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Connecting IR
(With apologies to poet John Donne): “No interventional radiologist  
is an island, entire of itself.” 

I f we believe that IR has value and should be the first 
choice for image-guided therapy, then we must continue 
to strategically “reach out” and create relationships with 
those within—and outside of—the IR community. 

“IR Reaching Out” is an apt theme for SIR 2013—and for 
the Society. We are effecting change by encouraging bidirec-
tional communications and collaboration with health care 
professionals, consumers, legislators, regulators, insurers, 
reporters, and private and federal funding sources. In my last 
column as SIR president, I will briefly recount some ways 
that the Society promotes the value of IR by making—and 
keeping—connections.

With members and health care professionals: While we 
have unique styles of practice and work in different practice 
settings with allied health team partners, we come together 
at our Annual Scientific Meeting to discover the latest 
advances in the field, share clinical experiences and exchange 
ideas with colleagues from around the world. While in New 
Orleans, plan to talk with your SIR leaders; learn about the 
latest in devices, imaging and other technologies from col-
leagues and corporate supporters; and participate in our 
committees and other activities.

SIR worked long and hard with our allies to develop the new 
dual primary certificate in IR and DR—a seminal event in the 
history of our field. By fostering a relationship with Society 
for Vascular Surgery representatives, we have established 
the IVC Filter Study Foundation. This group is outlining the 
parameters of PRESERVE, the first large-scale, multispe-
cialty prospective study to evaluate the use of IVC filters—in 
response to an FDA medical alert. SIR Foundation’s award 
and grants program encourages the development of evidence-
based IR research with innovative investigators. We have 
many members who are members or representatives with 
allied groups (such as AHA, AMA, NOF, RSNA, etc.). Please let 
SIR staff know about your participation with outside groups; 
this strengthens IR’s voice in health care forums. (See page 8.)

With legislators and regulators: SIR leaders and members 
regularly interact with legislative and regulatory representa-
tives. Recently, I met with members of the House Ways and 
Means and the Energy and Commerce committees to discuss 
SIR policy issues, to describe efforts to demonstrate quality 

to help policy makers develop delivery system reform and to 
relay concerns that IR services may be the target for future 
spending cuts as they relate to imaging. Our targeted objec-
tives include promoting members as longitudinal care practi-
tioners with key stakeholders; highlighting and improving the 
value of IR using data; providing global competency-based 
learning; and increasing awareness of the profession’s role in 
medical innovation and clinical trials.

With administrators: Continue to work closely with hospital 
administrators—especially in efforts to control cost, integrate 
care delivery systems and adapt to changes resulting from 
the Affordable Care Act. Physician 
practices will need to maintain 
compliance in regards to cover-
age, billing, and coding laws and 
regulations. (See page 30.)

With the public: As part of our 
new strategic plan, SIR will need 
your continued help to strengthen 
IR’s voice with key decision mak-
ers to know what IR is, does and 
achieves. 

Thank you: It has been my honor 
to serve as your president this 
past year; your connection to SIR 
is invaluable. I want to thank our 
members; volunteers; donors; 
officers; researchers; corporate 
supporters; trainees; international 
scholars; SIR 2013, LEARN, CLOTS and Y-90 attendees; Lead-
ership Academy and Fellows Spring Practicum participants; 
and staff members—all of whom contribute to SIR’s success. 

I remain committed—and connected—to the Society and 
the specialty. Moving forward, Scott C. Goodwin, MD, FSIR, 
will effectively lead the Society’s new direction, with discern-
able steps and solid footing. He will continue to develop the 
strong—and necessary—connections to enable us to become 
the specialty associated with value in medicine. SIR may be 
celebrating its 40th anniversary, but its brightest and most 
innovative days are ahead. 

Are you a member, 
representative 
or officer with 
an allied health 
group (such as 
AHA, AMA, NOF, 
RSNA, etc.)?  
What group(s)?

Need the reader? 
  www.gettag.mobi

president’s column
by Marshall E. Hicks, MD, FSIR
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executive director’s column
by Susan E. Sedory Holzer, Ma, CaE

Connecting Within 
It’s exciting to see the many ways this year’s Annual Scientific 
Meeting theme of “IR Reaching Out” has manifested itself in the 
work of the Society. From the collaboration needed to bring about 
the dual primary certificate to the formation of the IVC Filter Study 
Foundation with the Society for Vascular Surgery through SIR’s 
outreach to legislators and regulators—ensuring a future for IR 
requires us to make connections with organizations and people that 
can help propel our mission forward.

I ’m equally enthusiastic about the ways in which IRs are 
“Reaching In” and connecting with one another through 
SIR. After all, beyond a shared mission, the inherent 
value of any membership society lies in its ability to 

bring individuals together and engage them in meaning-
ful ways that contribute to bigger goals and outcomes than 
could be achieved separately.  

Our Annual Scientific Meeting is among the most visible 
avenues SIR offers to connect with one another and to get 
involved. In this issue of IRQ, Gary P. Siskin, MD, FSIR, 
describes how our premier gathering would not be pos-
sible if not for the bringing together of IRs from around the 
world to network and share knowledge through categorical 
courses, workshops and “in-the-trenches” symposia, new 
for 2013.

Beyond the Annual Scientific Meeting, I hope you will look 
to SIR as your longstanding resource for networking, shar-
ing and engagement throughout every stage of your career. 
Every day, active SIR members are writing practice guide-
lines, developing program content for one of our meetings 
or Webinars, assisting with a new task force, recruiting 
medical students, helping with coding or serving as a 
national spokesperson on IR issues. 

Committees also provide an opportunity to participate in 
research consensus panels, promote the importance of 
clinical research or advance the interests of IR, practices 
and patients before Congress. An informed and engaged 
membership is especially critical at this time as our share 
of voice must compete with so many other specialties in a 
world of increasing scrutiny by legislators, regulators and 
health administrators.

SIR also has five “service lines” comprised of members 
from the various subspecialties within IR. These groups 
come together frequently, typically via regular conference 
calls, to vet, discuss and funnel relevant issues through 
the Society. What begins as information-sharing very 
often ends up as a journal submission or as content in a 
new Webinar, and service lines are increasingly serving 
as incubators for the relevant content and programming 
that have become the hallmark of SIR’s overall education 
portfolio. 

If you are new to SIR, I hope you will talk with your 
colleagues to find that wonderful nexus between your 
interests and the Society’s goals. If you are a longtime 
member or senior practitioner, please consider sharing 
your knowledge with our younger members or helping to 
cultivate a culture of giving back to the profession through 
SIR Foundation. In all cases and at every stage in your 
career, when you contribute your intellectual capital to SIR, 
you strengthen the collective voice of IR and our ability to 
recruit even more members from the field—moving us ever 
closer toward the ultimate goal of making IR the first choice 
in image-guided therapy. 

Connect Within Today
Access the SIR Membership  

Directory on www.SIRweb.org. 
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IR Up Front    
Ensure Correct Coding for IR
94 designates specialty “interventional radiology.” This designation is 
submitted when practitioners are contracted with insurance companies (not  
as a modifier added on claim forms for procedures/services rendered).

If you are not designated as IR or specialty 94 with insurance carriers and 
are registered as diagnostic radiology, some insurance companies will not 
pay the evaluation and management (E&M) services billed by radiologists; 
the payment policy does not apply to IRs. 

SIR members are encouraged to speak to their office administrators and 
ensure that they are being coded as specialty 94—interventional radiology. 
SIR officers have found that many IRs are being miscoded as diagnostic radi-
ologists, which may lead to inappropriate levels of reimbursement. When a 
provider group’s primary specialty is radiology with a subspecialty of inter-
ventional radiology, claims will not process correctly even when the E&M 
services billed by a radiology group are for interventional radiology.

Congratulations 
2013 SIR, SIR 
Foundation 
Award Recipients
SIR and SIR Foundation congratulate  
the following winners of 2013 awards.

 Dotter Lecturer: 
 – Daniel Picus, MD, FSIR

 Gold Medalists: 

 –  Wilfrido R. Castañeda-Zuniga,  
MD, FSIR

 – David A. Kumpe, MD, FSIR

 – Kenneth R. Thomson, MD, FSIR

 Leaders in Innovation Award: 

 – Barry T. Katzen, MD, FSIR

 Frederick S. Keller, MD, FSIR, 
Philanthropist of the Year Award: 

 – Anne C. Roberts, MD, FSIR

 Dr. Gary J. Becker Young  
Investigator Award:

 – Joseph P. Erinjeri, MD, PhD

 Dr. Constantin Cope Medical  
Student Research Award: 

 –  Patrick Tyler  
(Northwestern University)

 –  Alexander Sheu  
(Northwestern University)

 –  Sean Woods  
(University of Arkansas)

 –  Terence Choy  
(Northwestern University)

 –  Ahmad Parvinian  
(University of Illinois)

 –  Kaleb Smithson  
(University of Central Arkansas)

For more details on these awards,  
visit www.SIRweb.org/about-us and 
www.SIRFoundation.org/grants-awards.

SIR Recognizes IR News Editors

F or 25 years, SIR’s newsletter IR News 
brought to the Society’s members 
timely news, critical updates and 

valuable resources to support their practice of 
interventional radiology. As SIR celebrates its 
40th anniversary, we thank the newsletter’s past 
editors for their contributions and guidance.

 Thomas A. Sos, MD, FSIR, 1988-90

 Daniel Picus, MD, FSIR, 1990-92

 M. Victoria Marx, MD, FSIR, 1992-94

 Richard R. Saxon, MD, FSIR, 1994-97

 Jacob Cynamon, MD, FSIR, 1997-99

 Brian F. Stainken, MD, FSIR, 1999-01

 Steven B. Oglevie, MD, FSIR, 2001-03

 Robert C. Andrews, MD, 2003-05

 Gary P. Siskin, MD, FSIR, 2005-08

 Rony Avritscher, MD, 2008-10

 Laura Findeiss, MD, FSIR, 2010-12

 Hyun S. “Kevin” Kim, MD, FSIR, 2012-Present
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IR Up FRonT    

SIR Holds Third Y-90 Course

S IR Y-90: The Advanced Course, held on Feb. 7–8, was extremely well 
received by all attendees. This year, the course provided advanced and 
focused education for past Y-90: Are yoU ready? attendees and other expe-

rienced practitioners who sought to refine their knowledge and skills in radio-
embolization. The course offered attendees a unique opportunity to interact 
with experts in Y-90 treatment by preparing their own cases to present. Led by 
expert facilitators, course content included challenging anatomy and in-depth 
discussions on the most commonly encountered disease conditions (HCC, CRC, 
NET, breast, cholangio, melanoma). Other advanced topics included radioembo-
lization in combination with other therapies—retreatment, postprocedural care 
and follow-up, and management of complications. SIR’s Twitter and Facebook 
posts featured daily photos and updates from the meeting. 

