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Palliative Care  
in Post-Polio Syndrome
By Meredith E. Driscol, MD

special section: pain management

Post-polio syndrome (PPS) is a late effect 
that occurs 15 to 50 years after partial or 
complete neurologic recovery in patients 
with prior acute paralytic poliomyelitis. It 
is not infectious in nature and is therefore 
not contagious, but it is thought to result 
from immunologic and inf lammatory 
mechanisms that cause attrition and pre-
mature neuron exhaustion.

Loss of motor neurons and reduced 
neuromuscular reserve capacity is com-
bined with a disturbed balance between 
ongoing reinnervation and denervation at 
the expense of reinnervation. It is a clinical 
diagnosis of new onset asymmetric muscle 
weakness and atrophy in limb, bulbar or 
respiratory muscles along with excess 

muscle fatigue and diminished physical 
endurance. Exclusion of all other medical, 
neurological, orthopedic and psychiatric 
diseases that could cause such symptoms 
is required.

Muscle and joint pain occurs from 
prolonged abnormal stress from skel-
etal deformity and muscle weakness. 
Orthopedic complications result including 
osteoporosis, fractures, joint instability, 
osteoarthritis and scoliosis. Lifelong use of 
adaptive equipment can lead to neurologic 
complications such as peripheral nerve 
entrapments. Restrictive lung disease and 
hypoventilation may also develop.

The key to treatment and management of 
the symptoms of PPS is a multidisciplinary 

medical and rehabilitation team. Physical 
therapy is needed for demonstration of 
nonfatiguing exercise to increase muscle 
strength and endurance and of techniques 
to improve body mechanics and posture. 
Ice, heat, massage and electrical stimu-
lation may be beneficial. Occupational 
therapy is able to provide for assistive 
devices and speech therapy allows for 
swallowing evaluation and instruction and 
for dietary assistance. Respiratory therapy 
can evaluate the need for oxygen or CPAP 
and can teach cough and deep breathing 
exercises. Ultimately, reconstruction of 
orthosis may be needed, as in a patient with 
scoliosis where surgical correction would 
aid respiration.

Counseling in social functioning should 
include effective time management, stress 
reduction, simplification of work regi-
mens, adequate rest, and the establishment 
of effective sleep patterns.

Pharmacological ly, NSAIDS are 
beneficial in diminishing pain due to 
inf lammation, and methadone, other 
opioids and certain anticonvulsants and 
antidepressants may relieve neuropathic 
pain. Drugs to treat restless leg syndrome 
may also aid sleep, as can antidepres-
sants and anxiolytic/hypnotic agents. 
Modafinil has proven no more effective 
than placebo for treatment of fatigue, and 
immunoglobulin infusions to reduce in-
flammatory cytokines are not an established  
standard therapy.

T he prognosis i s  usua l ly good. 
Progression to further weakness is usu-
ally slow, with plateau periods that range 
from 1 to 10 years.

Dr. Meredith Driscol is medical direc-
tor of Hospice of the Western Reserve. She 
is board certified in Oncology and Hospice  
and Palliative Medicine. ■

Ovarian Cancer National Alliance

*Recent studies in medical journals show that between 47 and 95 percent of women have symptoms several 
months before their diagnosis, even with early-stage disease.

MANY WOMEN WITH OVARIAN CANCER 
HAVE SYMPTOMS BEFORE THEIR DIAGNOSIS*

Help your patients know the symptoms of ovarian cancer 
(one or several of these for three or more weeks):

www.ovariancancer.org    202-331-1332

���Abdominal pressure, bloating or 
discomfort

�� Increased abdominal size or 
clothes fitting tighter

���Increased or urgent need to 
urinate

���Pelvic pain

���Constipation or diarrhea

���Nausea, indigestion or gas

���Abnormal vaginal bleeding

���Unusual fatigue

���Unexplained weight loss or gain

���Shortness of breath

���Low back pain

���Loss of appetite

The Ovarian Cancer National Alliance is the nation’s voice 
for ovarian cancer issues.



You don’t have to be a high-powered lobbyist to

call on Congress—just a healthcare professional

who volunteers her time to prescribe a lifesaving

message. American Heart Association advo-

cates are part of a nationwide network of people

dedicated to finding a cure for heart disease.

They contact legislators to lobby for more

funding for medical innovations, paving the way

for lifesaving medical advances like new drugs

to control high blood pressure and lower choles-

terol, pacemakers and coronary bypass. Join us

and you too can save lives from the nation’s 

No. 1 killer—heart disease. 

Heart Disease. You’re the Cure. 
www.americanheart.org/yourethecure

Lobbyist
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New Spine Surgery Approach 
Offers Relief for Back Pain 
By Louis Keppler, MD

special section: pain management

Only a few years ago, having back 
surgery that involved lumbar fusion 
required up to a one-week hospital stay 
and months of recovery. Today, a new, 
minimally invasive alternative is provid-
ing faster relief to individuals suffering 
from severe back pain.

The procedure, eXtreme Lateral 
Interbody Fusion, or XLIF, uses a mini-
mally invasive approach to access the 
spine through the patient’s side. Unlike 
a traditional lumbar fusion performed 
through an anterior or posterior ap-
proach, the XLIF enables surgeons to 
avoid dissection or retraction of the ma-
jor back muscles and tissues, preventing 
associated pain and spasm. This results 
in increased safety and a lower incidence 
of complications.

With XLIF, most individuals only 
require an overnight hospital stay. 
Recovery time is significantly reduced, 
with most patients walking within a few 
days and returning to most activities 
within four to six weeks after surgery.

