
 1 

Letter from the MSRT President 

Winter 2014 

Letter from the MSRT 

President 
1 

District Report 2 

Technologist of the 

Year: Fuge Fucillo 
3 

MSRT Business  

Meeting Minutes 
4 

MSRT Conference 

Speakers 
12 

Student Manuscripts 13 

1st Place Student                

Manuscript 14 

Technologist                      

Manuscripts 20 

1st Place R.T.                      

Manuscript 21 

Exhibits 26 

1st Place Student & 

R.T. Exhibits 42 

Student Delegates 42 

Student Prep Bowl 43 

Costume Party 49 

Letter from the Editor 70 

Inside this issue: 

Mississippi Society of Radiologic Technologists 

Affiliated with the American Society of Radiologic Technologists 

Happy New Year, another year over and a new one just begun!  I would like 

to thank all those who participated in helping make the 73rd Annual MSRT 

Conference a great success. Each year it is a joy to see all of the technologists 

and students come together.  What a great time and opportunity to become 

involved in our professional society!  The strength of our profession lies 

within the dedication and talent of each technologist in our state.  As we   

progress through our careers as radiologic technologists, there will be times 

of success and times of challenge.  As humans, we share the ability of       

expressing our support for one another.  My wish for this year is to see us 

come together and work toward becoming one of the strongest affiliates in 

the nation.  Please join in this effort and become involved and encourage    

fellow technologists and students to become a member of the MSRT.  We are 

professionals who deserve recognition for the jobs we do.  An increase in our 

membership will help us reach desired goals for our profession. 

 

I am looking forward to the ASRT annual conference which will be held in 

Albuquerque, NM.  We will be represented by Kristi Moore and Diane Mayo.  

I had the privilege of attending last year in Orlando, FL.  The conference was 

an eye opener for me.  We may feel our state is the only one struggling with 

legislative issues, recognition, and participation; however, I now realize these 

are common challenges among all states. The ASRT is there to help by      

offering monetary, educational, and leadership opportunities to state           

affiliates.  By becoming involved and educated on issues, YOU can make a 

difference in our profession. 

 

The Annual MSRT Conference will be held in Tupelo, MS this coming      

October 20th – 23rd.  Details will be posted on the web site, www.msrt.biz.  I 

am looking forward to seeing everyone there!  Thank you for the opportunity 

to serve as president of the MSRT this year.  Do not hesitate to contact me 

with questions, concerns, or suggestions. 

 
 

Sincerely,  

Shazowee Edgerton, MBA, RT (R) (M) 

MSRT President  

http://www.msrt.biz
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On Tuesday, November 11, 2014, the Northern District held a meeting to elect officers for 

the new year. This year’s elected officers are: Rita Fraser (President), Tammy Woolridge 

(Vice President), Kathy Stegall (Treasurer), Maegan Stanphill (Secretary), and Leigh Moser 

(Reporter). During the meeting Rita suggested that someone shadow the president to learn 

the different responsibilities of the office. The members agreed and the shadowers were     

selected. Two students, Bradley Frederick and Alan Paul, and a recent graduate, Jessica 

Reid, were chosen to shadow the president. Another order of business included the selection 

of committees for the 2015 MSRT Conference to be held in Tupelo, MS. Several volunteers 

were assigned to various committees. 

Pictured above (L-R): Bradley Frederick, Jessica Reid, Alan Paul 

Pictured above (L-R): Rita Fraser, Maegan Stanphill, Kathy Stegall, Leigh Moser,  

Tammy Woolridge 

MSRT Northern District Report 
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Well….  As the newest Technologist of the Year of the Mississippi Society of Radiologic      

Technologists I would like to give a note of thanks. 
 

The question that I have been asked numerous times by colleagues since this event was placed 

on Facebook is how does a Yankee from Massachusetts, living in the great Pacific Northwest 

(Washington) receive the Technologist of the Year from the Mississippi Society of Radiologic 

Technologists? 
 

This amazed me as well.  I am generally not at a loss for words.  I was, literally, speechless 

when Mark made the announcement.  As I sat there listening as Mark gave the bio on the 

newest Technologist of the Year it never crossed my mind he was talking about me until the 

end.  I was dumbfounded. 
 

I would like to extend a special thank you to the selection committee for choosing me for this 

award. I am extremely honored to have been named “Technologist of the Year” for the state of 

Mississippi!  
 

My first MSRT Annual Meeting was in 2004.  I was the ASRT representative.  During that 

first meeting I met the most welcoming and warmest technologists.  Everyone was just       

fantastic.  I have been asked to return and     

present every year since.  Even if I did not     

present, I would still come to the MSRT        

Annual Meeting. 
 

To say “thank you” for this outstanding award 

is an understatement.  I am humbled and     

honored to receive this award.  Please know 

that this award is a pinnacle in my career.  It      

is hanging in my home office where I see it     

every day. 
 

