be
considered for the AHRA Gold Award.

Additional information, including a complete list of Gold
Award winners, may be found online at www.ahraonline.org.

Nominations are due April 5, 2013.

If you have any questions about the nomination process or the
Gold Award, please contact Sarah Murray at smurray@ahraon-
line.org.

Sheila Sferrella, CRA, FAHRA is a partner at Collaborative
Consulting Solutions, LLC. She can be reached at ssferrella@hot-
mail.com..

AHRA News

Celebrating Excellence
By Wanda Coker, CRA, BHS

I have to admit that the greatest honor and highlight of my
career was last year when I received the distinguished AHRA
Award for Excellence.  I get emotional - and sometimes even
kind of teary eyed - when someone comes in my office, sees
the plaque, and asks me about it.  The Award for Excellence is a
prestigious award given annually, and according to the defini-
tion by AHRA, is awarded to a person “who has made a differ-
ence through innovation, leadership, administrative capabili-
ties and sharing of expertise and experiences.”  I was very sur-
prised and humbled, to say the least, when I received the call
from Luann Culbreth, past-president of AHRA, telling me that I
had been selected for this award. The award has been given to
five people annually since 1995. To say that I am one of those
people and to be in that distinct group with some that I do not
know, but many of whom I have met and have utmost respect
and admiration for, is almost beyond words.

One of the ironic things ( though maybe it is not so ironic) is
that when looking over the list of people who had received
this award in the past, I discovered that the department head
and instructor of the radiology technology program that I
attended and graduated from was also a recipient.  Yes, of
course I am telling my age now, but he was one of the first five
to receive this award.  I still have the book that he wrote on
professionalism and ethics that we used as students. I can
remember that he expected a lot from his students and
instilled professionalism in them. He wanted us to be the best
that we could be professionally and he did not expect any less
from us.

The nominations for this award are submitted by peers, col-
leagues, coworkers, and they can even come from your staff.  I



Here, we warmly welcome new members, acknowledge the
tenure of our most committed members, and recognize any
recent successes among all members. If you would like to
acknowledge a colleague, announce a promotion, or make us
aware of an accomplishment please let us know.

New Members (as of February 2013)

Irina Agrest, New York, NY
Cathy Alexander, Glendale, AZ
Christine Andrews, Falls Church, VA
Allison Barnhill, Mount Pleasant, TX
Sandra Boodram, New York, NY
Daniel Boyle, Avalon, CA

Molly Brown, Winchester, VA
Trilby Bryant, Raleigh, NC
Craig Byer, Lillington, NC
Terry Cyler, Dayton, OH
Novlene Clarke-Levers, Lauderhill, FL
Cathleen Cooper, New York, NY
Thomas Coyle, Prior Lake, MN
Rebecca Dehlin, Moscow, ID
Karen DiGiovanne, Lancaster, PA
Deborah Doolan, Winchester, VA
Tracey Duffy, New York, NY
Sharon Dully, Cincinatti, OH
Brandie Ellis-Ellington, Kirkland, WA
John Ernst, Marietta, GA
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AHRA News

And the Oscar Goes to...
By AHRA Staff

AHRA News

Member Appreciation
By AHRA Staff

… Lisa McWilliams of Newton Medical Center in Covington, GA!

AHRA is heading to Los Angeles for the 2013 Spring Conference (April 9-11)! In the spirit of "Going Hollywood" we held an Oscars
contest last month. Our members were invited to select their picks for seven of the major Oscar categories: Best Picture, Best
Actor, Best Supporting Actor, Best Actress, Best Supporting Actress, Best Director, and Best Animated Feature.

The world tuned in on February 24 to watch the celebrated awards show, and the next day, our winner was announced. Lisa won
the contest, and she will be receiving some swanky AHRA sunglasses for her entire team!

For more information about our Spring Conference, including registration, please check out our website at www.ahraonline.org.

believe that this is the most humbling part of this award.
These are the people that you interact with on a daily basis.
Unless you have received feedback or been involved in a 360
or peer-to-peer reviews, you do not always know their true
feelings.  How you perceive yourself as a leader is one thing,
but how others perceive you is another.  This award is one for
excellence and leadership in the profession of radiology.
Acquiring just some of these qualities is a daily process, as well
as a lifelong learning one. It is an ongoing commitment to
develop, improve, and enhance these skills.  It is also a person-
al responsibility to yourself, your employees, and the organiza-
tion that you work for.

The AHRA is a great professional organization from which
members can gain insights from others experiences. It is a cat-
alyst for me, and I am sure for many others, for the develop-
ment of professional leadership skills.  In this time, when most
of the feedback one receives can be negative, it was very hum-
bling to receive positive feedback and validation that someone
could see some of these qualities in me. The nominations that

were submitted on my behalf provided me with positive feed-
back that inspired and motivated me to excel even more.