During the XLIF procedure, two 
small incisions are made on the side 
of the patient’s body. A special sur-
g ical retractor a l lows maximum 
access to the spine, while minimizing 
tissue disruption. Throughout the 
procedure, additional advanced technol-
ogies are used – a fluoroscopy machine  

provides real-time, 3-D X-ray imagery 
of the spine, while special nerve moni-
tors minimize risk of injury from the  
surgical instruments.

While XLIF is relatively new, the 
clinical results are similar to or bet-
ter than traditional procedures. XLIF 
allows greater access to the spine, 
improved visualization, and increased 
angulation and positioning of instru-
ments and implants. This provides all 
the benefits of a minimally disruptive 
surgical approach without compromis-
ing conventional surgical techniques. 
Since XLIF allows for more complete 
disc removal and implant insertion, a 
larger implant can be used – indirectly 
decompressing nerves in the foramen by 
restoring disc space height.

XLIF represents a leap forward in 
managing back pain. Many older pa-
tients who were ineligible for traditional 
lumbar fusion may now be appropriate 
candidates for this innovative surgical 
approach. In fact, XLIF has allowed 
treatment of degenerative scoliosis 
among members of the elderly popula-
tion, whose medical condition would 
have otherwise been a contraindication 
to corrective surgery. 

CASE STUDY
Thirty years ago, a now 65-year-old 

mother and grandmother had tradi-
tional “open” back surgery to relieve 
a herniated disc. When her back pain 
returned five years ago, she became 
worried. Eventually, the pain was con-
stant, preventing her from bending over 
and limiting her mobility. Conservative 
treatments, including medication and 
nerve blocks, did not help. 

Fearful of having the same invasive 
surgery that she underwent years ago, 
the patient delayed seeking treatment. 
Finally, the pain became too much 
to bear. She came to The Spine and 
Orthopedic Institute at St. Vincent 
Charity Hospital.

After a thorough examination, it 
was determined that she was a perfect 
candidate for the XLIF procedure. The 
surgery was completed in July 2007, 
followed by a two-day hospital stay. She 
was pain-free within a couple of days 
after surgery and, within three weeks, 
was fully recovered and back to her 
normal activities, such as driving a car 
and cleaning her home.

In approximately 20 percent of cases, 
a percutaneous posterior instrumen-
tation is required to provide further 
stability. This also is a minimally inva-
sive procedure allowing placement of 
spinal screws and rods through multiple, 
small incisions, while providing mini-
mal blood loss and physiologic stress.

Louis Keppler, MD, is co-founder and 
co-director of The Spine and Orthopedic 
Institute at St. Vincent Charity Hospital. 
To date, he has performed more than 40  
XLIF procedures. ■

With XLIF, most individuals only require an 
overnight hospital stay. Recovery time is 

significantly reduced, with most patients walking within 
a few days and returning to most activities within four 
to six weeks after surgery.



You know what patients want.  Less stress from the diagnostic imaging they need.

They don’t want to park in a garage and walk a half-mile. Or navigate long hospital corridors.
They don’t want to wait and worry a week or three for their appointment and results.
Or sit in crowded waiting rooms.

They want what you want. Answers… and convenience. No more. No less.

That’s why Drs. Hill & Thomas Co. delivers more… and less. More superb image quality.
Less patient aggravation. More dedication to the needs of your practice. Less stress.
More convenience including close-in, free parking, multiple locations, next-day scheduling
and caring, personal attention.

��������������������������� Because everybody could use a little less stress in their lives.

Introducing the Less-Stress MRI.
(Wait less. Worry less. Walk less. Work less.)

We make imaging easier.
www.hillandthomas.com

Drs. Hill & Thomas Co. Ashtabula - Open MRI, CT, Ultrasound, X-ray, Mammography - 888.236.XRAY

Eastside Imaging Center, Willoughby Hills - High Field MRI, X-ray - 800.743.1984

Southside Imaging Center, Medina - Open MRI - 800.332.8454

Westside Imaging Center, Brook Park - High Field MRI, CT, X-ray - 216.267.8080
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Cervical Length a Good 
Predictor of Preterm Delivery
By Justin Lavin, MD

special section: pain management

Preterm birth, defined as one that occurs 
at less than 37 weeks gestation, is the leading 
cause of neonatal mortality and morbidity. 
While babies born before 32 weeks have 
the greatest risk of death and severe illness, 
those born between 32 and 36 weeks (which 
make up the greatest number of preterm 
births) are still at higher risk for health and  
development problems.

Now, this risk can be greatly reduced by a 
new intervention which involves routine mea-
surement of cervical length via transvaginal 
ultrasound during the 20th to 24th weeks 
of pregnancy. When the cervix is short (15 
mm or less), progesterone is recommended 
to ward off premature birth. In high-risk 
women, a cervical length of 25 mm or less 
would be a warning sign. 

In Britain, this intervention was found 
to significantly reduce preterm delivery,  

according to a study published in the August 
2007 issue of the New England Journal of 
Medicine. In that study, researchers found 
that progesterone treatment reduced preterm 
delivery in women with a short cervix by 34 
percent, compared with 19 percent of those 
treated with a placebo. Progesterone appears 
to slow the shortening of the cervix.

In the British study, just 413 women out of 
24,620 were found to have a cervical length 
of 15 mm or less, which is 1.6 percent of the 
study participants. Although that number 
may seem low, universal screening is still 
warranted. Once a woman goes into preterm 
labor, there’s not a lot that can be done to 
treat it. We may be able to delay delivery for 
72 hours to give the baby steroids for lung 
development, but we’re not very successful 
at stopping preterm labor.

This is a huge step forward in identifying 

and treating women at risk for spontaneous 
preterm delivery. Routine screening will 
result in lives saved and improved quality of 
life for many children who may, otherwise, 
be born too soon.

We know of no other intervention that is 
anywhere near as effective. If we limit the use of 
this screen to patients with a history of preterm 
births, we will achieve only a small effect on the 
overall rate of prematurity because only about 
10 percent of spontaneous early preterm births 
occur in women with this history.