Y’all will always be my favorite Society and   

Annual Meeting.  Again, thank you does not 

express my gratitude adequately.  But “thank 

you” again. 

 

Richard (Fuge) Fucillo, R.T. (R) (CT) FASRT 

M.S.R.T. Technologist of the Year-2014 

Technologist of the Year: Richard “Fuge” Fucillo 
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Mississippi Society of Radiologic Technologists 
Affiliated with the American Society of Radiologic Technologists 

 
The MSRT Business Meeting for the 73rd Annual Conference was held at the Hard Rock Hotel and Casino in Biloxi, MS, 
on October 22, 2014. Shazowee Edgerton, President of the MSRT, welcomed those present and thanked everyone for 
attending Conference.  
 
A quorum was established and the meeting was called to order by President Shazowee Edgerton at approximately 
4:33 p.m.  
 
The minutes from Conference 2013 were accepted as published in The BEAM. 
 
The following reports were given:  
 
1.  Treasurer:  

A.  Refer to Appendix A for the MSRT Annual Financial Report that was presented at the    
       business meeting.  
  
2.  Vice-President: Nothing new to report at this time. 
 
3.  Secretary: Nothing new to report at this time. 
 
4.  Editor of The BEAM:  

A.  Please refer to Appendix B for the editor’s report.  
B.  The deadline for the next issue of The BEAM is tentatively set for November 15, 2014. 

 
5.  Executive Secretary/Website Administrator: 

A.  As of October 21, 2014, there are a total of 372 MSRT members: (see Appendix C) 
a)  Active Members (RTs) – 142  
b)  Associate Members – 1  
c)  Honorary Members – 2  
d)  Life Members –  10 
e)  Students – 217  
f)  Total members- 372 

 
6.  ASRT Affiliate Delegates:  

A.  Sherrill Wilson and Shazowee Edgerton represented the MSRT as ASRT Affiliate Delegates at    
      the June 2015 ASRT House of Delegates meeting in in Albuquerque, New Mexico. 

a) Their report from the 2015 ASRT House of Delegates included concern about radiologic                       
technologist cropping large single images into multiple views and charging for multiple                           
procedures.  
 

7.  President: Nothing new to report at this time. 
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8.  Conference Coordinator/Conference Chair: 

A.  There are currently 191 Conference attendees preregistered: 
a)  Active Members (RTs) – 142  
b)  Student Members –  217 

 
9.  Legislative Committee:  
 A.  ASRT will no longer host RT in DC event. 
 B.  ASRT will focus more on assisting at the state level. 
 C.  On state level, we are not going to introduce anything new this year due to time restriction. 
 D.  We are requesting that our bill not be sunset. 
 
10.  Education Committee: 

A.  The Student Prep Bowl sponsored by the Central District will be held Wednesday night of   
      Conference, beginning at 7:00 pm. 

a) Six teams submitted a team roster prior to Conference. The last day to register  
teams will be on Wednesday. 

b) The Prep Bowl will include the use of clicker system and instructions submitted by Alice Pyles.       
B.  People’s Choice:  

a)   The students were thanked for participating in the manuscript and exhibit  
       competition.  
c) A total of 12 student exhibits were on display. Conference attendees were reminded to vote for 

their favorite exhibit for the People’s Choice award, which will be presented at the Presidential 
Awards Ceremony.  

 
11.  Student Liaison:  

A.  Approximately two months prior to MSRT Conference, nomination forms for student  
     delegate were emailed to program directors for all radiography programs in Mississippi. 

a)   Program directors were asked to email the forms back to the student liaison by a  
       specific date. A total of two (2) nomination forms were received by the due date. 
b) The nominated students addressed the student body at the student meeting prior to voting. 
c) The following MSRT student delegates for the upcoming year were elected by the  

student body at the student meeting: 
1) Alex Noah – University of Mississippi Medical Center 
2) Taylor Shumpert – University of Mississippi Medical Center 

 
12.  Rules and Bylaws Committee: Nothing new to report at this time. 
 
13.  Training Session: 

A.  Refer to Appendix D for the full report from the Training Session Coordinator. 
a)  There have been 10 sessions this year, with a total of 361 attendees. This number is   
      increased compared to last year. 

 
Old Business: None. 
 
 
New Business:  
 
13.  Nominations:  

A.  Nominations for officers included: 
a)  President –Shazowee Edgerton 
b)  Vice President – Lee Brown  
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c)   Secretary –Ramona Thomas and Mandy Pearson 
d)  ASRT Affiliate Delegate – John Melvin, Sherrill Wilson and Diane Mayo 

1)  A motion was made that those running unopposed be accepted by  
      acclamation. 
2)  Election held for secretary and ASRT Affiliate Delegate 
 i.  Ramona Thomas elected as secretary 
 ii.  Diane Mayo elected as ASRT Affiliate Delegate  
 iii. Kristi Moore is second ASRT Affiliate Delegate 
 iv. Two ASRT Alternate Delegates 

a. John Melvin 1st 
b. Shazowee Edgerton 2nd 

 
14.  Operating Budget:  

A.  Sherrill Wilson, chairman of the board, presented the proposed operating budget for 2014-  
      2015 that was approved by the Board. (see Appendix E) 

 
With no further business to be discussed, the meeting was adjourned at approximately 4:25 p.m. 
 
