
spend the time and resources to train personnel 
on its use.”

In November 2013, after completing application 
training and performing studies on volunteers, we 
began our clinical CMR service using PIA for our 
functional and flow analyses. Once a CMR exam is 
completed, the technologist sends the study 
images to PIA directly from the scanner console. 
Orders are placed by the interpreting physician 
through a web portal that can be accessed from 
any computer with internet access at any time of 
the day. The analyses are performed by the PIA 
team and the results are returned by our desired 
turnaround time through the same portal used to 
place the order. During this time, the qualitative 
aspects of the exam are evaluated and entered into 
the report. The quantitative results are added into 
the report after they are received from PIA and 
reviewed. This workflow has been very time 
efficient for our practice as the interpreting physi-
cian is freed from performing the time-consuming 
analyses. As a new service, the use of PIA has been 
cost effective, in that we are currently 
pay-per-case and did not have to purchase soft-
ware that would cost over $50,000. An unfore-
seen benefit with PIA’s service has been that their 
team of analysts are certified and overseen by Dr. 
Scott Flamm, Past-President of the Society for 
Cardiovascular Magnetic Resonance. There have 
been several exams where we have directly bene-
fited from Dr. Flamm’s input and expertise. For 
example, we recently had a complex congenital 
heart with single ventricle physiology where the 
quantitative analysis was discordant with the 
qualitative interpretation and echocardiography 
findings. Without Dr. Flamm’s assistance, we 
would have generated a report that our referring 
clinician may not have trusted and thus lessen the 
chance of subsequent CMR requests.

As the CMR post-processing can require a 
significant amount of time, different workflow 
models needed to be evaluated based upon site 
preferences.  

Typically, at academic institutions, the majority of 
the post-processing is often accomplished by 
residents and fellows, while physician groups may 
select to train technologists or have the 
interpreting physician perform the analyses. 

“At the University of Washington, I needed to 
learn how to use different vendor types of software 
solutions for cardiac MRI analysis, not only to 
perform the analyses for our clinical exams, but 
also to train our residents and fellows. During the 
first few months of every academic year the 
attending physician would spend time teaching 
the trainees. Once proficient, the cases would then 
be pre-read and analyzed by the trainees and then 
over-read and modified by the attending 
physician. This process took considerable amount 
of time, and with each new trainee there was 
variability in the quantitative results” said Dr. 
Mitsumori. “Now in this physicians practice, our 
team had the opportunity to explore alternative 
workflows that hopefully would be economical 
and more efficient, yet high in quality”

“As we researched solutions for post-processing 
analysis, we discovered Precision Image Analysis 
(PIA). PIA is a vendor independent remote image 
post-processing analysis service for MRI and CT 
studies. For our practice, the advantages of using 
PIA was that we would be able to immediately 
begin scanning patients and have access to results 
of quantitative analyses. We would not need to 
purchase vendor software and did not need to 
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Christian Teague has been involved in 
radiology for over 20 years. It was over that 
period of time that he was able to gain vast 
experiences in diagnostic imaging as well 
as research. He managed imaging data 
throughout the world both in a HIPPA 
compliant, as well as Part 11 compliant 
manner. After graduating from Loma Linda 
Medical University with an emphasis in 
Nuclear Medicine he began his career working 
at large research hospitals such as UCLA 
Medical Center where he became 
accustomed to the world of research.

Using Cardiac MRI in place of Echocardiography for Proof of Concept, First in Humans, and Phase 1 
trials could dramatically change the efficiency of the clinical trials lifecycle.
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Left ventricular ejection fraction (LVEF) is an important parameter that reflects how well the heart pumps 
blood with each contraction. LVEF determination is one of the most commonly used endpoints in 
cardiotoxicity studies, and has also been used to inform prognosis, regulate treatment, and determine 
eligibility of patients in clinical trials1. Thus, accurate determination of LVEF is critical not only in 
ensuring the well-being of patients, but also in maintaining high-quality research studies. 