Cervical length assessment should be 
standard for all pregnant women, even those 
expecting their first child and those with no 
history of preterm delivery. Please get the 
word out to as many women as possible.  

Dr. Justin Lavin is a board-certified perinatolo-
gist and director of the Division of Maternal/Fetal 
Medicine at Akron Children’s Hospital. ■ 

www.hospiceohio.org
216-931-1450

The Better Choice in Hospice Care

OPENING SUMMER 2008

Our 14-bed Hospice Center welcomes patients
and their families facing end of life issues.

Features include:
• Nursing and physician services
• Family lounge and overnight amenities
• Art/music studio and children’s play area
• Spacious private rooms with a home-like feel

HOSPICE PALLIATIVE CARECENTER
&

at the Senior Health
& Wellness Center

MetroHealth Old Brooklyn Campus
4229 Pearl Road 
Cleveland, Ohio 44109
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Robotic-Assisted Surgery at UHCMC
Enhancing Women’s Health
By Robert Janek

As physicians continually seek to refine their surgical skills and 
outcomes, robotic-assisted surgical systems are gaining in popu-
larity. Offering precision along with articulation beyond normal 
manipulation and three-dimensional magnification for the surgeon, 
and a host of benefits for the patient, surgical robots have taken 
minimally-invasive surgery to the next level.

At University Hospitals Case Medical Center (UHCMC), 
Intuitive’s da Vinci Surgical System is the robot of choice for gyne-
cologic and urologic surgery and, in the future, cardiothoracic and 
general surgery procedures. Vivian von Gruenigen, MD, director 
of Robotic Surgery at UHCMC and associate professor at Case 
Western Reserve University School of Medicine, was one of the 
first gynecologic oncologists in Ohio to use it.

hospital feature

Along with a team of surgical specialists from UH MacDonald 
Women’s Hospital and UH Ireland Cancer Center, Dr. von 
Gruenigen has developed the region’s first women’s health robotic 
surgery program. She is one of six women’s healthcare specialists, 
including four gynecologic oncologists, a reproductive surgeon 
and a urogynecologist — a full women’s service line — who are 
or will be performing robotic-assisted surgery at MacDonald. 
The benefits are so great, she favors robotic-assisted surgery over  
conventional laparoscopy.

“The da Vinci received FDA clearance for hysterectomies in 
2005 and is now becoming the standard of care for this procedure,” 
said Dr. von Gruenigen. “Today, the main applications in gynecol-
ogy are in female cancers, reproductive surgery, uterine fibroids,  

At University Hospitals Case Medical Center (UHCMC), robotic-assisted surgery is currently being utilized in gynecology and urology. Shown 
here with the da Vinci Surgical System robot is (L-R) Audrey Johnson, ST, George Young, RN, Vivian von Gruenigen, MD, Robert DeBernardo, 
MD, and Carla Lima, RN.
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uterine prolapse and benign obese gyne-
cology. Anything you can do through a 
laparoscope, you can do with a robot — and 
with better visualization and fewer com-
plications. For obese and morbidly obese 
patients who need surgery, you are able to 
do more minimally invasive procedures.”

THE TECHNOLOGY
The da Vinci System consists of an er-

gonomic surgeon’s console, a patient-side 
cart with four interactive robotic arms, a 
high-performance 3D HD vision system 
and electromechanically enhanced instru-
ments. Powered by state-of-the-art robotic 
technology, the da Vinci System is designed 
to scale, filter and seamlessly translate the 
surgeon’s hand movements into more pre-
cise movements of the instruments. The 
net result is an intuitive interface, which 
makes the robotic-assisted surgery look and 
feel like traditional “open” procedure to the 
surgeon, but with all of the benefits (and 
more, according to Dr. von Gruenigen) of 
minimally invasive surgery.

“In laparoscopic surgery, we are standing 
and operating with ‘sticks’ while we look 
up at a monitor that’s six feet away. With 
the robotic system, surgeons are seated at 
a console with controllers, which fit over 
your index finger and thumb, while we 
look down at a highly magnified image on a 
monitor,” said Dr. von Gruenigen. “There’s 
much finer dexterity and maneuverability 
and much greater visualization with the 
robot, which enables us to more precisely 
dissect and suture.”

While the surgeon operates seated at 
the console, another physician stands at 
the patient’s bedside watching the patient 
and changing the instruments in the robotic arms as needed. The 
surgery progresses very naturally.

“The surgery procedure does not change. It’s very similar to an 
open procedure, except it’s less invasive and we can see the anatomy 
so much better.”

Medical students and residents can observe the surgery better, too 
— not from the patient’s bedside, but from a distance via teaching 
TV connected to the surgeon’s monitor. A computerized touch 
screen enables the surgeon to highlight organs and other structures 
during surgery in the same way a sports commentator highlights a 
player’s movement during a basketball game. Dr. von Gruenigen 

considers this to be wonderful teaching tool and one of the many 
benefits of the da Vinci system.

THE BENEFITS
For the patient, the minimal invasiveness of robotic-assisted surgery 

offers many benefits when compared to traditional open surgery. The 
incisions — four of them approximately 1 cm in size in the upper ab-
domen, as compared to one 10-12 cm incision in the lower abdomen 
— are much more cosmetically appealing. There is less pain, less risk 
of infection, less blood loss and fewer transfusions, a shorter hospital 
stay, faster recovery and quicker return to normal activities.

Vivian von Gruenigen, MD, director of Robotic Surgery at UHCMC and associate professor 
at Case Western Reserve University School of Medicine, was one of the first gynecologic 
oncologists in Ohio to utilize robotic-assisted surgery. Along with a team of surgical 
specialists from UH MacDonald Women’s Hospital and UH Ireland Cancer Center, Dr. von 
Gruenigen has developed the region’s first women’s health robotic surgery program.
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“Less pain means less narcotics and improved quality of life, 
because the patient can get up and take care of herself sooner,” said 
Dr. von Gruenigen.