 
Respectfully submitted, 
 
Ramona Thomas, B.S., R.T.(R)(T) 
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MSRT Conference 2014 Speakers 

William R. Johnson Curt Allen Keith Mildenburger 

Richard “Fuge” Fucillo 

Joey Jefferson  

Jon A. Hollen Dr. Edward Green 



 13 

Student papers were mailed to three (3) out-of-state judges for the student                     

manuscript competition. Pictured below are the six students whose papers were               

selected for manuscript competition.  

 “Aortic Aneurysm” by Megan Muirhead (UMMC)                                    

     Received 1st Place 

 “Thoracic Aortic Aneurysms” by Bethany Stewart (Jones County Junior College)                                                 

Received 2nd Place 

 “Rhabdomyosarcoma” by Ryan Russell (UMMC) 

 Received 3rd Place 

 “Tetra-Amelia Syndrome” by Emily Borcicky (UMMC) 

 “Osteosarcoma” by Kelsey Carroll (UMMC)  

 “Virtopsy: The 3D Version of a 2D Picture” by Kim Maliden (Jones County                    

Junior College)  

Front (L-R): Kelsey Carroll, Ryan Russell, Emily Borcicky, Megan Muirhead 

Back (L-R): Kim Maliden, Bethany Stewart 
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Student Manuscript: 1st Place Recipient—Megan Muirhead (UMMC) 

“Aortic Aneurysm: The Silent Killer” 
 

The aorta is a vital part of the pulmonary and circulatory system.  It is the largest artery in the body and                     

transports oxygen rich blood from the heart to all other parts of the body.  The aorta is roughly twelve inches in length 

and just over one inch in diameter.  The aorta begins at the top of the left ventricle of the heart.  Blood is pumped from 

the left ventricle, through the aortic valve and into the aorta where it is transported throughout the body.  The aorta has 

four main parts. The ascending aorta begins at the top of the heart and the aortic arch curves over the heart.  The                       

descending thoracic aorta travels through the thoracic cavity, and the abdominal aorta starts at the diaphragm, travels 

through the abdominal cavity, and splits into the iliac arteries once it reaches the bottom of the abdominal cavity.  The 

aorta has three important layers that are essential to its function and support.  The intima is the inner layer of the aorta. It 

is smooth, which provides ease of travel for the blood.  The media is the middle layer of the aorta.  It is composed of 

muscle and elastic fibers which allows the aorta to expand and contract.  The adventitia is the outer most layer.  It                   

provides the aorta with structure and support to withstand the constant pressures of the heartbeat against the aorta’s 

walls (Rippe, 2004). 

 An aortic aneurysm is an abnormal bulge or stretching in a section of the aorta due to weakening of the aortic 

wall.  The bulging area of the aorta can take on two different appearances.  It can be fusiform in shape, which is                   

symmetrical bulging or stretching on all sides of the affected section of the aorta.  It can also be saccular in shape, which 

is a small, blister-like, asymmetrical appearance on the section of the affected aorta.  Aortic aneurysms can occur in the 

thoracic aorta and in the abdominal aorta; however, the abdominal aorta is the most common place to develop an                      

aneurysm.  Bulging or stretching of the aorta is not considered an aneurysm until the area is about one-and-a-half times 

larger than the size of the normal, healthy aorta.  An aortic aneurysm can quickly turn into an emergency if the bulge or 

weakened area of the aorta ruptures.  Internal bleeding will be the cause of death if the rupture is not repaired in time 

(Hutchison, 2009). 

There are several causes for development of an aortic aneurysm.  Atherosclerosis, which is plaque buildup on 

the artery walls, causes the artery to harden.  This hardening causes difficulty in nutrients to be absorbed by the arteries 

to keep them healthy.  This ultimately causes the artery to become stiff and less flexible which, in turn, results in the 

artery wall to become weak and create the signature bulging effect of an aneurysm.  Aging is another cause of aortic 
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aneurysms.  Over time, the body begins to wear out and break down; this is also true for the aorta. The pressure that the 

aorta is constantly receiving from the blood pressure against its walls eventually causes the artery walls to become 

weak and less flexible.  Genetics is another cause for aortic aneurysms.  Some people are genetically more susceptible 

to weakening arteries than others. There is generally nothing one can do about preventing an aortic aneurysm if they are 

genetically predisposed to it.  The only thing an individual can do is try and lead as healthy of a lifestyle as possible 

(Hutchison, 2009). 