“ This was really well done. I will go to this every year if you offer it. This is  
one of those areas where practice outpaces literature, and it is nice to hear  
from the experts.”

– ERRIN J. HOFFMAN, MD 

“ This meeting’s smaller format is very effective. You really get to spend time  
with the faculty and attendees.”

– JEFF ASFOUR, PENUMBRA, INC.

HI-IQ  
Update
Conceived of 20 years ago by 
SIR volunteers, today HI-IQ is 
exclusively endorsed by SIR and 
available through ConexSys. The 
two organizations have a unique 
relationship that works to the 
benefit of SIR members. ConexSys 
contributes its technical knowledge 
to advise SIR and Society feedback 
provides valuable input into the 
continued evolution of HI-IQ to help 
it better serve the IR community. 
Thanks to the help of SIR members, 
HI-IQ has evolved to include 
functionality such as allowing 
IRs to complete Practice Quality 
Improvement (PQI) projects to meet 
Maintenance of Certification (MOC) 
part IV requirements, generate case 
logs for fellows’ credentialing and 
track radiation dosages delivered to 
patients during IR procedures. 

As part of its mission, ConexSys 
stands ready to act as an adviser to 
SIR and its membership to leverage 
information technology to improve 
patient outcomes, IR practice and 
efficiency. SIR and ConexSys are 
currently working closely together 
on a number of initiatives to further 
the effectiveness of IR. If you have 
a project or idea that would benefit 
from technology, take advantage of 
this exclusive relationship between 
the two organizations and contact 
ConexSys at (866) 604-4447 or SIR 
at (703) 460-5571 to see how we can 
help. For more details on the value 
of HI-IQ to the IR practice, see the 
article on p. 33. 

Please note that SIR is not responsible 
for any products or services offered by 
ConexSys, including HI-IQ. Nor is SIR 
responsible for any guarantees offered 
by ConexSys. Any concerns or questions 
about HI-IQ should be directed to 
ConexSys at (866) 604-4447.

JVIR Welcomes Mehran Midia, 
MD, to the Editorial Board

J VIR is pleased to announce that Mehran Midia, MD, began serving as an 
associate editor for the journal in December 2012. Dr. Midia, Hamilton, 
Ontario, Canada, is an associate professor of radiology at McMaster University. 

His clinical interests include interventional oncology, pain intervention, pediatric 
interventional radiology, oncological imaging and evidence-based practice. 

Representing SIR’s Voice  
in other organizations

S IR has long recognized the value of maintaining close relationships with 
medical associations and other bodies, as reflected in the Society’s Strategic 
Plan goal of ensuring that decision-makers know what IRs are and what 

interventional radiology can do. To this end, the Society has worked to establish 
a presence on the boards and governance of many groups. If you are active on 
the board of a health care-related organization, or if you would like to share 
your experiences working on such boards, please contact Tricia McClenny, SIR 
associate executive director, at tricia@SIRweb.org.



JVIR to publish In Memoriam 
for Dr. Uchida

A n In Memoriam for Prof. Hideo Uchida, MD, FSIR, 
appears in the April issue of the Journal of Vascular and 
Interventional Radiology (JVIR). Dr. Uchida, a former presi-

dent of the Japanese Society of Interventional Radiology, was 
one of the early pioneers of interventional radiology in Japan. 

S IR Foundation welcomed 2013 
with a successful start to this 
year’s grant cycle. The Grant 

Review Committee received 18 applica-
tions for five grant programs which will 
be reviewed at the Grant Review Study 
Section at the SIR Annual Scientific 
Meeting. This group will follow the NIH 
study section guidelines and will be 
chaired by Andrew Larson, PhD.

The Foundation will host the Getting 
Started in IR Research Workshop on 
Monday, April 15, 1 p.m., at the SIR 
2013 Annual Scientific Meeting. This 
workshop will address key issues in start-
ing a research program. Topics include 
basic, translational and clinical research, 
along with project design considerations 
such as how to choose a project. Discus-
sions will also touch on statistics, funding 
and a review of available resources. 
Attendees will receive 1.5 CME credits.

Purchase your tickets for SIR Founda-
tion’s third annual fundraising Gala, 
themed “A Taste of New Orleans,” 
April 14 at Blaine Kern’s Mardi Gras 
World East—one of New Orleans’ 
most unique venues. The Gala will give 
attendees a true New Orleans experi-
ence: savory New Orleans cuisine, 
insight into the city’s culture and his-
tory, the soulful sounds of local jazz and 
blues artists, and much more. With all 
this in one place, in one night, why go 
anywhere else? Visit www.SIRFounda-
tion.org/gala for tickets and details.

Visit the 2013 SIR Foundation Donor 
Appreciation Lounge at SIR 2013 to 
enjoy special refreshments, put your 
feet up for a few and catch up on the 
day’s news. Need a restaurant reserva-
tion? We have you covered. The Donor 
Lounge will provide all this and more, 

including a great place to meet with 
colleagues. Whether you use it to relax 
between sessions or as your home away 
from home, the Lounge will be your 
favorite refuge from the fast pace of the 
SIR Annual Scientific Meeting. Donors 
committing a generous gift or pledge of 
$1,000 or greater between January 2012 
and March 2013 (and those who donate 
at the meeting) will receive an invitation 
to attend the Donor Lounge. Visit www.
SIRFoundation.org/donate to make a 
gift today and visit the SIR Foundation 
Donor Appreciation Lounge in New 
Orleans. SIR Foundation thanks you 
for your donations!

SIR Foundation Update 
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CMS to 
Mandate ICD-10 
Compliance on 
oct. 1, 2014

T he Centers for Medicare and 
Medicaid Services (CMS) will 
mandate implementation of the 

ICD-10 disease classification code set 
starting Oct. 1, 2014. CMS will continue  
to work with industry to provide outreach 
and education and continue to engage 
stakeholders on a wide variety of ICD-
10 implementation issues, including 
reduction of burden on physicians and 
other health care segments. 

SIR encourages all members to become 
familiar with ICD-10 and to enact prudent 
management actions to ensure that 
practice-level billing systems and hospital 
EHRs will be able to accurately utilize 
ICD-10 nomenclature.

Find CMS/ICD-10 information at http://
www.cms.gov/Medicare/Coding/ICD10/ 
ICD-10ImplementationTimelines.html.

Staff Corner

T he SIR Cares Program continues to organize community service outreach 
opportunities for the SIR staff. During the holiday season, SIR partici-
pated in several programs. Gently used cell phones were donated to 

Cell Phones for Soldiers, Inc. to help provide calling cards to soldiers serving 
overseas. Before Thanksgiving, SIR Cares collaborated with GIFT in order 
to donate non-perishable foods to the Reston Community Center. Holiday 
Mail for Heroes, a program organized by the American Red Cross, allowed 
SIR staff to send holiday cards and greetings to our military heroes. In order 
to build on last year’s success with Toys for Tots and Warm Clothing Drive, 
many toys and winter clothing were donated again this holiday season.

SIR Excellence Award
SIR Excellence Awards are bestowed biennially to SIR employees in 
recognition of outstanding achievements and overall excellence. The 4th 
SIR Excellence Award was presented to Brian Haefs, senior manager of 
communications and production services. SIR congratulates Brian and 
thanks him for his hard work and dedication to the Society.





 April 13–18 
SIR 38th Annual Scientific Meeting, New Orleans, La.

  ApRIl 13:  JVIR Reviewer Reception (Invitation Only)

  ApRIl 13: Opening Reception

  ApRIl 14: SIR Foundation Gala (Advance ticket purchase required)

  ApRIl 16: Annual Members’ Business Meeting

  ApRIl 16: Poster Reception

  ApRIl 16: SIR Idea Café

May 
National Stroke Awareness Month

May 1 
SIR 2014 Gold Medal nominations due

May 30 – June 1 
SIR Fellows Spring Practicum,  
Hotel Orrington, Evanston, Ill. 

September 
National PAD Awareness Month

September 26–28 
Lower Extremity Arterial RevascularizatioN  
(LEARN) Course, Chicago, Ill.

2013 Calendar

  www.SIRmeeting.org: Details on the SIR Annual Scientific Meeting

  www.SIRweb.org: Details on other SIR educational opportunities

  www.SIRFoundation.org: Details on SIR Foundation grants and awards
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FeAtuRe

W
elcome to this year’s Annual 
Scientific Meeting. Over the 
past year, I’ve described the 
ideas behind “IR Reaching 

Out” and why I selected it as the theme 
of SIR 2013. To me, the goal of this 
year’s meeting is for IRs to appreciate 
the many components of our specialty 
that must work together successfully to 
accomplish all that we do and to recog-
nize the responsibility that our Society 
has to meet the widely disparate needs 
of each of these components. Interven-
tional radiology is a partnership and our 
success depends directly on the success 
of every member of the IR team.

Thanks to the hard work of many indi-
viduals, this year’s meeting features the 
strong educational content, unique spe-
cial programming and other elements 
that have always been the hallmarks of 
SIR Annual Scientific Meetings—and that 
are certain to make SIR 2013 of tremen-
dous value to attendees.

Reaching Out to Members
Keep an eye out for some new session 
types at this year’s meeting. 

Our members in community 
practice should make a point of 
attending the “in the trenches” 
symposium, which will be held 
April 14–17, from 3:30–5 p.m. 
While the topics covered in this 
symposium are likely going to be 
of interest to most of our members, 
the goal is to focus on commonly 
performed procedures as well as the 
practice development needs and the 
political and economic challenges 
faced by our members working “in 
the trenches”.

IR Reaching Out… 
and Joining Together
by	gary	p.	siskin,	md,	fsir

The SIR Annual Scientific 
Meeting provides 

excellent opportunities 
to learn of new 

research, explore the 
products and services of 
exhibitors, and network 

with colleagues. 



Members with academic interests 
and those entering a university-based 
practice will value our sessions on 
April 14 and April 16 that provide an 
introduction to academic medicine at 
3:30 p.m. These sessions will lay the 
groundwork necessary for success in 
teaching, research and mentorship. 

Even after a long, education-filled 
day, make time for our “Meet the 
Experts” sessions on April 14 and 
April 15, 5:15-6:30 p.m. Those 
informal discussions on topics such 
as interventional oncology, peripheral 
arterial disease, venous interventions 
and reproductive embolotherapy will 
be led by recognized experts in these 
subject areas. The space in these 
sessions is limited so plan accordingly.