Robotic-assisted surgery offers advantages over laparoscopic 
surgery, as well. According to Dr. von Gruenigen, estimated blood 
loss is less and operative times are steadily improving.

“With laparoscopic surgery, I make an open incision and 
I’m in. With robotic surgery, we have to put the laparoscopic 
port in, and then we have to attach the robotic arm to the 

laparoscopic port. So, it does add some time to the front end 
of the procedure, but it actually saves time during the actual 
surgery, because dissecting and suturing is easier with the 
robot,” she said.

For obese patients who are not candidates for minimally invasive 
surgery through a laparoscope, the benefits of robotic-assisted 
surgery are even greater — potentially life-saving.

“Research in gynecology patients has shown that once a patient’s 
body mass index (BMI) is greater than 35, laparoscopic surgery for 

endometrial cancer has only a 65 percent 
success rate,” said Dr. von Gruenigen. 
“Before the FDA approved robotic surgery 
for gynecology, the only other option was 
the traditional large-incision surgery.”

She explained that doing an open surgery 
on an obese or morbidly obese patient (with 
a BMI of 40 or more) can result in wound 
infections, pulmonary embolisms, deep vein 
thrombosis, pulmonary dysfunction, pneu-
monia, and other surgical morbidities. Many 
times, physical therapy is required to get 
these patients up out of bed and moving.

“As a researcher I look at this as a para-
digm shift in how we treat endometrial 
cancer patients and how we can improve 
their overall survival and survivorship,” said 
Dr. von Gruenigen. “In other words, if I put 
a morbidly obese patient on the robot, I have 
less problems with wound infections, she 
can walk sooner and go home sooner, and 
I can get her into rehab — lifestyle chang-
ing rehab — much quicker. So, what the 
da Vinci allows us to do is more minimally 
invasive surgery on the obese.”

RELATED RESEARCH
Through funding provided by the American 

Cancer Society and Lance Armstrong 
Foundation, Dr. von Gruenigen has as-
sembled a team to study medical and surgical 
outcomes in endometrial cancer survivors.

“When we globally look at robotic 
performance, we measure health related 
outcomes,” she explained.

What her research showed is that 68 
percent of her patients with early endome-
trial cancer were obese. This compares to 
prior retrospective reviews since the 1970s, 
which indicated that approximately 30 
percent of patients with endometrial cancer 
were obese. In addition, the incidence of 

Robert DeBernardo, MD, performs robotic-assisted surgery at UHCMC. Seated at a console, 
he operates controllers that fit over his index finger and thumb while looking at a highly 
magnified image of the patient’s anatomy on a monitor. The controllers seamlessly translate 
his hand movements into more precise movements of the instruments. The net result is an 
intuitive interface that makes the robotic-assisted surgery look and feel like traditional 
“open” procedure to the surgeon, but with all of the benefits of minimally invasive surgery.

P
H

O
T

O
 ©

 S
M

IT
H

B
E

R
G

E
R

 P
H

O
T

O
G

R
A

P
H

Y
, 

N
O

R
T

H
 C

A
N

T
O

N

GREATER CLEVELAND M.D. NEWS   JUNE-JULY 2008  |  27  



2 8   |  GREATER CLEVELAND M.D. NEWS   JUNE-JULY 2008

endometrial cancer is rising.
Dr. von Gruenigen explained that even though the majority of 

patients with endometrial cancer have stage IA, grade 1 disease and 
should be surviving, her research reveals that these patients have a sta-
tistically significant higher incidence of death within 5 years. And this 
is not due to cancer; it’s due to the co-morbidities from their obesity 
such as hypertension, diabetes, cardiovascular disease and pulmonary 
dysfunction. She is interested in decreasing these co-morbidities.

To decrease these co-morbidities, she advocates physicians engage 
the “teachable moment” after surgery and counsel their patients 
on positive lifestyle change, including improving nutrition quality 
and exercise. Significant research recently published by Dr. von 
Gruenigen et al, shows the feasibility of doing this with endometrial 
cancer survivors.

“When we see lung cancer patients, we tell them to stop smoking. 
‘You have cancer, because you smoke. I’m going to help you stop 
smoking.’ And we do that through counseling and smoking cessation 
programs. We engage a teachable moment of morbidity to change 
their lifestyle pattern,” Dr. von Gruenigen explained.

“We should be doing the same thing with endometrial cancer 
patients. We should be telling them, ‘You have an obesity-driven 
cancer. With this surgery, you are probably cured from your cancer. 
However, you may die due to your obesity-driven medical problems. 
You need to change your lifestyle right now.’ And we should engage 

At University Hospitals Case Medical Center, Intuitive’s da Vinci is the robotic surgical system of choice. It consists of an ergonomic surgeon’s 
console, a patient-side cart with four interactive robotic arms, a high-performance 3D HD vision system and electromechanically enhanced 
instruments. While the surgeon operates seated at the console, another physician stands at the patient’s bedside watching the patient and 
changing the instruments in the robotic arms as needed.

them in improving their nutrition quality, increasing their exercise 
and focusing on weight loss.”

Dr. von Gruenigen believes robotic-assisted surgery will propagate 
the paradigm shift in endometrial cancer survivors. By doing minimally 
invasive surgery, the patient has less surgical morbidity, goes home the 
next day, and can undergo positive lifestyle changes sooner.

“Essentially, ‘robotics to rehab’ has the potential to change this 
survivor community,” she said.