Heart valve problems, specifically the aortic valve, can cause aortic aneurysms.  It is not clear why a defect in 

the aortic valve could cause aortic aneurysms; however, it is believed that it could cause increased blood pressure 

against the aorta, causing the artery to weaken prematurely. Connective tissue disorders can cause weakening of the 

aorta, along with other arteries and blood vessels in the body.  Individuals with Marfan syndrome, Ehlers-Danlos                   

syndrome, Loeys-Dietz syndrome, and Turners syndrome are particularly at risk for development of thoracic aortic  

aneurysms.  Inflammatory conditions of the aorta are also contributors to development of an aneurysm because it   

weakens the walls of the aorta.  Individuals with Giant cell arteritis and Takayasu’s arteritis are particularly susceptible 

to thoracic aortic aneurysms.  Infections can also weaken the aorta.  Individuals with untreated infections, such as  

syphilis, salmonella, and endocarditis, can contribute to the development of an aortic aneurysm (Upchurch & Cirado, 

2009). 

The most dangerous type of aortic aneurysm is an aneurysm caused by trauma to the thoracic or abdominal  

regions of the body.  Blunt force trauma to the chest or abdominal areas can cause an aortic dissection, partial                       

transection of the aorta, or full transection of the aorta. Aortic dissections are partial tears in the aorta.  The pressure of 

the blood against the aortic walls can cause the tears to progress from the intima into the media, causing the inner and 

middle layers of the wall to dissect and ultimately rupture the outside layer of the artery.  This causes a life threatening 

emergency.  If the dissection is not repaired quickly and the aorta ruptures, the individual will die within minutes due to 

internal bleeding.  Aortic dissection is not always caused by trauma.  Aortic dissections are very common among the 

elderly due to untreated aortic aneurysms that they did not know existed.  Partial aortic transections are extremely life 

threatening.  The aorta can become partially torn, causing internal bleeding in the thoracic or abdominal cavities.  If a 

partial transection is not repaired quickly, the individual will die from internal bleeding.  Full transection of the aorta is 

deadly.  All individuals with this unfortunate occurrence will die before reaching the hospital.  The aorta is severed in 

half, causing massive internal bleeding that cannot be contained.  This generally always happens during extreme trauma 
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such as automobile accidents or falls from extreme heights (Baliga, Nienaber, Iseelbacher, & Eagle, 2007). 

Symptoms of an aortic aneurysm can differ depending on the location of the aneurysm. Thoracic aortic                       

aneurysms can mimic those of a heart attack depending on the severity of the aneurysm.  Some individuals may                       

experience chest and back pain, coughing, and shortness of breath.  If the aneurysm dissects and/or ruptures, the                    

symptoms are much more severe.  The symptoms of a dissecting or ruptured aneurysm can include: sharp pain or                   

tearing/ripping pain in the chest or back; pain in the neck, jaw, or arms; and shortness of breath.  Symptoms involving 

an abdominal aortic aneurysm can include pain in the abdomen, back, or flank areas; throbbing sensations in the                         

abdomen and digestive problems.  Ruptured or dissecting abdominal aortic aneurysms will present sharp and tearing/

ripping pain in the back and abdomen.  Once an aneurysm dissects and ruptures, the blood pressure will drop and the 

body will go into shock quickly.  Medical intervention is required at this point in time in order for survival (Baliga et al., 

2007). 

Detecting an aortic aneurysm is quite difficult because, most of the time, an individual does not know they have 

an aortic aneurysm because they do not display any symptoms of a problem.  An aortic aneurysm is usually always 

found during other medical tests and procedures, or it is found when it is too late and it ruptures.  When an aortic                      

aneurysm is suspected, there are several different imaging modalities that can be used in order to confirm the doctor’s 

suspicions.  Radiographs are usually always the first to be taken when an aortic aneurysm is thought to be present.                 

Thoracic and abdominal aneurysms are very easy to see on frontal and lateral projections; however, this only confirms 

that there is an aneurysm present.  It is very difficult to assess the size and severity of the problem.  Ultrasound is also 

very useful in diagnosing an abdominal aortic aneurysm; however, it is virtually useless in diagnosing a suspected                   

thoracic aortic aneurysm due to the thoracic region being encased by bone (Hutchison, 2009). 