Even though we have been highlighting 
the new sessions at this year’s meeting, 
our traditional content remains intact:

The Dotter Lecture given by  
Daniel Picus, MD, FSIR 

The film panel put together by 
Stephen T. Kee, MD, FSIR 

The debates highlighting some of the 
controversial issues in IR organized 
by Daniel Sze, MD, PhD, FSIR, and 
Shellie C. Josephs, MD

The workshop program coordinated 
this year by Jafar Golzarian, MD, 
which touches on all new and 
established areas of interventional 
radiology practice and is a favorite 
of those attending the Annual 
Scientific Meeting

SIR 2013 will also offer a series of  
three case-based review courses  
available for SAM credit: 

Noninvasive Vascular  
Imaging: Arterial  
(Sunday, April 14, 1:30-3 p.m.)

Pediatric Interventions  
(Monday, April 15, 1:30-3 p.m.)

Noninvasive Vascular  
Imaging: Venous  
(Wednesday, April 17, 1:30-3 p.m.) 

The expert faculty in these sessions  
will present cases that comprehen-
sively review the session’s topic and 
challenge the diagnostic, technical 
and medical know-how of attendees. 
The most important learning points 
from these sessions have also been 
compiled into the Case-based Review 
Monograph, which will be available for 
purchase at SIR Central, Booth #931 
in the Technical Exhibit Hall. This 

publication will serve as a valuable edu-
cational tool for those studying for the 
MOC exam, as well as for interventional 
radiologists in training. (See ad, p. 34.)

The Annual Members’ Business Meet-
ing will be held on Tuesday, April 16, 
12–1:30 p.m. in Room 294-296. Don’t 
miss this opportunity to share your 
thoughts on the issues facing interven-
tional radiology with the leadership of 
SIR. We’ll discuss the issues that help 
propel our specialty forward and are 
of great importance to SIR members, 
including timely updates from the presi-
dent, treasurer, executive director, SIR 
Foundation and much more. The meet-
ing agenda is currently available in the 
Members section of www.SIRweb.org. 

Our clinical associate members are 
growing in number and in importance 
for the practice of interventional radiol-
ogy. Much of the programming this year, 
including the educational program set 
up by Gail Egan, NP, is certain to be of 
interest to you and we look forward to 
meeting your unique educational and 
networking needs. 

This introduction to social media 
is an overview workshop for IR 
professionals. The session is 

designed to provide you with a better 
understanding of how social media 
tools can complement your clinical 
presence. Discussion will focus on 
making strategic evaluations to 

guide your use of social media tools 
and demonstrate when and how 

health care professionals are using 
Facebook, Twitter, LinkedIn, Monitter 
and Google Analytics, among others. 

Sunday, April 14; two free sessions: 
12-1 p.m. and 1-2 p.m., Ernest N. 

Morial Convention Center, room 283. 
Get more info and register: contact 

comm@SIRweb.org.

A SoCIAl MEDIA WoRkSHop

So Me: So You
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Reaching Out to Industry
We all know that the technological advances provided by industry shape interventional 
radiology. During the SIR 2013 Annual Scientific Meeting, reserve time to visit the Tech-
nical Exhibit Hall to experience the latest in devices, imaging and other technologies.

easy to Find What You’re Looking For
Navigate through the hall using the product category feature of the SIR 2013 mobile app. 
See page 24 for more information. 

Join in the Fun
Participate in the SIR 2013 Passport Contest. Meet as many exhibitors as you can 
during the hours the hall is open. Collect 20 passport stamps from exhibitors for  
a chance to win a valuable gift.

Warm Beignets
Just before the Film Panel plenary session, meet and greet the exhibitors in the 
exhibit hall while enjoying a warm beignet, a sip of coffee or a refreshing mimosa  
at a social networking reception on Tuesday, April 16, 9:30–10 a.m. 

Interactive education in the  
technical exhibit Hall

Hands-on Exhibitor Designation: Participating exhibitors will provide an 
in-booth learning opportunity that is interactive and/or hands-on in nature. 
Look for this icon (hand, at left) in exhibitor listings in the On-site Guide and 
on the SIR 2013 Mobile App.

  Eat and Be Educated Session: Select booths will feature sessions with thought 
leaders on the latest innovations in interventional medicine. Look for a list of the 
sessions in the on-site guide and on www.SIRmeeting.org, Technical Exhibits.

Visit the hall and explore the wide array of exhibits for countless learning 
opportunities and industry networking. This year will also feature “Industry 
Interactive” sessions from 5:15–6:30 p.m. on Sunday and Monday. This dedicated 
time will give attendees an additional opportunity to see and learn about the newest 
available products. We look forward to seeing you at these sessions before you take 
advantage of the cuisine and night life that is such a big part of New Orleans.

Reaching Out to Media
Daniel B. Brown, MD, FSIR, has com-
piled an exciting scientific program 
that will present the newest research 
in our field that will form the basis for 
tomorrow’s procedures. These scientific 
presentations will undoubtedly be of 
tremendous interest to the general 
public and other medical disciplines. To 
ensure that both groups of stakehold-
ers learn of the important research 
and developments that are underway, 
selected abstracts will be discussed at 
on-site news conferences. Members of 
both the consumer and trade press will 

be present to cover these important 
new findings and bring broader atten-
tion to the work that is being done in 
IR research.

The press conferences will be held in 
Room 283 of Ernest N. Morial Conven-
tion Center on Sunday, April 14, and 
Monday, April 15, both 9–10:30 a.m. 
(Central). All meeting attendees are 
encouraged to attend and learn their 
colleagues’ latest findings.

This preview of the SIR 2013 Annual 
Scientific Meeting only scratches the 
surface. We hope that attendees enjoy 

their time in New Orleans. Believe it or 
not, planning for SIR 2014 starts as soon 
as this year’s meeting is over, so please 
let me know what elements you like best 
and which you’d prefer not to see next 
year. I’m reaching out to you all because 
I genuinely want to hear your thoughts—
together we can be sure that this meet-
ing works well for everyone! 

Gary P. Siskin, MD,  
FSIR, is chair of the  
SIR 2013 Annual  
Scientific Meeting,  
“IR Reaching Out.”

MAkE THE MoST oF YoUR TIME AT SIR 2013
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feature

Beyond  
the “I” in IR
the	value	of	partnerships		
in	interventional	radiology	
an	interview	with	barry	t.	katzen,	md,	fsir

B
arry T. Katzen, MD, FSIR, is 
widely known for founding a 
successful multidisciplinary 
IR practice (Baptist Cardiac 

and Vascular Institute, Miami, 
Fla.), founding a meeting designed 
for multidisciplinary audiences 
(the International Symposium on 
Endovascular Therapy; ISET), and 
developing and guiding publications 
and forums developed for a diverse 
audience (Endovascular Today and the 
Endovascular Forum). He is also the 
recipient of the 2013 SIR Foundation 
Leaders in Innovation Award. IRQ 
recently talked with Dr. Katzen 
about the value of partnerships in 
interventional radiology.

irq: What first inspired your vision  
for multidisciplinary health care?

katzen: When I began my career in 
1974, I was excited about the poten-
tial for angioplasty across multiple 
organ systems and areas. However, I 
found that all the physicians involved 
in those areas were incredibly 
siloed—cardiologists treated heart 
disease, neurologists treated stroke, 
nephrologists managed hyperten-
sion, etc. Interaction between them 
was limited even when everyone was 
treating essentially the same disease. 
In addition, radiologists (before we 
were called interventional radiologists) 

weren’t in the mainstream of patient 
care, so patients might not benefit 
from the minimally invasive treat-
ments we could provide. 

It struck me that a better model 
would 1) involve multiple disciplines 
from the start, 2) establish horizontal 
communication between all medical 
professionals involved, and 3) focus 
on the patient—not on the politics.  
A new model that involved radiolo-
gists from the start would ensure  
our clinical engagement and provide  
a greater range of treatment options 
for the patient.

irq: How do you convince others of the 
value of that kind of partnership?

katzen: That’s shifted over time. In 
the early days, I had to help other 
physicians see how the new model 
would benefit them, explaining that 
the new model would drive patient 
volume and create growth for every-
one—a “rising tide” model. A small 
group of people bought into it from 
the start and we were able to dem-
onstrate its value rapidly. The growth 
gave everyone the security that this 
new model had a legitimate potential 
for success. 

After 25 years, multidisciplinary col-
laboration has become woven into our 
practice’s culture. If someone wants 

to do something that threatens the 
collaborative model, I don’t have to 
be the only one who addresses the 
situation—the average cardiologist or 
surgeon at our practice will also say, 
“That isn’t how we do things here.” 

Convincing people these days is 
different. In some ways it’s more dif-
ficult, as specialties are more devel-
oped and more entrenched. In other 
ways, it’s easier, as everyone’s coming 
to see that multidisciplinary team 
work really delivers a better, more 
cost-effective product. There’s also 
more external pressure today to push 
collaboration. 

irq: Where does that pressure  
come from?

It largely comes from health care 
reform and industry. There have been 
times where manufacturers said that 
they would only work with practices 
that that have a multidisciplinary 
approach in place. 

irq: What else can make this kind  
of model difficult?

katzen: With so many disparate 
groups working closely together, 
you have to create an environment 
that supports and understands the 
fine art of compromise. That takes 
a clear vision and demonstrable, 
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balanced leadership, where the leader 
is equally worried about everyone’s 
success. It’s hard to execute. Highly 
aggressive individuals from differ-
ent disciplines who all want to be in 
charge can be a real barrier. In the 
end, everyone has to see that it’s in 
their self-interest.

irq: Are there any groups you’ve 
wanted to partner with but haven’t 
been able to yet?

katzen: Not really. Or not anymore, I 
should say. Early in my career, when 
image-guided spine intervention was 
just being developed, I approached 
a neurosurgeon with what we could 
accomplish together. He just said, “No 
thanks—I work alone.” He simply 
wasn’t interested. There will always 
be idea killers who aren’t willing to 
bend—but there are others you can 
reach out to who will be interested, 
and you can grow from there. You 
don’t need to be defeatist about it.

irq: From what you’ve said, though, 
the value of a multidisciplinary model 
has become far more self-evident, 
anyway. 

katzen: Yes, absolutely. That’s 
because the value is real now. The 

value in the early years, in the old fee-
for-service model, was all about vol-
ume and driving business to become 
more competitive and to differentiate 
yourself in the marketplace. The value 
now is in creating high-quality, cost-
efficient care and in increasing your 
ability to think outside your own box. 

For example, IRs will likely think of 
what they can do for their patient 
with catheters. Surgeons will mostly 
think of what they can do surgically. 
It’s like the old adage—if you’re a 
carpenter and you have a hammer, 
everything looks like a nail. 