As for the future of robot-assisted surgery in gynecologic ap-
plications, Dr. von Gruenigen anticipates that robotic-assisted 
hysterectomy may become more common than robotic-assisted 
radical prostatectomy. Presently, radical prostatectomy is the most 
common procedure that is done with the da Vinci. In addition to 
hysterectomies, robot surgeries at MacDonald will include treating 
endometriosis, uterine prolapse and fibroids.

“I anticipate about 50 percent of our surgeries will be performed 
on our robot. Presently, it’s not applicable for metastatic disease, 
because with the current technology, you cannot move around the 
patient 360 degrees,” she said. “But I believe this will be a future di-
rection for the technology. And it will truly benefit our patients.”

UH MacDonald Women’s Hospital is the only hospital in Ohio that is 
completely dedicated to women. For more information about robotic-assisted 
surgical options, call 216-844-3491. ■
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New MR: Whole Body,  
Small Parts All on the Same Machine
By Cheryl A. Petersilge, MD  

special section: medical technology

Magnetic Resonance Imaging (MRI) is 
commonly used to diagnose a variety of 
bone, muscle and neurological conditions 
ranging from sports related injuries to 
chronic diseases and neoplasms. Because 
of the level of detail it provides, MRI 
assists in the earlier diagnosis of various 
medical conditions including brain and 
nervous system disorders, cardiovascular 
disease, cancer, orthopedic conditions, 
and organ disease. With advancements 
in treatment, such as articular cartilage 
repair and newer drugs for the treatment 
of arthritis, the demand for superior 
image quality and clinical performance 
is great. 

New 1.5 Tesla Magnetic Resonance 
(MR) systems featuring revolutionary 
total imaging matrix technology help 
physicians evaluate the most complex pa-
thologies to make faster and more accurate 
diagnoses. This technology symbolizes a 
new era of MR image quality and effi-
ciency that allows radiologists to obtain 
high resolution images of larger regions of 
the body, such as the spine, without stop-
ping to reposition the patient. It enables 
referring physicians to diagnose and treat 
patients more effectively, and in a more 
timely and comfortable manner. 

With leading magnet and gradient 
technology, this new MRI technology 
offers many advantages, particularly for 
neurological functional applications and 
whole body scanning. It provides fast 
image acquisition with parallel imaging 
in all three dimensions, including head 
to toe, front to back, and side to side, 
and allows clinicians to transfer image 
protocol parameters from a CD, making 
it possible to initiate a scan directly from 
the image.

Total imaging 
matrix technology 
is the first whole 
body surface coil 
design to seam-
lessly combine up 
to 76 coil elements 
and 32 RF chan-
nels. It provides 
the highest acquisi-
tion speed without 
image artifacts or 
res t r ic t ions  i n 
coverage. This ex-
tended coverage 
gives radiologists 
the opportunity to 
conduct advanced 
a p p l i c a t i o n s , 
suc h  a s  whole 
body metastasis 
evaluation. This technology includes a 
comprehensive set of clinical applications 
including sequences specifically designed 
for Neuro, Angio, Body, Oncology, and 
Orthopedic. 

Specialty coils such as the new eight 
channel wrist coil and foot and ankle 
coil provide images with small fields of 
view with better signal to noise ratio. 
This improvement in turn leads to higher 
resolution images and increased diagnostic 
details. Imaging small parts such as fin-
gers and toes is now more enhanced than  
ever before. 

The 1.5 Tesla MR system’s inviting de-
sign makes it accessible for any patient. It’s 
low to the floor table position and wide, 
patient-friendly inner bore diameter of 70 
cm increases comfort and helps accom-
modate larger patients. Strong gradients 
for high resolution and short scan times 

make getting an MRI more acceptable 
and feet-first entries decrease the anxiety 
of patients who are uncomfortable in 
small spaces. The body coils are signifi-
cantly lightweight making MRI easier for 
patients, especially cardiac and oncology 
patients. The new MRI system also reduc-
es acoustical noise by up to 97%, making 
ear protection no longer mandatory for 
many routine examinations. 

This new technology allows physicians 
to provide state of the art imaging to 
patients right in their own community, 
yielding faster, more accurate, and more 
comfortable care. 

Dr. Cheryl Petersilge is a board-certified 
Cleveland Clinic radiologist. She is the medical 
director of Radiology at Marymount Hospital 
and Marymount Medical Center, Broadview 
Heights. She is also vice chair for Radiology, 
Cleveland Clinic, East Region hospitals. ■ 
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Soft Touch, High-Tech Care
By Robbie L. Webb, RN, CHPN

special section: medical technology

In-home monitoring provides hospice 
patients with a new approach to end-of-
life care that is highly individualized to 
address physical and emotional care needs.  
This in-home monitoring technology, also 
referred to as TeleHospice, is a unique way 
to combine a soft touch with high-tech care 
for those patients at the end of life.

Patients living with a life limiting dis-
ease benefit from consistent monitoring to 
ensure that symptoms are well-managed, 
improving their quality of life. TeleHospice 
in patient homes creates real-time support 
for the patient and family, while document-
ing trends so the care team can respond 
with interventions. TeleHospice users have 
expressed an increased sense of support 
and decreased anxiety, and they feel more 
involved in their care. Families have also 

expressed feelings of increased support 
and peace of mind that their loved ones are 
being monitored regularly.

The monitor ing system prompts 
Hospice patients to take their vital signs 
such as blood pressure, oxygen satura-
tion, heart rate and weight, on scheduled 
days. The TeleHospice monitors are 
programmed to ask the patients disease-
specific questions in a yes/no format. This 
data is transmitted to a central monitoring 
station, where a nurse reviews the data 
and contacts patients, family members 
and the hospice case managers with any 
changes. If changes to the plan of care are 
needed to manage symptoms, the physi-
cian is contacted immediately.