I display this plaque with dignity and pride.  It reminds me that
it was my peers, coworkers, and/or staff that nominated me for
this award.  I hope that I will always continue to strive on a
daily basis to make a difference in this profession, in the
healthcare field, in the lives of those around me, and in the
patients we serve. It inspires and reminds me on a daily basis,
just as my instructor did years ago, to strive to do my best and
nothing less.

Nominations for the AHRA Award for Excellence are due March
18, 2013. You can nominate someone online at ahraonline.org.

Wanda Coker CRA, BHS is the radiology director at Shriners
Hospital for Children in Greenville, SC. She can be reached at
wcoker@shrinenet.org. 



Jennifer Evans, Shelbyville, IN
Toni Everhart, Shelbyville, IN
Liliana Fajardo, Los Angeles, CA
Lorin Fanning, Monroe, LA
Christina Fotheringham, Murrieta, CA
Karen Fritts, Columbus, OH
Lisa Gregory, Dayton, OH
Jamie Hassebroek, Shelbyville, IN
Patti Hershey, Winchester, VA
Gayle Hodapp, San Angelo, TX
Colleen Holmes, Romney, WV
Raymond Hutter, New York, NY
Jeff Johnson, Columbus, IN
Kimberly Kiniry, Barre, VT
Amber Kuhn, Shelbyville, IN
Margaret Lui, New York, NY
Jennifer Loftus, New York, NY
Robert Long, Winchester, VA
Marie Lyons, New York, NY
Richard Maldonado, New York, NY
Louis Mandeville, New York, NY
Patrice Manley, Portland, OR
Juliet Martin-Pinnock, New York, NY
Judith May, Lancaster, PA
KellyAnne McGorty, New York, NY
Trisha McMahan, Shelbyville, IN
Mary McNamara, Winchester, VA
Salina Meadows, Princeton, WV
Lindsey Mullen, Garden City, MO
Jeffrey Needham, Raleigh, NC
Tom Noser, Luray, VA
Dianna Petry, Fairfield, OH
Alicia Petty, Mesa, AZ
Eric Pollard, Billings, MT
Ruth Reyes, Murrieta, CA
Jami Rimer, Mesa, AZ
Bill Robbins, Dayton, OH
Vlady Rubin, New York, NY
Sarah Schul, Dayton, OH
Melissa Slagle, Indianapolis, IN
Daphne Smith, Fairfield, OH
Sarah Sparks, Dayton, OH
Karen Stadler, Providence, NC
Davian Strozier, Powder Springs, GA
Roy Thompson, New York, NY
Christopher Tuttle, Winchester, VA
Joanna Urquijo, New York, NY
Carrie Walker, Wellsville, NY
Michelle Wiles, Berkeley Springs, WV
Lynn Woebke, Raleigh, NC
Edward Wong Ting Hei, Happy Valley, Hong Kong
Vicki Yaider, Winchester, VA
James Young, Mount Pleasant, TX
James Ziner, Woodstock, VA
Janna Zobel, Shelbyville, IN

Do you know someone who can benefit from an AHRA mem-
bership? Let us know! Send contact information to our mem-
bership department at memberservices@ahraonline.org.

Member Anniversaries (as of March 2013)

25+ Years

Anthony Spada (35)
Larry Gensink (34)
David Sack (34)
Mary Louise Lanni (32)
Peter Menor (31)
Victoria Weingart (31)
Kathryn Ford (30)
Jeffrey Zehel (30)
John Tauscher (28)
Cindy Wedel (28)
Ronald Bucci (25)

10-24 Years

Helen Sullivan (24)
Julie Hughes (21)
Patricia ODriscoll (21)
Patricia Bobko (20)
Vicki Gooss (19)
Raju Thiara (19)
Jo Anne Offutt (19)
Donna Ellis (18)
Janice Nix (18)
Tammy Karst (18)
Denis Dionne (17)
Darlene Headley (16)
John Heinrich (16)
Janice Eurton (15)
Linda Hrebec (15)
I. Russell Waltman (15)
James Cucco (14)
Martha Koperwhats (14)
Michael Lindsey (14)
Jean Smith (14)
Ernie Stewart (14)
Joyce Webb (14)
Bret McManus (14)
John Desiderio (13)
Gary Rogaczewski (13)
Clint Gabrys (13)
John Pullano (13)
John Simon III (12)
Jeffrey Lawson (12)
Jim Sass (12)
Gara Colelli (12)
Peter Davis (12)
Ruth Ann Kaiser (12)
Joseph Kappa (12)
Donna Rufsholm (12)
Peggy Pustejovsky (12)
Robert Richardson (12)
Carol Arteno (11)
Ginny Carpenter (11)
Barbara Menear (11)
Freda Stewart (11)
Linda Williams-Klee-Reasoner (11)
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Martin Schotten (11)
Rhonda Donohue (11)
Rome Wadlington (11)
Mary Johnson (11)
Angela Brown (11)
Scott Baker (11)
Don Cull (11)
Karen Heinlein (11)
Patricia Kroken (10)
Kirk Mosher (10)
James Barten (10)
Amy Birkemeier (10)
Quentin Cole (10)
Stephen Ellerman (10)
Christine Kramer (10)
Scott Lehman (10)
Paul Mosebach (10)
John Neal (10)
Jack Russell (10)
Wawana Walker (10)
Scott Looper (10)
Jose Serpa (10)
Jamie Easterling (10)
Michele Babinski (10)
Dan Ellsworth (10)
Deo Religioso (10)
Joseph Gagliardo (10)
David Marichal (10)
Marjory Vidulich-Savino (10)
Tommy Kimbrough (10)
Ahnaf Arafah (10)
Daron Vchulek (10)
Phyllis Johnson Griffin (10)