In an integrated group, you don’t have 
to be anything—you can simply think 
of what’s the best approach for the 
patient. If you need to marry a little bit 
of IR with a little bit of surgery, you can. 
It affects how you look at problem solv-
ing. When you have a multidisciplinary 
approach, your ability to create unique, 
innovative solutions is much greater. 

irq: Can you give an example?

katzen: We once had a patient with 
with a complex thoracic aneurysm. We 
partially treated it by putting a graft 
up from the groin arteries. The patient 
wound up with a leak that needed 

to be repaired. We couldn’t repair it 
through the groin for technical reasons. 
Typically, that would mean sending the 
patient to surgery to open up the chest. 
Since we have cardiac surgeons on the 
team, however, we made the decision 
to treat the patient through a small 
incision underneath the rib cage and 
via a trans-apical approach to the heart 
to treat the aorta, which had never 
been done before. That kind of solu-
tion wouldn’t have been possible if we 
hadn’t established such a close working 
relationship with different disciplines.

irq: Congratulations on receiving  
this year’s SIR Foundation Leaders  
in Innovation Award. 

katzen: Thank you.

irq: What areas would you still like  
to bring innovation to or accomplish  
in years ahead?

katzen: Baptist Cardiac and Vascular 
Institute just got a new expansion 
approved, where we’re going to create 
a sort of playground for innovation of 
procedures. We’ll create an environ-
ment where physicians of different 
disciplines can come together to find 
new solutions—I’m really excited 
about its potential! 

The value in the early years, in the old fee-for-service 
model, was all about volume and driving business to 
become more competitive and to differentiate yourself 

in the marketplace. The value now is in creating 
high-quality, cost-efficient care and in increasing 

your ability to think outside your own box.
BARRY t. KAtzen, MD, FSIR
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FeAtuRe

All in the Family
for	these	irs,	the	apple	didn’t	fall	far	from	the	tree...

As part of SIR’s year-long celebration  
of its 40th anniversary, IRQ asked several 
members and their IR parents for their 
thoughts on the field. We thank all those IRs 
who took time to assist us with this piece.

 REnATE l. SoUlEn, MD, FSIR 

How did you enter IR? Having started my career as a car-
diovascular radiologist who performed cardiac catheterizations 
and diagnostic angiography, I segued into IR as cardiologists 
took over the heart and CT took over most of diagnostic angio! 
I loved the patient contact, being a clinician who responded 
to a request for consultation (vs. responding to an order for an 
X-ray study), the satisfaction of directly helping patients…and 
the adrenaline kick of doing something with risk.

How would you describe the state of research in IR? 
The importance of IR research cannot be overstated—for the 
continued improvement of patient care and to demonstrate 
the value of IR in outcomes, “added value” and other measures 
seeking to restrain health care costs.

 MICHAEl C. SoUlEn, MD, FSIR

What drew you to IR? As a radiology resident I was torn 
between the elegance of CT and the fun of IR—I even inter-
viewed for both abdominal imaging fellowships and IR fellow-
ships! In the end, the excitement of doing procedures and joy  
of patient care won out.

How would you describe the state of research in IR? 
As an interventional oncologist, I view the current state of 
IO research as woeful. The vast majority of [IO] publications 
in the Journal of Vascular and Interventional Radiology and 
CVIR are single-institution retrospective studies that do 
not advance the science in our 
field. We cannot take our place 
at the table with other oncologic 
specialists unless we do properly 
designed prospective multicenter 
trials. An IO clinical trials group is 
as essential as it is ambitious.

 JAMES G. CARIDI, MD, FSIR

How did you enter IR? As the 
descendent of Italian immigrants 
who meticulously used their hands 
to assimilate and prosper, I am 
fortunate to have been blessed 
with a similar genetic capability. In 
addition, my concrete personality 
isn’t comfortable with an open-ended 
litany of differential diagnosis. I 
prefer to know immediately if my 
professional efforts are successful 
but at the same time I am also not fond of the 
nonproductive fanfare associated with major surgery. 
Coupling these with a desire to interact with people, a 
penchant to both diagnose and treat disease effectively, 
VIR was the one and only obvious choice. 

What advice would you give to someone  
considering a career in IR? If this is what you want 
to do, do it. Remember that this choice will determine 
what you do for a majority of your waking hours, so you 
need to love it. Most of all, if you enjoy what you do it will 
be reflected in the treatment of your patients. This is the 
bottom line. 

 THERESA C. CARIDI, MD

What drew you to IR? Doing really technical (and cool) 
procedures from a minimally invasive standpoint has always 
in my mind been desirable for patients. It is challenging and 
satisfying to treat a patient often without any external evi-
dence that I was ever there.

What advice would you give to someone  
considering a career in IR? Don’t be afraid to be 

yourself—a wide range of personalities balance the 
different approaches in IR and opportunities for patients. 
It is important to know that the IR path is long and a 
relatively demanding lifestyle, but so satisfying if you enjoy 
the concept of IR and what you can do for patients.
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 JoHn A. kAUFMAn, MD, MS, FSIR

How did you enter IR? It was a combination of inspiring 
people and great procedures. The people were Alan Green-
field, Jon Guben, Mike Bettmann, Greg Walker and Jim Parker, 
who ran “Special Procedures” at BU during my residency and 
fellowship. They were real doctors–and very, very good–so 
I wanted to practice their kind of radiology. The procedures 
were fun, challenging, varied and made a tangible difference 
to patients. Compared to the rest of radiology, there was no 
competition.

How would you describe the role of the Dual Primary 
Certificate in Interventional Radiology and Diagnostic 
Radiology in the future of the specialty? The Dual Certifi-
cate is part of the natural progression of our specialty. Early 
on it was enough to be trained in imaging and procedures. 
However, there was a disconnect between the procedure and 
patient care that became wider as we performed more and 
more procedures on patients that other people took care of. 
The specialty has been trying for more than a decade to close 
this gap by introducing more patient care skills into training, 
and the Dual Certificate is the end result.

 ClAIRE kAUFMAn, MD

What drew you to IR?  
I had the unusual oppor-
tunity of being exposed to 
interventional radiology 
at an early age through 
my father. However, what 
ultimately drew me to 
the field during medi-
cal school is the unique 
exciting combination of 
patient care, technical 
skill, new innovations 
and imaging. 

How would you describe the role of the Dual Primary 
Certificate in Interventional Radiology and Diagnos-
tic Radiology in the future of the specialty? The IR/DR 
certificate is a huge step forward for the field of interventional 
radiology. As IR becomes more focused on patient care and 
management and less of a pure consult service, it is increas-
ingly important that this is reflected in the clinical training 
pathway. The IR/DR certificate will provide IRs with the crucial 
background in radiology that makes our field unique when 
compared to other specialties that regularly perform image-
guided procedures, while providing IRs with the clinical educa-
tion needed to appropriately care for and follow patients. My 
only regret is the certificate did not come into being a few years 
earlier so I could have gone through the pathway myself.

 DIMITRIoS kElEkIS, MD, pHD, FSIR

How did you enter IR? My first steps in IR coincided with the 
beginning and development of this new radiological field. When 
I first started in 1969 Greece, IR was a journey into new horizons 
and a big challenge as I tried to inform clinicians of this new 
revolution.

What is your perspective on the growth of IR 
around the world? Interventional radiology these days 
has expanded and more and more doctors are training in all 
fields of IR. Interventional radiology must be shielded and 
staffed with competent and specialized radiologists 
who are keen on applying strict proto-
cols, according to specific indications. 
We must strive to reinforce an effec-
tive and close collaboration between 
interventional radiologists and other 
clinicians. As treatment nowadays is 
patient oriented, interventional radi-
ologists should be a part of a medical 
team joining efforts to treat disease 
where applicable with minimally invasive 
treatments. The future of interventional 
radiology is to focus our efforts on this.

 AlExIS kElEkIS, MD

What drew you to IR? Interventional radiology is the 
ideal means for applying minimally invasive procedures. It 
provides physicians not only with the ability to image the dis-
order, but to clinically correlate it to the ailment and in many 
cases procure the therapy. This whole chain from diagnosis to 
relevant finding and minimally invasive treatment procures a 
sensation of fulfillment as a medical doctor.

What is your perspective on the growth of IR around 
the world? The development of technology has favored 
minimally invasive procedures and accordingly interventional 
radiology around the world. The work of both SIR and CIRSE 
has created public awareness on this specialty. But this 
cuts both ways, as it makes the specialty attractive to other 
medical disciplines and high-end technology increases the 
cost. The modern interventional radiologist has to cope in a 
very competitive environment. He or she has to be a good 
imager, a good clinician to correlate the findings and at the 
same time have operating skills and imagination to apply the 
new technologies. As interventional history has taught us, it is 
paramount for the next generation of interventional radiologists 
to have an independent clinical setting in order to apply those 
skills in the front line and not become the back burner of other 
specialties. It is a fact that the innovative world of interventional 
radiology will continue to flourish. Whether this will happen in 
the hands of interventional radiologists remains to be seen…   
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Answer: For 2013, four CPT codes 
have been established that describe 
transcatheter thrombolytic infusions. 
These codes cover all lytic therapies 
provided on any given day (midnight 
to midnight). The cessation code, 
37214, may only be used IF cessation 
occurs on a subsequent day AND it 
is used in place of subsequent day 
management, 37213.

When initiation and completion of 
thrombolysis occur on the same 
calendar day, only 37211 or 37212 
may be reported. Codes 37211 
(arterial) and 37212 (venous) are 
used to report the initial day of 
transcatheter thrombolytic infusion 
including follow-up arteriography/
venography and catheter position 
change or exchange when performed. 
Moderate conscious sedation is 
inherent to these procedures.

Typical coding scenarios:

Single-day (midnight to midnight) 
therapy 

Report either 37211 (arterial) or 
37212 (venous) codes only.

Two-day therapy 

Day 1: Report either 37211 (arterial) 
or 37212 (venous) codes only. 

Day 2: Report 37214 (cessation)  
for the final day of therapy.

Three-day therapy

Day 1: Report either 37211(arterial) 
or 37212 (venous) codes only. 

Day 2: Report 37213 (subsequent 
day) for the second day of therapy.

Day 3: Report 37214 (cessation)  
for the final day of therapy.

Codes 37211–37214 include 
fluoroscopic guidance and all 
associated radiological supervision 
and interpretation (RS&I). These codes 
also include all catheter changes, 
repeat imaging and deployment of 
closure devices for the day of service 
to which the code applies. These 
codes also include all evaluation 
and management (E&M) services 
related to thrombolysis for the day 
of service. RS&I codes 75896 and 
75898 are not to be reported in 
conjunction with 37211-37214 for 
thrombolysis infusion management.