  Computed tomography (CT) is the preferred imaging modality for diagnosis of an aortic aneurysm.  CT has the 

ability to image the area of interest in high resolution, and it has the ability to image cross sections of the thoracic and 

abdominal regions to show the aorta in its entirety.  CT is able to show exactly where the aneurysm is, roughly how 

large it is, if it has ruptured or is about to rupture, and if it is leaking blood into the area of interest.  Magnetic resonance 

imaging (MRI) is another useful imaging modality to show suspected aneurysms.  MRI is very similar to CT, except 

MRI does not use ionizing radiation.  This makes MRI more useful for children and patients who undergo many                      

imaging procedures so they are not constantly exposed to radiation throughout their lifetime.  Angiography is another 

way to evaluate and diagnose the severity of an aortic aneurysm.  A guide wire and catheter are inserted into a blood 



 17 

vessel in either the arm or groin area.  The catheter is moved into the aorta, and dye is injected into the aorta while                 

radiographic images are taken to visualize the size, shape, and severity of an aortic aneurysm (Hutchison, 2009). 

Once an aortic aneurysm and its severity is confirmed through any type of imaging modality, the next step is to 

determine a plan of action.  Depending on the severity of the aneurysm, the physician will present the patient with                  

options.  If the aneurysm is small, it will be monitored to ensure that it does not become larger.  Aneurysms that grow 

0.5 cm in a six month time frame are usually recommended to be surgically repaired.  Growth of 0.5 cm is evidence 

that the aneurysm will continue to grow larger, ultimately putting the patient’s life at risk due to the high possibility of 

rupture.  The patient may also be given blood pressure medication to lessen the pressure on the aortic walls.  If the                 

aneurysm is large, dissecting, or partially transected, surgical repair is needed.  There are two different types of surgery 

to repair an aortic aneurysm.  The first kind is the traditional, open chest or open abdomen method.  The surgeon                   

locates the aneurysm and clamps the area just above and below the aneurysm to prevent excessive bleeding.  The                  

surgeon then cuts open the affected area and stitches in a graft around the weakened portion of the aorta.  The graft acts 

as the new walls of the aorta and takes the pressure off of the weakened and bulging areas of the artery (Morasch, 

Pearce, & Yao, 2010). 

 The second method of repair for an aortic aneurysm, called endovascular surgery, involves placing a stent in 

the area of the aneurysm.  Endovascular surgery is much less invasive than open chest or open abdomen surgery.  

Endovascular surgery is performed by inserting a catheter into the arm or groin region and threading it through the      

vascular system until it reaches the aorta.  Once the catheter reaches the aorta, a plastic tube is placed in the area of the 

aneurysm to act as a new, artificial section of the aorta, ultimately taking the pressure almost entirely off of that section 

of the artery.  This procedure is still relatively new and long term outcomes are not yet fully understood.  The most 

common way to repair an aneurysm is still through the traditional open chest or open abdomen method until the                 

endovascular method is perfected and its long term outcomes are fully understood (Morasch et al., 2010). 

As with any surgery, there are risks associated with the repair of an aortic aneurysm.  The patient must                          

determine, with the help of their physician, whether the benefits outweigh the risks of the surgical procedure.                         

Complications that can occur after surgical repair of an aortic aneurysm include heart attack, irregular heartbeat,                    

bleeding, stroke, graft infection, and kidney damage.  Recovery from an aortic aneurysm surgery depends on the                    

individual’s health before surgery and if other surgical procedures had to take place in conjunction with the aortic               

surgery.  Many patients who have aortic aneurysms also have aortic valve complications.  Surgery to repair or replace 
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aortic valves usually always takes place in conjunction with the aneurysm surgery.  Any additional procedures such as 

this causes recovery time to become longer than if the patient had the aneurysm surgery alone.  Recovery time for                   

surgical repair of an aortic aneurysm can vary due to the patient’s health before the surgery.  The patient will usually stay 

in the hospital for one week after surgery so they can be monitored for potential complications.  Total recovery time can 

range from four to six weeks if the patient was healthy beforehand.  Total recovery time can range two to three months if 

the patient had heart valve surgery in conjunction with their aneurysm surgery, and if they were in poor to moderate 

health before the surgical procedures.  Most patients who were in good health before the surgical repair of their aorta will 

make full recoveries and will be monitored to ensure that their health is still in good condition.  Patients who were in 

poor to moderate health before surgery can expect variable outcomes, as it all depends on how their recovery processes 

went (Morasch et al., 2010). 

Aortic aneurysms are a potentially life threatening complication of the vascular system.  As with any health 

complication, it affects people in different ways.  The aneurysm may be severe and need immediate surgery in some, but 

others are able to live a normal healthy life while monitoring the condition.  Modern medicine, various imaging                       

modalities, and surgery have made the diagnosis, treatment, and recovery processes of aortic aneurysms more successful 

than ever before.  The ever changing world of science and medicine have made diagnosing vascular conditions easier 

and more accurate.  Treatment plans and surgical procedures have made survival rates among the population with                   

vascular defects skyrocket.  It is hard to fathom what new imaging equipment, treatment plans, and surgical procedures 

will be in place for the future generations in the medical field, but that is why it is an exciting field. Medicine is forever 

changing, growing, and improving.  It will be interesting to see where modern medicine will go from here and how it 

will change the world as we know it. 
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Radiologic technologists have the opportunity to participate in the RT category of 

both the scientific manuscript and exhibit competitions at the MSRT Conference 

each year.  Technologist papers were mailed to three (3) out-of-state judges for the 

radiologic technologist manuscript competition. Pictured below are the                             

technologists whose papers were selected for manuscript competition.  