Interventions may include:
• Increased dose of diuretics for shortness of 

breath, weight gain or increased edema,
• Medication education to caregivers of 

hospice patients, and/or
• Adjustment of pain medications.

The TeleHospice monitor can also be 
used manually but the information is not 
transmitted to the central monitoring 
station. Hospice patients or a caregiver 
keep a log, or they phone in the data to the  
triage nurse.

While TeleHospice is not appropri-
ate for every hospice patient, it will 
continue to evolve and grow as more infor-
mation is gained. TeleHospice is a unique 
way to bring security and continuity to  
hospice patients.

Robbie Webb is a hospice community care co-
ordinator for Visiting Nurse Association’s Hospice 
& Palliative Care Partners of Ohio. ■
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want better health care? start asking more questions. to your doctor. to your pharmacist. 
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Advances in Multi-Detector CT: 
Imaging of the Coronary Arteries
By Pedro J. Diaz, Ph.D

special section: medical technology

The evolut ion of mult i-detector 
computed tomography (MDCT) tech-
nology over the past decade from 2-slice 
to 64-slice configurations has made 
computed tomography angiography 
(CTA) the imaging modality of choice 
for assessment of a broad range of cen-
tral and peripheral vascular disorders. 
The high–resolution, cross-sectional, 
isotropic images generated by these 
MDCT scanners have enabled physi-
cians to, with the help of powerful 
visualization hardware and software, 
diagnose and define the extent of vas-
cular disease as well as, plan treatment 
and/or interventions. However, prior 
to recent enhancements in the speed, 
power, and coverage of these MDCT 
scanners, chal lenges remained for 
the most demanding CTA application 
— imaging the coronary arteries. Due 
to their small caliber and rapid motion, 
in order to reproducibly image the coro-
naries at a broad range of heart rates 
and in a single breath hold, significantly 
higher temporal resolution, spatial cov-
erage and X-ray tube capacity than that 
needed to image the rest of the human 
vasculature is required.

The increase in the number of MDCT 
scanner slices (and hence anatomic cov-
erage) has been accompanied by faster 
rotation times, sub-millimeter spatial 
resolution, and improved image recon-
struction algorithms. The combination 
of these enhancements has resulted in 
more consistent, higher-quality imag-
ing of the coronary arteries. Over the 
past 5 years, clinical investigations us-
ing 16-, 40-, and 64-slice systems have 
demonstrated a) increases in the robust-
ness and diagnostic accuracy of MDCT 
angiography (MDCTA) for the detec-
tion of coronary artery disease (CAD),  
b) increases in the mid-term prognostic 
value and accuracy of MDCTA, as well 
as c) demonstrated the positive impact 
of MDCTA on clinical decision making 
in the emergency room. The combina-
tion of technological enhancements and 
the body of scientific clinical proof have 
established MDCTA as a viable non-inva-
sive modality for coronary imaging.

The latest generation of MDCT scan-
ners (256 slices or more) have provided 
additional increases in volume coverage 
(8 cm and higher), spatial resolution, 
and temporal resolution, which have 

made consistent, high-quality imaging 
of all coronary artery segments achiev-
able. The entire cardiac anatomy (~12 
cm) can be now be imaged in under 5 
seconds at a temporal resolution of as 
little as 43 ms with the latest generation 
MDCT scanners.

Significant increases in available X-ray 
power (and thus a superior signal-to-
noise ratio) have also made it possible 
to reproducibly acquire high quality 
scans in obese patients presenting with 
chest pain (Figure 1: Patient with BMI 
of 50).

In addition, various scanning methods 
to mitigate the risks and concerns associ-
ated with radiation exposure, including 
intelligent modulation of the X-ray tube 
and associated collimation, have become 
available. If the primary indication for 
a cardiac CTA exam is coronary artery 
assessment (e.g., if functional informa-
tion is not needed), dose can be reduced 
by using a prospectively ECG-gated 
sequential (axial) mode of scanning in 
which the X-rays are turned on only dur-
ing a physiologically quiescent cardiac 
phase (e.g., diastole). This approach 
yields a reduction in radiation dose 
of up to 80 percent over conventional 
multi-phase spiral cardiac CTA scans, 
allowing assessment of the coronaries 
at a dose that is roughly equivalent to 
the annual background radiation dose  
v(Figure 2: Low Dose Prospectively 
Gated Acquisition).

Pedro Diaz, PhD, is vice-chair, Imaging 
and Informatics Systems, Department of 
Radiology, at The MetroHealth System. He 
also is an assistant professor of Radiology 
and Biomedical Engineering at Case Western 
Reserve University. ■

Figure 1:Patient with BMI of 50
Figure 2: Low Dose Prospectively Gated 
Acquisition



Imagine being able to get out of bed every day– all by yourself.  And now…believe it.  

Our innovative, holistic approach to spine and pain management is designed to 

restore your mobility and freedom with the latest conservative care and treatment.  

Exclusive to University Hospitals Geauga Medical Center, this program features a 

medical team that includes a fellowship-trained spine surgeon and a pain management 

physician who work with your referring physician to develop a comprehensive, 

personalized treatment plan. What’s more, this inpatient and outpatient care is offered 

in the comfort and resort-like luxury of our new state-of-the-art Orthopaedic Center.  

For more information or to register for our FREE back pain classes, call 440-285-7757.  

It’s just the first step. But chances are, it’ll be the happiest move you ever make. 

Spine & Pain Management
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Local Docs in National News
Robert B. 

Daroff, MD, 
rece ived  t he 
2 0 0 8  A . B . 
Baker Award 
for  L i fe t i me 
Ac h ievement 
in Neurologic 
Education from 
the American 

Academy of Neurology (AAN). The 
award is among the most prestigious that 
a neurologic educator can receive.