Thrombolysis infusion management 
services do not include selective 
catheter placement(s), diagnostic 
studies and other percutaneous 
interventions (e.g., mechanical 
thrombectomy, angioplasty, stent 
placement), all of which may be 
reported separately.

Ultrasound guidance for vascular 
access, code 76937, may be reported 
separately when all required elements 
are performed. 

If bilateral thrombolytic infusion 
through separate access site(s) (e.g., 
bilateral lower-extremity deep venous 
thrombosis) is being performed, this 
may be reported with modifier -50 in 
conjunction with 37211 and 37212.

For additional guidance on these codes, 
please consult p. 218 of the CPT 2013 
Professional Edition code book. 

Disclaimer: SIR assumes no liability, legal, financial or 
otherwise for physicians or other entities who utilize this 
information in a manner inconsistent with the coverage and 
payment policies of any payers or Medicare contractors to 
which the physician or other entity has submitted claims for 
the reimbursement of services performed by the physician. 
CPT codes and their descriptors are copyright 2012 by the 
American Medical Association.

coding Q&A column 
by aaron Shiloh, MD

transcatheter thrombolysis

How do I code 
transcatheter 
thrombolytic 

infusion when 
initiation and 

completion are 
performed in  

the same day?

 

Q&A
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T
he need to improve quality 
and safety in radiology is 
getting increasing attention 
from radiologists, the 

government, hospitals and equipment 
manufacturers. In turn, each group’s 
improvement efforts are monitored 
by at least one oversight agency. 
For example, the American Board of 
Radiology is the primary agency that 
measures the knowledge, skills and 
abilities of interventional radiologists 
via its certification and maintenance 
of certification processes. The Joint 
Commission inspects and certifies 
hospitals. Equipment manufacturers 
must gain approval from the U.S. 
Food and Drug Administration before 
they can market their products. The 
Centers for Medicare and Medicaid 
Services (CMS) implements the 
Physician Quality Reporting System 
(PQRS), a federally mandated 
reporting program that uses a 
combination of incentive payments 
and payment adjustments to promote 
reporting of quality information by 
eligible professionals. Together these 
groups constitute a system that 
continually strives to provide safer, 
more effective and more efficient 
care that adds value to patients’ 
lives. Interventional radiologists 
must work with hospitals, equipment 
manufacturers and oversight agencies 
to achieve this goal.

The emerging science of health care 
improvement emphasizes the central 
role of measurement. The common 
refrain is that “you cannot improve 
what you cannot measure.” The grow-
ing concern surrounding radiation 
exposure and new tools for measur-
ing radiation use during fluoroscopic 
procedures make radiation exposure a 
nearly ideal improvement topic. Inter-
ventional radiologists have a strong 
working knowledge of how to opti-
mize radiation use and, because they 
typically stand next to patients during 
fluoroscopic procedures, they directly 
benefit from these improvements. 

Although interventional radiologists 
supply expertise from their frontline 
experiences and physics training, 
successful improvement projects will 
depend on capturing data, analyzing 
it and using the resulting knowledge 
to guide change efforts. Improvement 
projects are team efforts where 
hospitals provide an infrastructure 
for capturing and aggregating dose 
reports. Manufacturers provide 
equipment that creates DICOM 
structured dose reports and the 
software needed to begin transforming 
mountains of data into actionable 
information. Medical physicists play 
a central role by linking equipment 
settings to dose metrics and dose 
metrics to risk estimates. Finally, the 
oversight agencies help coordinate the 

improvement efforts of teams across 
the country by establishing guidelines 
and regulations.

SIR and its Foundation have been 
studying different methods of 
routinely capturing radiation expo-
sure data from every interventional 
procedure. While Medicare offers an 
incentive through PQRS (which will 
become a penalty by 2015) for record-
ing fluoroscopy time, we know this is 
only one small part of the summary 
data needed to improve quality. Thus, 
IR leaders have been with equipment 
manufacturers to automatically trans-
fer DICOM SR files to an electronic 
archive at several institutions and 
develop meaningful algorithms and 
reference values. 

Interventional radiologists must be 
prepared to take a leading role in 
these teams. We serve at the front-
line and have much to gain from an 
improved system and much more to 
lose from inaction. If patients and 
their advocates fail to detect progress 
after what they believe is a reason-
able waiting period, they will call for 
action and the resulting changes are 
frequently ill conceived and hastily 
implemented. Change for change’s 
sake frequently degrades system 
performance and IRs may be forced 
to adopt new processes that exemplify 
the worst aspects of a bureaucracy.

FeAtuRe

Safety and Quality  
in Numbers
partnering	with	hospitals	and	equipment	manufacturers	represents	
an	excellent	opportunity	for	interventional	radiologists.	
by	james	r.	duncan,	md,	phd,	fsir



  SpRINg 2013   |   IR QuaRTERly  23

Here are five immediate steps that 
interventional radiologists can take to 
begin improving radiation use during 
fluoroscopic procedures.

 STEp 1

If you are not already doing so, start 
recording the dosage or exposure for all 
procedures using fluoroscopy as part of 
the study summary report of findings. 
This activity will satisfy both PQRS 
metric #145, which benefits you indi-
vidually, and the Joint Commission’s 
Reviewable Sentinel Event on Radia-
tion Overdose, which benefits your 
hospital’s radiation safety program. 
For more information on how to report 
PQRS metric #145 using claims data, 
visit www.cms.gov/Medicare/Quality-Ini-
tiatives-Patient-Assessment-Instruments/
PQRS/MeasuresCodes.html. Too confus-
ing? Talk to your billing company—
some have already incorporated PQRS 
into their services at no extra cost. 

 STEp 2

Tell hospital administrators that any 
new fluoroscopes that will be used for 
image-guided procedures must be able 
to record radiation exposure using the 

DICOM structured dose report format 
(DICOM-SR). Convince them that this 
is an essential part of promoting the 
hospital’s quality and safety culture.

 STEp 3

Inform manufacturers that DICOM-SR 
compatibility is an essential feature for 
fluoroscopes. Describe why the equip-
ment’s safety features will influence 
purchasing decisions.

 STEp 4

Meet with your facility’s medical physi-
cist to review imaging protocols. Create 
low-dose imaging protocols that become 
the default setting for almost every 
procedure. Promote these low-dose 
protocols as a “win-win” for the frontline 
teams because everyone in the proce-
dure suite benefits from strategies that 
reduce dose without impeding workflow.

 STEp 5

Develop a system of tracking radiation 
metrics. Capture the details of cases 
that exceed the substantial dose level 
described in NCRP Report 168 using 
the hospital’s event reporting system. 
Convince skeptics that this change 

represents an opportunity to learn from 
difficult procedures rather than identify 
cases that will be used to “shame and 
blame” the frontline teams who are do-
ing their best in difficult circumstances.

This team-based approach to improve-
ment has numerous advantages. First, 
it will begin creating the infrastructure 
that will support improvement efforts 
in the years to come. Second, radiation 
use is readily measured and learning to 
analyze data is a key part of any sus-
tainable improvement project. Third, 
such teamwork will serve each team 
member well when they are reviewed 
by their respective oversight agency. 
Finally, such teamwork will provide 
an example for the other specialties 
that perform fluoroscopic procedures. 
We can demonstrate how systems 
that automatically collect the data will 
address any party’s concerns about the 
quality and safety of care provided by 
interventional radiologists. 
 

James R. Duncan, MD, 
PhD, FSIR, serves on 
the SIR Practice Quality 
Improvement (PQI) 
Committee.

No, this PQRS thing can’t wait. Have you 
been resisting the reporting of quality mea-
sures with your Medicare billing? The rea-
sons against it are certainly real. “It would 
cost me more than the potential bonus 
I might receive.” “It’s another regulatory 
hassle that I’m choosing to avoid.” “There 
aren’t good measures for IR.”

However, have you considered these very 
real reasons for reporting PQRS now? You 
will automatically receive a penalty in 
2015 if you didn’t report on at least one 
measure in 2013.1 Your compliance with 
PQRS is already being documented on the 
Physician Compare Web site 2, which is 
being used by patients, referring physi-
cians and your competition to choose 

among physicians. There are added 
incentives to help IRs satisfy both PQRS 
and MOC requirements, especially when it 
comes to recording fluoroscopy exposure.3

Finally, even if PQRS goes away by 2015, 
there are good signs that any end to the 
sustainable growth rate (SGR) for Medicare 
will swap fee-for-service payments with a 
system of yet-to-be determined quality care 
incentives and efficiency bonuses. 4, 5

In coming issues of IRQ and at this year’s 
SIR Annual Scientific Meeting, SIR will 
showcase ways members are reporting 
PQRS measures. It should be our goal that 
all IRs—100%—report at least one PQRS 
measure in 2013. 

Performance and value-based health care 
is here to stay. Let’s not be left behind. 

For more information, visit  
http://members.SIRweb.org/members/
coding/pqrs.cfm. 

endnotes
1.  http://www.amednews.com/article/20130121/

government/130129972/1/

2.  http://www.cms.gov/Outreach-and-Education/
Medicare-Learning-Network-MLN/MLNProducts/
Downloads/PhysicianCompare-ICN908025.pdf

3.  http://www.theabr.org/sites/all/themes/abr-media/pdf/
MOC-PQRS%202012_announcement_DR_MOC.pdf 

4.  http://energycommerce.house.gov/press-release/energy-
and-commerce-ways-and-means-outline-collaborative-
medicare-physician-payment-reform-effort

5.  http://heck.house.gov/press-release/heck-and-
schwartz-introduce-bipartisan-legislation-repeal-
sgr-and-reform-medicare

Reporting Quality
Susan E. Sedory Holzer, MA, CAE, SIR Executive Director



Corporate Corner
Access at Your Fingertips
Find a host of resources from SIR’s industry partners  
through the SIR 2013 Mobile App.

W hen you attend the SIR 2013 
Annual Scientific Meeting, 
the meeting’s mobile app will 

give you direct access to the latest 
tools, videos and information that are 
provided by the exhibitors. Because 
the app is available for a year after 
the meeting, attendees and others 
will have plenty of time to explore its 
myriad resources.

Tap It: Banner ads can be tapped  
for more information on SIR programs 
or the latest innovations by industry 
partners. 

Play It: The Passport Contest rewards 
attendees for visiting exhibits in the 
Technical Exhibit Hall—obtaining  

20 entries from exhibitors 
in the Passport Program 
will enter you into a draw-
ing for valuable prizes.