5-9 Years

Bruce Arbogast (9)
David Harrison (9)
Pamela Waksmonski (9)
Darren Kazmierczak (9)
Joshua Scheller (9)
Cheryl Barley (9)
Cheryl Halcovich (9)
Cicero Holmes (9)
Jerry Jeffries (9)
Brent Obrien (9)
Don Pittman (9)
Jill Sansom (9)
Rich Egan (9)
Dana Ellis (9)
Caroline Erickson (9)
Michael Florip (9)
Peter Scaminaci (9)
Judy Searle (9)
Joan Sinnett (9)
Thomas Kelly (9)
John Kiernan (9)
Robyn Reynolds (9)
Michael Sclafani (9)
Carol Flynn (9)

Pamela Hendrick (9)
Terri Herrick (9)
Leigh Dudley (9)
Davella Philipp (9)
Catherine Carr-Hoefer (8)
Daniel Grabowski (8)
Eugene Haviland (8)
Jeff Schroetlin (8)
David Young (8)
Craig Wolf (8)
Jill Litzinger (8)
David Buczkowski (8)
Susan Hofmeister (8)
JoAnn Jefferson (8)
Daren Beltz (8)
Donald Thomas (8)
Tina Crain (8)
Robin Scalise (8)
Michael Hajworonsky (8)
Cindy Winter (8)
Cathy Blaese (8)
Ronald Weitze (8)
Oliver Blackstar Jr. (8)
Tina Scott (8)
Joseph Langdon (8)
Rebecca Keith (8)
Victoria Barnosky (8)
Mary Posern (7)
Michael Goode (7)
Lori Hart (7)
Sarah Hodges (7)
Susan Johnson (7)
Kim Jolly (7)
James Knauf (7)
Karen Kubik (7)
David Lafleche (7)
Linda Scipioni (7)
Daniel Steele (7)
Judith Turner (7)
Debbie Casseday-Thiel (7)
Alison Firth (7)
Cathi Phillips (7)
Edward Rytell (7)
Brian Galle (7)
Donna Moir (7)
Kevin Nimerick (7)
Allen Gilbert (7)
Beth Ann Vara (7)
Carl Larsen (7)
Barbara Chodacznik (7)
Scott Mattes (7)
Mark Saari (7)
Belinda Escamilla (7)
Kimberly Harrell (7)
Sylvia Huitsing (7)
Manuel Fors (7)
Sherri Cole (6)
Kelly Combs (6)
Jennifer Farley (6)
Eileen Goodwin (6)
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Jodi Haeffner (6)
Steven Jung (6)
Charles Piccinnini (6)
Dawn Ray (6)
Brandi Smith (6)
Lisa Stevens (6)
Shirley Tillman-Walker (6)
Chris Tomlinson (6)
John Hurley, Jr. (6)
Heidi Lahti (6)
Joni Schupp (6)
James White (6)
Pam Haines (6)
Cheryl Williams (6)
Michele Grose (6)
Sandra Winfield (6)
Sherry McDonald (6)
Brenda Lusk (5)
Brenda King (5)
Wayne Muth (5)
Karen Lang (5)
Terry Rankin (5)
Misti Jackson (5)
Helen Busby (5)
Pamela Cornelio (5)
Aimee Phillips (5)
Susan Stidham (5)
David Marchione (5)
Sheila Duvall (5)
Melody Frost (5)
Tony Henderson (5)
Stephen Mattson (5)
Shirley Patterson (5)
David Payne (5)
Nancy Davis (5)
Evette Quiroz (5)
Richard Dial (5)
Steven Sims (5)
Ramon Eakerns (5)
Eugene Scott (5)
Eric Summers (5)
Judy White (5)
Tia Wise (5)
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