 “The Past, Present and Future of MR” by Noelle Granger, R.T. (R) 

     Received 1st Place 

 “Nephrogenic Systemic Fibrosis” by Sara Sutton, R.T. (R)                                                                     

Received 2nd Place 

 “Ewing’s Sarcoma” by Madison Huse, R.T. (R) 

 Received 3rd Place 

 

Pictured above (L-R): Madison Huse, Sara Sutton, Noelle Granger 
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Technologist Manuscript: 1st Place Recipient—Noelle Granger, R.T. (R)  

“The Past, Present and Future of MRI” 
 

Most people have heard of magnetic resonance imaging (MRI), originally called nuclear magnet resonance 

(NMR), and understand the basic concept of how it works.  What they may not know is where it began or where it is  

going.  MRI was not just developed overnight by one person; it was a collaboration of several people and their           

inventions or discoveries, which eventually lead to the development of the first MRI machine. 

The first principle of MRI began in the 19th century.  Jean Baptiste Joseph Fourier developed a mathematical 

transformation method that could analyze the heat transfer amongst solid bodies.  Because of this method, we are able 

to rapidly process the phase and frequency signals of the nuclear magnet resonance, which allows us to use the           

information for image reconstruction.  This method has become the standard in all current MRI scanners.  The next    

important contribution to the concept of MRI was the discovery of the rotating magnetic field by Nikola Tesla         

sometime before 1884.  Around that same time, Sir Joseph Larmor calculated an equation that states, “The frequency of 

precession of the nuclear magnetic moment is directly proportional to the product of the magnetic field strength and the 

gyromagnetic ratio” (Geva, 2006).  The Larmor equation gives us the frequency at which the nucleus will absorb energy 

that causes the proton to change its alignment.  The useful frequencies in MRI are from 1-130 megahertz (MHz) (Geva, 

2006). 

Moving ahead, in 1946 Felix Bloch and Edward M. Purcell discovered that certain nuclei, absorbed energy in 

the electromagnetic spectrum when placed in a magnetic field, and then re-emitted this energy when the nuclei returned 

to their original state (Geva, 2006).  According to the Larmor relationship, the strength of the magnetic field and the 

radiofrequency matched each other.  Bloch and Purcell went on to receive a Nobel Prize in Physics in 1952 for         

measuring the precessional signal of spins in water and paraffin samples subject to a magnetic field.    

Paul Lauterbur and Peter Mansfield were the first two to have the notion of applying magnetic field gradients in 

three spatial dimensions while using computer-assisted tomography scan back-projection approach to develop 2D NMR 

images.  A few years later in 1975, Richard Ernst defined the use of Fourier transform of phase and frequency encoding 

to reconstruct 2D images.  The technique that he described is the foundation of today’s MRI.  The first single MRI       

image using Ernst’s technique took approximately five minutes to acquire.  By the early 1980’s, interest in clinical      

application of the new technique was strong.  By 1986, the acquisition time was reduced to approximately five seconds 
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(Geva, 2006).  Still in its early stages, MRI was time consuming and difficult.   

MRI has become an essential part of diagnostic imaging.  It is widely used in the medical field from             

diagnosing patients to aiding in research.  Today, the use of superconducting magnets cooled by cryogenics has          

become the norm with MRI.  MRI machines used in medical imaging are either 1.5 Tesla or 3 Tesla.  Most medical 

facilities use the machines on a daily basis to aid in patient diagnosis.  Most commonly, MRI can help detect strokes, 

determine the stages of cancer, observe the blood flow in certain parts of the body, or see a hairline fracture that might 

have been missed by an x-ray.  These are just a few things that can be done with MRI.   

Because of the steadily developing technology, MRI has many useful purposes.  Some facilities are using 

MRI to image breast and even help guide them when taking a biopsy of a questionable area.  Another advanced           

technique that is being used today is spectroscopy.  Spectroscopy helps detect certain biochemical information of      

specific tissues.  Certain metabolites in tissues have a known frequency that is depicted as a peak on a spectrum 

(Gaillard, 2008).  The types of metabolites that can be studied include choline-containing compounds, creatine,         

inositol, glucose, N-acetyl aspar, alanine, and lactate.  Any variance from these known frequencies is an indicator of 

abnormality.  Currently, spectroscopy is being used to study numerous diseases which include: cancer, epilepsy,       

Alzheimer’s disease, Parkinson’s diseases and Huntington’s disease (Gaillard, 2008).  