Currently, echocardiography is the most commonly used diagnostic imaging modality used to measure 
LVEF. Its major advantage comes from its widespread availability, safety, and perceived low cost1. 
Although echocardiography is the most ubiquitous tool for assessing LV size and systolic function, 
studies have shown that it has suboptimal reliability and reproducibility of LVEF results1,2. Additionally, 
due to echocardiography’s inherently high variability, larger sample sizes are needed to reach statistical 
significance, thus increasing the number of patients needed to enroll and therefore escalating overall 
costs of clinical trials3. Consequently, there is a pressing need to develop a more reliable alternative to 
assess LVEF. 
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About 600,000 people die of heart disease 
in the United States every year– 1 in every 4 
deaths, and it is the leading cause of death 
for both men and women.1  Heart disease 
alone costs the United States $108.9 billion 
each year2,  a total that includes the cost of 
health care services, medications, and lost 
productivity. Cardiac MRI is a non-invasive 
study that can reduce number of diagnostic 
procedures, and can result in faster 
detection and fewer repeat examinations for 
patients. Cardiac MRI (CMR) is considered 
the most accurate and reproducible tool for 
functional analysis of the heart and is 
considered first line imaging modality for 
multiple standard indications including 
heart failure, cardiomyopathy, pulmonary 
hypertension, constrictive pericarditis, and 
congenital heart disease.  

The Straub Clinic and Hospital is a fully 
integrated nonprofit health care system 
with a 159 bed hospital and more than 350 
physicians providing patient care in 32 
medical specialties. Founded in 1921, 
Straub continuously strives to bring new 
technologies and innovative practices to 
Hawaii. In 2013, Dr. Mitsumori and team 
initiated a cardiac MR service at Straub. As 
a completely new clinical service, there were 
several barriers that needed to be overcome. 
Vendor applications were scheduled for 
technologist training and to set up a base set 
of cardiac MR sequences optimized for the 
site’s 1.5T scanner.  In addition to patient 
scanning capabilities, the cardiac MR 
service also needed image post-processing 
capabilities to perform functional and flow 
analyses on the CMR data sets, which would 
require the purchase of the necessary 
software and the acquisition of the skill and 
knowledge to perform the analyses. 

Emerging data has pointed to cardiac 
magnetic resonance (CMR) as the appropriate 
replacement for echocardiography in the 
determination of LVEF. CMR has proven to 
be the most powerful and effective 
diagnostic tool in the evaluation of left 
ventricular volumes, ejection fractions, and 
mass. CMR provides superior results 
compared to other imaging modalities, and is 
now considered the gold standard for LVEF 
assessments4. Compared to 
echocardiography, CMR’s highly reproducible 
measurements enable a significant reduction 
in sample size, making it an attractive 
alternative for determination of LV 
functional endpoints in clinical trials5. 

In a study conducted by Grothues et al, the 
coefficient of variability for LVEF 
measurements from CMR was 3.7%, 
compared to 11.5% from echocardiography3. 
Using these variabilities and assuming typical 
conditions for statistical significance (power 
of 90% and an alpha error of 0.05), the 
sample sizes required to detect a clinically 
significant change in LVEF (3% change) was 
calculated to be 11 for CMR and 87 for 
echocardiography; an 87% reduction in 
sample size when using CMR. Other clinically 
significant changes also demonstrated similar 
sample size reductions when using CMR 
instead of echocardiography, as shown in 
Table 13. 
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Given that the average cost per patient for cardiovascular clinical trials is $20,0006, a switch from 
echocardiography to CMR would yield significant cost savings by substantially reducing the required 
number of participants. Specifically, sample size reductions would result in a decrease in patient 
recruitment numbers, as well as retention costs; hospital and health care personnel fees; trial costs 
from organizing and monitoring studies; and drug production and use costs. Another potential 
benefit of using smaller sample sizes would be allowing otherwise impractical research to be 
conducted, i.e. the study of rare cardiovascular diseases that have smaller numbers of eligible 
participants3. 

Budget conscious investors and companies are continuously looking at new and innovative ways to 
cut costs.  In Proof of Concept, First in Humans, and Phase 1 trials, this switch to a more efficient 
imaging technique would yield tremendous savings. For example, a study that can reach a 
significant end-point with 60-patients (at $20,000/patient enrolled) using the current 
echocardiographic standard, requires a minimum of $1.2 million in expenses. In contrast, when 
using CMR, the sample size reduces to 8, thereby reducing costs to approximately $160 thousand, 
and allowing both easier and faster patient recruitment, which may be particularly beneficial for rare 
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disease studies. The money saved, in this case roughly $1 million, might then be better used in 
more patient centric activities. Another advantage from replacing echocardiography with CMR would 
be the significant amount of time and expense saved by analyzing only 8 patients instead of 60 
patients. 

The accuracy of LVEF measurements can directly impact patients’ lives, and therefore should not be 
compromised with the convenience of a suboptimal imaging modality. As a powerful imaging tool, 
CMR not only provides reliable measurements of cardiac function, but also has the potential to 
significantly reduce overall costs of clinical trials. By accruing such multifaceted benefits across all 
stakeholders, including the FDA and investors, in such an efficient and expeditious manner would 
certainly be beneficial in all stages of clinical trials.
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