Search It: View all 
exhibitors alphabetically 
filtered by category to find 
a company on the exhibit 
hall floor plan. Listings by 
product category detail 
the names and booth numbers of 
companies you want to visit. Tapping 
their name in the listing displays a list 
of resource materials available to you 
from that company. Users can also 
tap a booth directly on the interactive 
floor plan to gain access to the tools 

and resources that each company 
provides.

Make the most of the SIR 2013 
Annual Scientific Meeting and down-
load the SIR 2013 mobile app from 
the app store on your smart phone  
or iPad. Search “SIR2013.” 
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This column alerts SIR members to abstracts that may have 
an impact on their practice and how they converse with 
referring clinicians. If you would like to suggest abstracts 
you feel should be included, email us at gandhi@baptis-
thealth.net or sganguli@partners.org.

Outcomes Of Angiosome and Non-
Angiosome Targeted Revascularization  
in Critical Lower Limb Ischemia.
J Vasc Surg. 2013 Jan;57(1):44–9. doi: 10.1016/j.
jvs.2012.07.042. Epub 2012 Oct 9.

Kabra A, Suresh KR, Vivekanand V, Vishnu M,  
Sumanth R, Nekkanti M.

SoURCE: Jain Institute of Vascular Sciences, Bhagwan Maha-
vir Jain Hospital, Bangalore, India. aadarsh61@yahoo.com.

oBJECTIVE: Blood supply to the foot is from the posterior 
tibial, anterior tibial, and the peroneal arteries. Ischemic 
ulceration of the foot is the most common cause for major 
amputations in vascular surgical patients. It can be presumed 
that revascularization of the artery directly supplying the isch-
emic angiosome may be superior to indirect revascularization 
of the concerned ischemic angiosome.

METHoDS: This was a prospective study of 64 patients 
with continuous single crural vessel runoff to the foot 
presenting with critical limb ischemia from January 2007 
to September 2008. Direct revascularization (DR) of the 
ischemic angiosome was performed in 61% (n = 39), indi-
rect revascularization (IR) in 39% (n = 25). Open surgery 
was performed in 60.9% and endovascular interventions 
in 39.1%. All patients were evaluated for the status of the 
wound and limb salvage at 1, 3, and 6 months. The study 
end points were major amputation or death, limb salvage, 
and wound epithelialization at 6 months.

RESUlTS: In the study, 81.2% of patients had forefoot isch-
emia, 17.2% had ischemic heel, whereas 1.6% had midfoot 
nonhealing ischemic ulceration. The runoff involved the 
anterior tibial artery in 42.2% (27/64), posterior tibial artery 
in 34.4% (22/64), and the peroneal artery in 23.4% (15/64). 
All patients were followed at 1, 3, and 6 months postopera-
tively for ulcer healing, major amputation, or death. At the 
end of 6 months, nine patients expired, and six were lost 
to follow-up. Of 49 patients who completed 6 months, nine 
underwent major amputation, and 40 had limb salvage. 
Ulcer healing at 1, 3, and 6 months for DR vs IR were 7.9% 
vs 5%, 57.6% vs 12.5%, and 96.4% vs 83.3%, respectively. 
This difference in the rates of ulcer healing between the DR 
and IR groups was statistically significant (P = .021). The 
limb salvage in the DR group (84%) and IR group (75%) 

was not statistically significant (P = .06). The mortality was 
10.2% for DR and 20% for IR at 6 months.

ConClUSIonS: To attain better ulcer healing rates com-
bined with higher limb salvage, direct revascularization of the 
ischemic angiosome should be considered whenever possible. 
Revascularization should not be denied to patients with indi-
rect perfusion of the ischemic angiosome as acceptable rates 
of limb salvage are obtained.

Zotarolimus-Eluting Peripheral Stents for 
the Treatment of Erectile Dysfunction in 
Subjects with Suboptimal Response to 
Phosphodiesterase-5 Inhibitors.
J Am Coll Cardiol. 2012 Dec 25;60(25):2618–27. doi: 10.1016/j.
jacc.2012.08.1016. Epub 2012 Nov 21.

Rogers JH, Goldstein I, Kandzari DE, Köhler TS, Stinis CT, 
Wagner PJ, Popma JJ, Jaff MR, Rocha-Singh KJ.

SoURCE: Division of Cardiovascular Medicine, University  
of California, Davis Medical Center, Sacramento, California.

oBJECTIVES: This study sought to evaluate the safety and 
feasibility of zotarolimus-eluting stent implantation in focal 
atherosclerotic lesions of the internal pudendal arteries 
among men with erectile dysfunction (ED) and a suboptimal 
response to phosphodiesterase-5 inhibitors.

BACkGRoUnD: ED, a common condition, is often mediated 
by atherosclerosis. Current treatment options are limited.

METHoDS: Male subjects with atherosclerotic ED and a subop-
timal response to phosphodiesterase-5 inhibitors were enrolled 
in this prospective, multicenter, single-armed safety and feasibil-
ity trial. A novel combination of clinical, duplex ultrasound, and 
invasive angiographic factors were used to determine eligibility 
for stent therapy. The primary safety endpoint was any major 
adverse event 30 days after the procedure. The primary feasibil-
ity end point was improvement in the International Index of 
Erectile Function (Erectile Dysfunction Domain) score ≥4 points 
in ≥50% of subjects at 3 months. We report 6-month follow-up 
results, including duplex ultrasound and angiography.

RESUlTS: Forty-five lesions were treated with stents in 
30 subjects. Procedural success was 100% with no major 
adverse events through follow-up. The primary feasibility 
endpoint at 6 months was achieved by 59.3% of intention-
to-treat subjects (95% confidence interval: 38.8% to 77.6%) 
and 69.6% of per-protocol subjects (95% confidence interval: 
47.1% to 86.8%). Duplex ultrasound peak systolic velocity 
of the cavernosal arteries increased from baseline by 14.4 
± 10.7 cm/s at 30 days and 22.5 ± 23.7 cm/s at 6 months. 
Angiographic binary restenosis (≥50% lumen diameter steno-
sis) was reported in 11 (34.4%) of 32 lesions.

abstracts
in the Current Literature
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ConClUSIonS: Among patients with ED and limited 
response with pharmacologic therapy, percutaneous stent 
revascularization of the internal pudendal artery is feasible 
and is associated with clinically meaningful improvement in 
both subjective and objective measures of erectile function. 
(Safety and Feasibility of the Zotarolimus Stent in Treating 
Males With Erectile Dysfunction (ED) (ZEN); NCT01643200).

Renal Sympathetic Denervation 
for Treatment Of Drug-Resistant 
Hypertension: One-Year Results from 
the Symplicity Htn-2 Randomized, 
Controlled Trial.
Circulation. 2012 Dec 18;126(25):2976–2982.

Esler MD, Krum H, Schlaich M, Schmieder RE, Böhm M, 
Sobotka PA; for the Symplicity HTN-2 Investigators.

SoURCE: MBBS, FRACP, Baker IDI Heart and Diabetes Insti-
tute, 75 Commercial Rd, Melbourne, Victoria 3004, Australia. 
Murray.Esler@bakeridi.edu.au.

BACkGRoUnD: Renal sympathetic nerve activation contrib-
utes to the pathogenesis of hypertension. Symplicity HTN-2, a 
multicenter, randomized trial, demonstrated that catheter-based 
renal denervation produced significant blood pressure lowering 
in treatment-resistant patients at 6 months after the procedure 
compared with control, medication-only patients. Longer-term 
follow-up, including 6-month crossover results, is now presented.

METHoDS AnD RESUlTS: Eligible patients were on ≥3 
antihypertensive drugs and had a baseline systolic blood pres-
sure ≥160 mm Hg (≥150 mm Hg for type 2 diabetics). After the 
6-month primary end point was met, renal denervation in control 
patients was permitted. One-year results on patients randomized 
to immediate renal denervation (n=47) and 6-month postproce-
dure results for crossover patients are presented. At 12 months 
after the procedure, the mean fall in office systolic blood pres-
sure in the initial renal denervation group (-28.1 mm Hg; 95% 
confidence interval, -35.4 to -20.7; P<0.001) was similar to the 
6-month fall (-31.7 mm Hg; 95% confidence interval, -38.3 to 
-25.0; P=0.16 versus 6-month change). The mean systolic blood 
pressure of the crossover group 6 months after the procedure was 
significantly lowered (from 190.0±19.6 to 166.3±24.7 mm Hg; 
change, -23.7±27.5; P<0.001). In the crossover group, there 
was 1 renal artery dissection during guide catheter insertion, 
before denervation, corrected by renal artery stenting, and 1 
hypotensive episode, which resolved with medication adjustment.

ConClUSIonS: Control patients who crossed over to renal 
denervation with the Symplicity system had a significant 
drop in blood pressure similar to that observed in patients 

receiving immediate denervation. Renal denervation provides 
safe and sustained reduction of blood pressure to 1 year.

ClInICAl TRIAl REGISTRATIon: URL: http://www.
clinicaltrials.gov. Unique identifier: NCT00888433.

Impact of a High Loading Dose of 
Atorvastatin on Contrast-Induced  
Acute Kidney Injury.
Circulation. 2012 Dec 18;126(25):3008–16. doi: 10.1161/CIRCU-
LATIONAHA.112.103317. Epub 2012 Nov 12.

Quintavalle C, Fiore D, De Micco F, Visconti G, Focaccio A, 
Golia B, Ricciardelli B, Donnarumma E, Bianco A, Zabatta 
MA, Troncone G, Colombo A, Briguori C, Condorelli G.

SoURCE: Department of Cellular and Molecular Biology and 
Pathology, and IEOS, CNR, Federico II University of Naples, 
Via Pansini, 5, I-80121, Naples, Italy. gecondor@unina.it; or 
Carlo Briguori, MD, PhD, Laboratory of Interventional Cardiol-
ogy, Clinica Mediterranea, Via Orazio, 2, I-80121, Naples, 
Italy. carlobriguori@clinicamediterranea.it.

BACkGRoUnD: The role of statins in the prevention of 
contrast-induced acute kidney injury (CIAKI) is controversial.