One disadvantage to MRI is the sound the scanner makes, which can be described as a loud knocking or      

banging noises.  The average MRI scanner can reach over 100 decibels.  An article from GE healthcare states that the 

sound is “equivalent to the sound of a jackhammer, a speeding freight train, or what you would hear sitting on the 

front row of a rock concert” (GE Healthcare, 2014).  Because health care is centered on the patient, it is only suiting 

that an MRI scanner be suited to patient needs.  To help patients feel as a comfortable as possible, GE has introduced 

the Silent scan.  This new Silent scan technology reduces the noise tremendously to 77 decibels (GE Healthcare, 

2014).  Not only does the Silent Scan technology offer a quieter experience, it offers reduced anxiety for patients, a 

quieter facility environment, and greater patient satisfaction. Even though the noise reduction has been decreased, the 

scanner is still able to produce quality diagnostic images. 

In the short time MRI has developed from a theory to actual clinical application, then one can only imagine 

where it will be in the next ten years.  There are a few promising research projects that we might see the results of in 

the coming years.  One of these projects is the use of MRI as a lie detector.  The process of using a MRI scanner as a 
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lie detector starts as any normal brain MRI would by removing all metal objects from the patient.  What makes this 

process different is while in the scanner, the patient is asked a series of questions (Harris, 2010).  Functional MRI 

(fMRI) is then used to detect certain areas of the brain that are being used.  Those areas of the brain that are processing 

information require larger amounts of oxygenated blood thus making it traceable by fMRI.  The researchers theorize 

that different areas of the brain would be highlighted on the fMRI based upon the patient lying or telling the truth 

(Harris, 2010).  There is much more research needed to make MRI a useful tool in lie detection, but maybe we will see 

it sometime in the future.   

Another interesting research subject is that of fingerprinting magnetic resonance (MRF).  In an article from 

Futurity, a new MRI technique could provide early identification of specific cancers, multiple sclerosis, heart disease, 

and other conditions.  Each body tissue and disease has a unique fingerprint that can be used to diagnose problems    

before they become terminal.  By using new MRI technologies to scan instantaneously for various physical properties, 

researchers say it may be possible to distinguish white matter from gray matter from cerebrospinal fluid in the brain in 

about 12 seconds (Sheridan, 2013).  With the use of this technology, an MRI scan could become part of the standard 

procedure in annual check-ups.  A full-body scan lasting a few short minutes would provide more useful information 

and ease interpretation of the data, making diagnosis far less costly as compared to today’s scans.  Mark Griswold, a 

radiology professor at Case Western Reserve University School of Medicine, states, “The overall goal is to specifically 

identify individual tissues and diseases, to hopefully see things and quantify things before they become a problem, but 

to try to get there, we have had to give up everything we knew about the MRI and start over” (Sheridan, 2013).  MRF 

can acquire much more information with each measurement than a traditional MRI.  Griswold compares the two      

technologies to a pair of choirs, he states, “In the traditional MRI, everyone is singing the same song and you can tell 

who is singing louder, who is off-pitch, who is singing softer, but that’s about it.”  The louder, softer and off-pitch 

singing is characterized by dark, light, or bright spots in the scan that a radiologist must interpret.  One example the 

article gave was that an MRI would show swelling as a bright area in an image.  But brightness doesn’t necessarily 

associate with severity or cause (Sheridan, 2013).  The article from Futurity stated,  

“With an MRF, we hope that with one step we can tell the severity and exactly what is happening in 

that area.”  The fingerprint of each tissue, each disease and each material inside the body is therefore a           

different song.  In an MRF, each member of the choir sings a different song simultaneously, Griswold says.  

“What it sounds like in total is a randomized mess (Sheridan, 2013). 
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The researchers think that they will be able to investigate a total of eight or nine physical properties, which will 

allow them to create the differences from a massive collection of tissues, diseases and materials (Sheridan, 2013).  For a 

patient, an MRF exam would seem like a quick MRI.  Theoretically, when the scan is completed all of the patient’s 

songs would be compared with the songbook, which will provide doctors with a collection of diagnostic information 

(Sheridan, 2013).  “If colon cancer is ‘Happy Birthday’ and we don’t hear ‘Happy Birthday,’ the patient doesn’t have 

colon cancer,” Griswold says (Sheridan, 2013).  Though these theories sound promising, it may be years before we see 

actual clinical use of them.   

MRI has come great distances since its origin over a century ago and it continues to develop every day.  It is 

hard to believe that a few mutual theories have led to such advancement in diagnostic imaging.   From health care to      

research, MRI is becoming the gold standard in the diagnosis and staging of certain diseases and conditions.  Although 

the beginnings of MRI were slow, its future is looking promising.   
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Student Exhibits 

1st Place 

“Osteoporosis” 

Students: Jalyssa Steele and Taylor Shumpert 

(UMMC) 
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Student Exhibits 

2nd Place & People’s Choice Award 

“Ring Ring...Radiation Calling!” 