Dr. Daroff is the Gilbert W. Humphrey 
Professor and former chairman of the 
Department of Neurology at University 
Hospitals Case Medical Center and Case 
Western Reserve University. He has been 
recognized in the past for his national and 
international contributions to neurologic 
education. He received A.B. Baker Award 
during the AAN’s 60th Annual Meeting 
held in April in Chicago.

Louis S. Binder, MD, FACEP, 
has been recognized by The American 
College of Emergency Physicians (ACEP) 

as a “Hero of 
E m e r g e n c y 
Medicine.” This 
award honors 
emergency phy-
sicians who have 
made significant 
contr ibut ions 
to emergency 
medicine, their 

communities and their patients.
Dr. Binder is associate program direc-

tor and director of Education for the 
Department of Emergency Medicine at 
MetroHealth. He has authored 56 peer-
reviewed publications and given 145 
scientific presentations. In the ACEP 
announcement, Dr. Binder was praised 
for his dedication, passion and com-
mitment and for ref lecting the ideals  
of his specialty.

Toni L. Johnson, MD, was pre-
sented with the American Psychiatric 
Association’s (APA) Jeanne Spurlock 
Minor ity Fel lowship Achievement 
Award at the APA’s annual meeting in 

Wa sh i ng ton, 
DC, in May. 
T h i s  a w a r d 
acknowledges 
Dr. Johnson’s 
achievement as a 
former resident 
fel low of the 
APA Minority 
F e l l o w s h i p 

Program who made significant contri-
butions to her profession and/ or the 
minority community.

Dr. Johnson is currently the medi-
cal director for Behavioral Medicine 
and Counseling in the MetroHealth 
Center for Community Health. She 
is a lso d irector of the Psych iatry  
Residency Program. 

Victor M. 
B el lo,  M D, 
has been named 
clinician of the 
year for 2008 
by the Academy 
of Medicine of 
Cleveland and 
Northern Ohio 
( A M C N O ) . 

Dr. Bello is an ophthalmologist and 
has been on staff at Euclid Hospital 
since 1994.

This award is given to a physician 
whose pr imary contr ibut ion is in 
clinical medicine and whose service 
to their patients over the years has 
ref lected the highest ideals and eth-
ics of, and personal devotion to, the  
medical profession.

AMCNO is Northeastern Ohio’s non-
profit professional medical association. 
It represents the medical community 
through legislative action and commu-
nity outreach programs. ■

Robert B. Daroff, MD Louis S. Binder, MD, 
FACEP

Toni L. Johnson, MD

Victor M. Bello, MD
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When Francine Evans sat down at Hospice to begin 

sewing her memory quilt, her own life seemed lost. After 

all, it was just a few days earlier that her daughter Jennie was 

laid to rest. At first, the sewing group was just something to 

take her mind off everything. But as Francine stitched the 

swatches of Jennie’s clothes, her life started to come together, 

too. She found herself talking. And smiling. And healing a 

little more each day. At Hospice, we provide many services, 

like the Fabrics & Feelings group, to help survivors cope. 

Because we believe that death is no reason to stop living.

For information: 216-383-2222 or 800-707-8922  |  For referral: 800-707-8921 | hospicewr.org

HONORING 99 GREAT WORKPLACES

FOR TOP TALENT IN NORTHEAST OHIO

What’s New in Area Hospitals
hospital rounds

Cleveland Clinic has once again 
earned Magnet Status for excellence 
in nursing. Magnet dist inction is 
an honor awarded by the American 
Nurses Credentialing Center (ANCC), 
a subsidiary of the American Nurses 
Association. It is given to only 1 per-
cent of the nation’s 6,000 hospitals.

To achieve Magnet Status, Cleveland 
Clinic underwent an extensive review 
and systematic evaluation of its nurs-
ing practice by ANCC. This involved 
the review of thousands of pages of 
documentation and included a five-day 
site visit by ANCC professionals who 
evaluated nursing services, clinical 
outcomes and patient care delivery.

Fair view Hospital ’s  Sk i l led 
Nursing Unit (SNU) was honored with 
a proclamation from Representative 
Mike Foley, House District 14, and Jon 
Husted, Speaker for the Ohio House 
of Representatives, for outstanding 
skilled nursing care services.

The proclamation is the result of 
performance achieved by Fairview 
Hospita l ’s SNU on the Resident 
Satisfaction Survey 2007 conducted by 
the Ohio Department of Aging. The 
hospital’s scores in overall satisfaction 
and other areas of measurement were 
above the state average.

Marymount Hospital recently in-
stalled an advanced MRI scanner that 
is faster, quieter and more comfortable 
for patients. With this new technology, 
which is just one component of a $1.5 
million equipment and facility upgrade 
to Marymount’s Radiology Services, 
physicians are able to obtain high 
resolution images of larger regions of 
the body, such as the spine, without 

stopping to reposition the patient.
In addition to the MRI, Marymount 

recently purchased a new nuclear 
medicine camera to enhance general 
nuclear, oncology and cardiology capa-
bilities and provide new neurological 
imaging. A new 16 slice CT scan is 

available, and the hospital has plans to 
purchase a 64 slice CT scan in 2009.

MetroHealth Medical Center 
was named as one of the nation’s 100 
Top Hospitals by Thomson Healthcare 
(formerly Solucient) and ranked 
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hospital rounds

among the top 15 major teaching hos-
pitals nationwide for its achievements 
in quality of care.

MetroHealth was one of 168 hospi-
tals included in the “major teaching 
hospitals” category and one of just 15 
selected as Top 100 Hospitals. In this 
category, MetroHealth is one of two 
public hospitals nationwide and one 
of only two local hospitals to make the 
list. University Hospitals Case Medical 
Center also was recognized.