METHoDS AnD RESUlTS: First, we investigated the in 
vivo effects of atorvastatin on CIAKI. Patients with chronic 
kidney disease enrolled in the Novel Approaches for Preventing 
or Limiting Events (NAPLES) II trial were randomly assigned 
to (1) the atorvastatin group (80 mg within 24 hours before 
contrast media [CM] exposure; n=202) or (2) the control group 
(n=208). All patients received a high dose of N-acetylcysteine 
and sodium bicarbonate solution. Second, we investigated the 
in vitro effects of atorvastatin pretreatment on CM-mediated 
modifications of intracellular pathways leading to apoptosis 
or survival in renal tubular cells. CIAKI (ie, an increase >10% 
of serum cystatin C concentration within 24 hours after CM 
exposure) occurred in 9 of 202 patients in the atorvastatin 
group (4.5%) and in 37 of 208 patients in the control group 
(17.8%) (P=0.005; odds ratio=0.22; 95% confidence interval, 
0.07-0.69). CIAKI rate was lower in the atorvastatin group in 
both diabetics and nondiabetics and in patients with moderate 
chronic kidney disease (estimated glomerular filtration rate, 
31-60 mL/min per 1.73 m(2)). In the in vitro model, pretreat-
ment with atorvastatin (1) prevented CM-induced renal cell 
apoptosis by reducing stress kinases activation and (2) restored 
the survival signals (mediated by Akt and ERK pathways).

ConClUSIonS: A single high loading dose of atorvastatin 
administered within 24 hours before CM exposure is effec-
tive in reducing the rate of CIAKI. This beneficial effect is 
observed only in patients at low to medium risk. 

by Ripal T. gandhi, MD, and 
Suvranu ganguli, MD
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Joseph P. Erinjeri, MD, PhD, 
Receives 2013 Dr. Gary J. Becker 
Young Investigator Award 

S IR Foundation congratulates Joseph P. Erinjeri, 
MD, PhD, as the 2013 Dr. Gary J. Becker Young 
Investigator Award recipient. The award recognizes 
young IRs who are early in their pursuit of an 

academic career and is awarded to the author of the most 
outstanding clinical science research paper submitted to the 
SIR Annual Scientific Meeting. The recipient of this award, 
who must be the primary author of the paper, must be within 
five years of completion of a fellowship in interventional 
radiology.

Dr. Erinjeri is the current assistant attending radiologist at 
Memorial Hospital for Cancer and Allied Diseases, New York. 
His manuscript, entitled “Image-guided Thermal Ablation of 
Tumors Increases the Plasma Level of IL-6 and IL-10,” investi-
gates image-guided ablation and pharmacologic therapy.

Dr. Erinjeri received his medical degree and doctorate from 
Washington University School of Medicine in 2002. He is 
an active member of SIR, serving on the SIR Foundation 
Research Policy Division and the IR Quarterly editorial board.

Dr. Erinjeri received an SIR Foundation Pilot Grant in 2009 
to conduct research entitled “Mediators Underlying Local 
Inflammation and Treatment Response Following Thermal 
Ablation of Tumors.” After completing this seed grant, Dr. 
Erinjeri received the 
SIR Foundation Dr. 
Ernest J. Ring Aca-
demic Development 
Grant in 2012 to 
continue his research. 
This grant provides 
support to junior 
interventional radiol-
ogy faculty mem-
bers early in their 
academic careers to 
allow time for the 

conduct of research. The goal of this program is to have the 
grant recipient subsequently obtain additional funding from 
other sources, e.g., National Institutes of Health (NIH) grants.

In addition to his work with SIR Foundation, Dr. Erinjeri is cur-
rently working on research funded by the Radiological Society 
of North America (RSNA), the department of radiology at 
Memorial Sloan-Kettering Cancer Center and the Curing Kids 
Cancer Foundation.

Dr. Erinjeri received the RSNA Research Scholar Award in 
2012 and the Vascular/Interventional Fellow of the Year from 
Memorial Sloan-Kettering Cancer Center in 2008. During 
the SIR 2008 Annual Scientific Meeting, Dr. Erinjeri received 
a poster award for his research in oncology/embolization. 
Over the course of his career, Dr. Erinjeri has contributed 
to 19 peer-reviewed publications and has been the guest 
lecturer on 13 different occasions.

Dr. Erinjeri notes that “Interventional radiologists 
have always provided excellent clinical care but, as a 
specialty, we have more work to do in validating our 
clinical practice with randomized controlled trials and 
laboratory investigations.” He adds, “This is the standard 
to which other medical specialties hold themselves, and 
interventional radiology should do the same.”

Established in 1990, the Dr. Gary J. Becker 
Young Investigator Award promotes excellence 
in academic research for members early in 
their careers. This award recognizes young 
practitioners of interventional  
radiology who are early  
in their pursuit of an  
academic career. The  
award honors the founding  
editor of the Journal of  
Vascular and Interventional  
Radiology (JVIR). 

for more information on sir foundation grants  
and awards, go to www.SIRFoundation.org/grants-awards.

Programs like this are  
only possible through 
generous supporters of  
SIR Foundation. To learn 
more or contribute to  
the Annual Fund, go to  
www.SIRFoundation.org.
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T
he coming year will bring 
many changes to the delivery 
of health care services in com-
munities around the country. 

The health care system, including 
the practice of IR, will continue to 
undergo significant reforms as physi-
cians and hospitals work to control 
cost, integrate care delivery systems 
and adapt to changes resulting from 
implementation of the Affordable 
Care Act. Meanwhile, the U.S. govern-
ment will continue to investigate and 
prosecute fraud and abuse within 
the health care 
system. Most 
observers expect 
the government 
to double down 
on its enforce-
ment activities. 
After all, 2012 
was a ban-
ner year for its 
collection of 
overpayments 
and penalties 
recovered from 
individuals and 
entities partici-
pating in federal 
health care 
programs. 

Attorney General 
Eric Holder and 

Health and Human Services Secretary 
Kathleen Sebelius reported as recently 
as Feb. 11 that, for every dollar spent 
on health care-related fraud and abuse 
investigations in the last three years, 
the government recovered $7.90. For 
fiscal year 2012, the federal govern-
ment recovered approximately $6.9 
billion from fraud-related audits and 
investigations, including $923.8 mil-
lion in audit receivables and $6 billion 
in investigative receivables.2 During 
this same period, 3,131 individuals 
and entities were excluded from par-

ticipation in fed-
eral health care 
programs, which 
involved 778 
criminal actions 
and 367 civil 
actions, including 
false claims and 
unjust-enrich-
ment lawsuits, 
civil monetary 
penalties 
settlements and 
administrative 
recoveries related 
to provider 
self-disclosure 
matters. Some 
of these matters 
involved major 
networks of 
criminal activity, 

while others involved small provid-
ers and suppliers. One nationwide 
takedown alone identified $452 million 
in false billing stemming from opera-
tions in seven cities. The effort resulted 
in charges against 107 individuals for 
their alleged participation in Medicare 
fraud schemes. 

With the financial solvency of the 
Medicare and Medicaid programs at 
stake, the government clearly needs to 
find and prosecute instances of fraud 
and abuse. The challenge for radiology 
and physician practices nationwide is 
to maintain compliance across a web 
of coverage, billing, and coding laws 
and regulations. 

With the increase in audits, 
investigations and prosecutions, 
diagnostic and interventional radiology 
practices must—now more than 
ever—scrutinize and improve their own 
compliance efforts, avoiding errors and 
mistakes that can lead to trouble. 

Audit Contractors
The Centers for Medicare and Med-
icaid Services (CMS) contracts with 
recovery audit contractors (RACs), 
Zone Program Integrity Contrac-
tors (ZPICs) and Comprehensive 
Error Rate Testing (CERT) auditors to 
review claims for underpayment and 
overpayment. RACs are particularly 

FeAtuRe

Compliance  
Matters
now	more	than	ever,	diagnostic	and	interventional		
radiology	practices	must	scrutinize	and	improve	their		
compliance	efforts	to	avoid	audits,	refunds	or	worse.		
by	thomas	w.	greeson	and	paul	pitts1

With the increase in 
government audits, 
investigations 
and prosecutions, 
diagnostic and 
interventional 
radiology practices 
must scrutinize and 
improve their own 
compliance efforts, 
avoiding errors and 
mistakes that can lead 
to trouble. 
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effective at recovering overpayments 
from Medicare providers due in part 
to the fact that they are paid a con-
tingency fee based on the amount of 
money collected from or reimbursed 
to providers. In fiscal years 2009 and 
2010, the contingency fees ranged 
from 9.0 percent to 12.5 percent. 

With significant contingency fees at 
stake, more radiology practices are 
likely to become subject to a RAC 
audit in 2013. Since 2010, RAC activ-
ity has increased dramatically: Medi-
cal record requests are up 22 percent 
and the number of denials is up 24 
percent; the dollar value of denials is 
up 21 percent.

Although proactively avoiding a RAC 
audit can be difficult, physicians can 
identify the issues currently under 
review by RAC auditors by visiting the  
CMS Web site at www.cms.hhs.gov/
RAC or the Web site of the RAC audi-
tor responsible for their geographic 
location. A RAC audit can be a costly 
experience for a physician practice, 
requiring submission of detailed 
documentation and appeals of deni-
als valid claims. In a recent study, 
nearly two-thirds of medical records 
reviewed by RACs did not contain an 
improper payment. According to an 
American Hospital Association (AHA) 
survey, hospitals reported appealing 
more than 40 percent of all RAC deni-
als, with a 75 percent success rate in 
the appeals process. 

CMS is under pressure to reform the 
RAC program. In November 2012, 
the AHA filed a lawsuit against the 
Department of Health and Human 
Services over the policies of the 
RAC auditors to deny payment for 
Medicare beneficiaries treated as 
inpatients when the RAC auditor 
determines that outpatient setting 
was more appropriate. Separately, the 
American College of Radiology (ACR) 
and the Radiology Business Manage-
ment Association (RBMA) have added 

their voices to the chorus of concerns 
raised about the RAC program. The 
ACR and RBMA have focused their 
concerns on the administrative bur-
dens required to respond to a RAC 
audit, lack of coordination between 
RACs, Medicare Administrative Con-
tractors and CMS, and errors the RAC 
auditors have made in interpreting the 
Medicare physician payment rules. 

Office of Inspector  
General (OIG)
An important resource for IR practices 
reviewing their compliance program is 
the Office of Inspector General (OIG) 
work plan. This work plan, which is 
available on the OIG Web site (https://
oig.hhs.gov/reports-and-publications/
workplan/index.asp), identifies the 
issues the OIG intends to review for 
possible fraud and abuse in the com-
ing year. The list for fiscal year 2013 is 
similar to that of prior years with a few 
additional categories of particular inter-
est to IRs, including “place of service” 
codes and “incident-to” rules.

“Place-of-service” Errors. The OIG 
continues to review place-of-service 
assignment for services rendered 
in ambulatory surgical centers and 
outpatient departments of hospitals. 
Since physician reimbursement is 
paid at a higher rate when services 
are rendered in a nonfacility setting 
such as the office, the OIG is con-
cerned that physician practices are 
not assigning the correct place of 
service when patients receive care in 
outpatient departments of a hospital 
or other nonoffice settings.