Students: Sarah Felder, Leslie Lyle, Chelsia Reid,                        
Kala Russell, Emily Cothren, and Taylor Cothern  

(Co-Lin Community College) 
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Student Exhibits 

3rd Place 

“Skull Imaging” 

Student: Alison Sullivan  

(UMMC) 
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Student Exhibits 

“Amyotrophic Lateral Sclerosis” 

Students: Jalyssa Steele and Amy Scheider 

(UMMC) 
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Student Exhibits 

“Bell’s Palsy” 

Student: Ashley Norwood 

(UMMC) 
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Student Exhibits 

“Bunions” 

Student: Anthony Chirinos 

(UMMC) 
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Student Exhibits 

“Dose Creep” 

Students: Ashley Norman, Megan Hutcherson, Emily Davis, 
Brittany Hutt, Kayla McAdams, Dante Tolbert 

(Co-Lin Community College) 
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Student Exhibits 

“Ebstein’s Anomaly” 

Students: Sarah Felder, Leslie Lyle, Chelsia Reid,                        
Kala Russell, Emily Cothren, and Taylor Cothern  

(Co-Lin Community College) 



 34 

 

Student Exhibits 

“Fukushima Nuclear Accident” 

Students: Alex Noah and Anna Crawford 

(UMMC) 
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Student Exhibits 

“Now You See Me...Now You Don’t” 

Students: Whitney Waits and Kaitlyn Caston 

(UMMC) 
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Student Exhibits 

“Osteoid Osteoma” 

Student: Anne Howard Steinwinder 

(UMMC) 



 37 

 

Student Exhibits 

“Space Radiation” 

Student: Shelby Erickson 

(UMMC) 
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Student Exhibits 

“To Grid or Not to Grid” 

Students: Kimberly Tolliver and Brooks Jackson 

(UMMC) 
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Technologist Exhibits 

1st Place 

“There’s a Fungus Among Us” 

Technologist: Jessica Reid, R.T. (R) 
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Technologist Exhibits 

2nd Place 

“MRI Safety” 

Technologists: Noelle Granger, R.T. (R), Rosa Duron, R.T. (R), 
Sara Sutton, R.T. (R), and Madison Huse, R.T. (R) 
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Technologist Exhibits 

3rd Place 

“Fetal MRI” 

Technologists: Noelle Granger, R.T. (R), Rosa Duron, R.T. (R), 
Sara Sutton, R.T. (R), and Madison Huse, R.T. (R) 
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Congratulations!!! 

(Above Left) Jessica Reid—1st 

Place in Technologist Exhibits 

 

(Above Right) Taylor Shumpert 

& Jalyssa Steele—1st Place in 

Student Exhibits 

 

(Left) Taylor Shumpert &                                 

Alex Noah—MSRT Student                   

Delegates 
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Student Prep Bowl 

Competition 

1st Place - University of Mississippi Medical Center 

Front Row (L to R): Dillon Richmond, Johnathan Vu, and Blake Fuller 

Back Row (L to R): Jalyssa Steele and Mary Beth Croisdale 
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Student Prep Bowl 

Competition 

2nd Place - Mississippi Delta Community College 

Front Row (L to R): Haiden Alboshaba, Cody Reynolds, and Brian Ware 

Back Row (L to R): Robyn Smyly and Hunter Smith 
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Student Prep Bowl 

Competition 

3rd Place - Itawamba Community College 

Front Row (L to R): Maegan Stanphill, Michael Kemp, and Michael Rose 

Back Row: Alan Paul and Brent McCreight 
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Student Prep Bowl 

Competition 

Prep Bowl Participants - Copiah-Lincoln Community College 

Front Row (L to R): Caitlin Lofton, Leslie Lyle, and Sarah Felder 

Back Row (L to R): Maggie Redd and Kala Russell 
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Student Prep Bowl 

Competition 

Prep Bowl Participants - Northeast MS Community College 

Front Row (L to R): Bridget Beasley, Tania Kronfel, and Kassie Boggs 

Back Row (L to R): Stephanie Deaton and Beth Johnson 
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Student Prep Bowl 

Competition 

Prep Bowl Participants - Pearl River Community College 

(L to R): Jamie Hall, Jarod Roberts, Shantrice Peters, and Sarah Bienvenu 
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MSRT  

Costume Party! 
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Letter from the Editor 

Conference 2014 in Biloxi, MS, was just as awesome as it was last year! There 

were a lot of people who worked extremely hard to make this a successful event. 

The speakers all did a wonderful job and it was great seeing all of our out-of-

state friends! Congratulations to all of the students who received awards! I               

encourage you to continue to share your knowledge with others. I look forward 

to seeing each and every one of you at Conference 2015 in Tupelo!!! 

        ~Kristi Moore, Ph.D., R.T. (R)(CT) 