Parma Community General 
Hospital was named to the Thomson 
100 Top Hospitals Cardiovascular 
Benchmarks for Success l ist. The 
Hospital’s heart Center is known for 
a unique model of care that provides 
for continuity of caregivers following 
patients with interventions or surgery 
to discharge.

To establish its l ist of winners, 
Thomson reviewed publicly available 
data of nearly 1,000 hospitals na-
tionwide for key measures, including 
patient outcomes, national treatment 
standards, efficiency and procedure 
volume. Parma Hospital was among 
only 30 community hospita ls in 
the country named to the 100 Top 
Hospitals for heart care.

Rainbow Babies & Children’s 
Hospital’s inpatient psychiatric unit 
is now open. Located in the Horvitz 
patient tower at Rainbow, the new 
14-bed unit features a partitioned ac-
tivity/dining area, group therapy room 
and two patient lounges to be used in 
a variety of program tracks depend-
ing on patient need. Admission to the 
unit requires patients to meet specific 
diagnosis and acuity criteria and/or 
court-ordered inpatient treatment.

The new unit was funded with a 

$5 million grant from The Elisabeth 
Severance Prent is s  Foundat ion. 
R e c e i v e d  i n  2 0 0 4 ,  t h e  g i f t  
i ncluded fu nds for  resea rch to  
advance treatment.

St. John West Shore Hospital of-
fers a free Community Shuttle Service 
for transportation to and from the 
Hospital for inpatient and outpatient 
hospital services, dialysis, and for 
patients being discharged. Service 
is provided to residents in Avon, 
Avon Lake, North Ridgeville, North 
Olmsted, Westlake, Bay Village, 
Rocky River and Fairview Park from 
9:00 a.m. to 5:30 p.m., Monday 
through Friday. 

The shuttle also provides trans-
portat ion to the hospital’s three 
off-site satellite facilities which pro-
vide imaging and lab services, cardiac 
pulmonary rehabilitation, and physical 
and occupational therapy. 

Southwest General Health 
Center, for the second consecutive 
year, was named to the Thomson 100 
Top Hospitals list. The award recognizes 
hospitals that have achieved excellence 
in clinical outcomes, patient safety, fi-
nancial performance and efficiency.

The 100 Top Hospitals achieved the 
highest performance levels in patient 
safety according to eight key mea-
sures. These included risk-adjusted 
mortality, risk-adjusted complications, 
patient safety composite, average core 
measures scores, severity-adjusted 
average length of stay, expense per 
adjusted discharge, profit from opera-
tions and cash-to-debt ratio.

University Hospitals  Case 
Medical Center’s (UHCMC’s) Ireland 
Cancer Center has been selected to be a 

part of the Radiation Injury Treatment 
Network (RITN), created by the Federal 
Emergency Management Agency and 
the Department of Homeland Security. 
The Ireland Cancer Center will be one 
of 52 centers across the country, and the 
only adult center in Ohio, to respond to 
victims exposed to radiation or other 
bone marrow injuries.

R I T N, a  joi nt  projec t  of  t he 
National Marrow Donor Program 
and the American Society for Blood 
and Marrow Transplantation, was 
formed so these centers can triage and 
treat patients when disasters strike. 
Examples include chemical (mustard 
gas), nuclear devices or dirty bombs.

UH Bedford Medical Center 
recently opened a Wound Care and 
Hyperbaric Medicine Center, in partner-
ship with Diversified Clinical Services, a 
quality-driven, outcome-oriented mar-
ket leader in the clinical treatment of 
chronic wounds and hyperbaric oxygen 
therapy (HBOT). The Medical Center 
is one of only three healthcare facilities 
in the region to offer both wound care 
and hyperbaric oxygen therapy.

The center will work in partnership 
with the referring physician, offering 
services that will complement and 
enhance the overall healthcare plan for 
each patient. Appointments are neces-
sary and patients must be referred to 
the Center by their physician.

Special thanks to the hospital public 
relations administrators who submitted 
information for this column. To include 
your hospital news in the next issue of 
Greater Cleveland M.D. News, add us to 
your press release list or e-mail information 
to jraabe@mdnews.com. The editorial 
deadline for the August-September issue 
is July 3. ■
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The Division of Maternal Fetal Medicine offers basic and specialty 
services involving every facet of preconception care, reproductive 
genetics and prenatal diagnosis and care.

+ Well-coordinated care throughout pregnancy
+ Accessibility to other specialists as needed
+ Case managers assigned to guide each patient throughout process
+  Staffed by board-certified perinatologists with advanced training 

and clinical experience in high-risk cases
+ Targeted ultrasonography, fetal echocardiology, fetal MRI
+ Genetic disease screening and counseling

Refer a patient at 330-543-4500.
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Aging does not have to be disabling. That’s why we have a dedicated team of geriatricians who believe
that senior health care is all about one simple goal: keeping aging patients as independent as possible, for
as long as possible, and able to live the life they love. Whether you’re a senior, a caregiver, or a primary
care provider, a geriatric assessment can help you establish a care plan with that simple goal in mind.

At The Senior Health & Wellness Center at MetroHealth Old Brooklyn Campus, we offer a thorough
geriatric assessment as well as some specific assessments targeted to common areas of physical and psycho-
logical concern among the elderly that can negatively impact quality of life. A geriatric assessment in-
volves a multidisciplinary team of health care professionals taking a thorough look at an individual to try
and obtain an overall view of how the person is doing and how simple interventions can improve life.

For more information on the benefits of a geriatric assessment, call The Senior Health & Wellness Center
at 216-957-2100.

“I love gardening and I don’t mind getting stuck on the finger
by one of my prize roses. The beauty they give me is worth it all!”

“I’m 84 and I get pricked on the finger every day.”

4229 Pearl Road, Cleveland, Ohio 44109

Ask about our new
services in

Ophthalmology
Rheumatology
Dentistry
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