As more hospitals have acquired 
physician practices and imaging cen-
ters across the country, the place of 
service designation has become more 
important. When a physician practice 
becomes integrated with a hospital 
as a department or facility, Medicare 
patients are considered hospital out-
patients and their visits are billed with 
an outpatient place of service code. 
For some interventional radiology ser-
vices, this can mean a lower Medicare 
rate applicable to the facility setting.

Office of Inspector General
https://oig.hhs.gov/

Health Care Fraud Prevention and 
Enforcement Action Team (HEAT) 
Provider Compliance Training 
https://oig.hhs.gov/compliance/provider-compliance-training/index.asp

Recovery Audit Program
www.cms.hhs.gov/RAC

CMS Provider Compliance  
Group Interactive Map 
www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-
Programs/provider-compliance-interactive-map/index.html#tx

Useful Web Resources for Compliance Matters
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“Incident-to” Services. The OIG 
continues to scrutinize services billed 
under the physician’s name but 
performed by physician extenders 
such as radiology assistants (RAs) or 
other auxiliary personnel (so-called 
“incident-to” services). 

Medicare defines incident-to as the 
services or supplies that are furnished 
as an integral yet incidental part of the 
physician’s professional services. To 
qualify for payment, the service must 
be an integral part of the physician’s 
plan of care and 
include both 
ongoing physi-
cian involvement 
and direct per-
sonal supervision 
by the physician. 
The requirement 
for the physician 
to be present in 
the office suite 
and immedi-
ately available 
if needed may 
be the most 
often overlooked 
prerequisite to 
billing services as 
incident-to. Ser-
vices performed 
without this level 
of supervision 
are not eligible 
for coverage and 
payment as 
incident-to a phy-
sician’s services. It is also worth noting 
that the service must be provided in 
the office, the home or other non-
hospital setting. A physician practice 
cannot bill the services of physician 
extenders as incident-to if the service is 

performed in a hospital setting. If these 
requirements for incident-to services 
are met and the person performing the 
service is qualified under state law to 
perform the service, the practice may 
bill the physician service under the 
supervising physician’s name and NPI.3 

Practices billing incident-to services 
should periodically review and audit 
their documentation processes and 
procedures. To support Medicare 
claims for incident-to services, the 
documentation should include the 

name of the physi-
cian whose care 
plan is being fol-
lowed, the reason 
for the visit, an 
accurate description 
of the services being 
rendered and the 
name of the physi-
cian who supervised 
the performance of 
the service. Note 
that diagnostic tests 
cannot be billed as 
incident-to services.

Part B Imaging Ser-
vices on the OIG’s 
Radar. The OIG’s 
2013 work plan 
indicates that the 
OIG will continue 
to review Part B 
imaging services to 
determine whether 
the services reflect 

expenses incurred and whether the 
utilization rates reflect industry prac-
tices. In addition, the OIG indicates 
that medical necessity will continue to 
be reviewed for high-dollar imaging as 
well as reviews of duplicate services 
being ordered by different specialists.

Ounce of Prevention… 
Although compliance plans and inter-
nal audits can’t prevent a RAC, ZPIC 
or CERT audit or guarantee compli-
ance with the complex regulations 
governing the delivery of physician 
services, an effective compliance pro-
gram can identify potential problems 
and help a practice avoid major set-
backs. At a minimum, a compliance 
plan should help a practice optimize 
its documentation of claims, minimize 
billing errors, and increase communi-
cation and dialogue within the prac-
tice, all of which are needed in order 
to reduce the of instances of noncom-
pliance. As 2013 gets underway, now 
is a good time to reassess compliance 
plans with a special focus on those 
areas the enforcement agencies have 
identified for special review.  

endnotes
1. The authors are attorneys at Reed Smith LLP  

and members of the firm’s Life Sciences Health 
Industry Group. 

2. Semiannual Report to Congress (April 1, 2012–
September 30, 2012), Office of the Inspector  
General, available at https://oig.hhs.gov/reports-
and-publications/semiannual/index.asp.

3. See the Medicare Benefit Policy Manual (pub 100-2), 
Chapter 15, Covered Medical and Other Health 
Services, Subsection 60, Service and Supplies for 
more information.
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HI-IQ: A Proven Tool for  
a New Environment
Today’s health care environment focuses  
on increasing quality while decreasing cost  
through evidence-based practice and quality  
outcomes. Practices are also being pressured  
through PQRS and MOC requirements to  
improve efficiency while demonstrating  
their commitment to improving those  
outcomes. 

A s practices move towards shared savings and 
other financial arrangements outlined in the 
Affordable Care Act, health care IT will become 
a critical part of compliance. My practice at UC 

Irvine has found HI-IQ to be a highly effective way to improve 
on and demonstrate both our quality and efficiency efforts. 

One of the most appropriate targets for health care cost-
cutting measures is thought to be unnecessary increase in 
length of stay. As IR procedures are often a key element 
in discharging patients, high efficiency is imperative in 
decreasing length of stay and thereby decreasing the cost  
of care. HI-IQ allows real-time tracking of patient flow through 
interventional radiology as important clinical events—
such as patient arrival, completion of prep, in-room time, 
procedure start and finish time, and time to discharge from 
department—are time stamped and archived. These data 
can then be evaluated to identify potential bottlenecks to 
the most efficient patient flow.

HI-IQ also facilitates communication throughout the 
patient’s care. The electronic whiteboard function allows 
real-time communication between the tech in the room and 
the nursing holding area through color changes with com-
pletion of certain events. The instantaneous patient ready 
and room ready alerts allow efficient patient flow without 
time-consuming phone calls between locations. The patient 
encounter screens allow the physicians, technologists and 
nurses to communicate procedural and patient details with 
one another efficiently as well.

HI-IQ’s ability to collect patient-specific data and procedural 
outcomes, as well as other quality metrics including contrast 
usage, cost per case and radiation dosing, is critical for qual-
ity assurance. The system creates an easy interface for both 

data input by the technologist in the room and documenta-
tion of outcomes by the physician. HI-IQ’s IR-specific catalog 
of procedures and complications allows unprecedented ease 
of use for the interventional radiology environment. This sys-
tem facilitates a ready, prospectively acquired QA database of 
all IR procedures that is easily mined for quality information 
about the IR practice.

Finally, HI-IQ also helps interventional radiologists become 
more active in the longitudinal management of their 
patients, taking increased responsibility for procedural 
follow-up. The HI-IQ system tracks patients and prompts 
follow-up encounters; follow-up protocols can be easily 
programmed into the HI-IQ module based on an individual 
group’s protocols.

The new health care environment will rely heavily on 
IT solutions to improve both efficiency and quality, and 
interventional radiology will continue to be a critical 
component of optimizing care for many patients. HI-IQ  
can be a valuable tool in collecting IR-specific data to 
improve practices’ ability to maximize efficiency while 
continuing to objectively demonstrate quality outcomes. 

Disclaimer: Please note that SIR is not responsible for any products or services offered by 
ConexSys, including HI-IQ. Nor is SIR responsible for any guarantees offered by ConexSys.  
Any concerns or questions about HI-IQ should be directed to ConexSys at (866) 604-4447.

Hi-iQ column
by laura Findeiss, MD, FSIR

Graphic  
courtesy of 
HI-IQ.com.
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S
IR Press is pleased to announce 
the availability of Updates in 
Interventional Radiology 2013, the 
second volume in a series com-

piling recent research that is pertinent 
to IRs but published in non-IR journals. 
Edited by Charles E. Ray Jr., MD, PhD, 
FSIR, and Brian Funaki, MD, FSIR, 
this resource provides a review of the 
literature broken into nine main topic 
areas, with a focus on how evidence in 
the literature impacts daily practice of 
IR. Copies of the 2013 and 2012 edi-
tions can be ordered from the IR Store 
at www.SIRweb.org (make sure to log 
in to receive the member discount). This 
article excerpts one of the 2013 edi-
tion’s chapters, which also includes full 
summaries of the 12 papers discussed.

Chapter 4: Venous  
Thromboembolism
Albert A. Nemcek Jr., MD, FSIR, 
and Brian Funaki, MD, FSIR

Introduction 
The period between July 2011 and 
June 2012 produced a number of very 
significant articles directed toward 
venous thromboembolism (VTE). 
The most influential publications 
addressed issues dealing with inferior 
vena cava (IVC) filter placement 
and catheter-directed thrombolytic 
therapy for deep venous thrombosis 
(DVT). Many long-awaited random-
ized controlled trials (RCTs) were 
published that will likely have signifi-
cant influence in the clinical arena. 
In addition, many non-RCT trials, 
including several clinical outcomes 
database reviews, were published dur-
ing this period. This chapter presents 
the most influential articles presented 
on the topic of VTE between July 2011 
and June 2012.

Key Points*

Aspirin administration after a 
course of anticoagulation reduces 
recurrent VTE in patients with first-
ever unprovoked PE.

Between 1999 and 2008, IVC 
placement procedures more than 
doubled in the United States.

Randomized multicenter trials 
involving filter placement in high-risk 
trauma patients appear feasible.

American College of Chest Physician 
guidelines discourage using IVC 
filters as primary prevention 
in surgical patients even when 
contraindications to anticoagulation 
and intermittent pneumatic 
compression devices exist.

Fractured IVC filters may be  
removed safely.

Opinion Statement* 
Approximately 20 percent of patients 
with unprovoked VTE have a recur-
rence within 2 years after the with-
drawal of oral anticoagulant therapy. 
Extending anticoagulation prevents 
recurrences but is associated with 
increased bleeding. Becattini and col-
leagues (1) demonstrated a benefit of 
aspirin for the prevention of recurrent 
VTE in patients who had completed a 
course of anticoagulation. Importantly, 
this benefit was achieved with no 
apparent increase in bleeding risks.

Duszak and colleagues (2) reported 
that the frequency of IVC filter place-
ment has doubled over the past 
decade, with radiologists perform-
ing more than half of all procedures. 
Although the volume has more than 
tripled in hospital outpatients, the 
inpatient setting remains by far 
the most common site of service. 

BY THE Book:  

Updates in 
Interventional 
Radiology 2013

FeAtuRe
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Moreover, in the Medicare popula-
tion, IVC filters are not commonly 
removed. In a large review of data 
from the Nationwide Inpatient 
Sample, Stein and colleagues (3) 
found that filters appeared to be 
appropriate in patients with PE who 
are receiving thrombolytic therapy 
and unstable patients who may 
not be candidates for thrombolytic 
therapy. Despite the increasing use of 
filters, the American College of Chest 

Physicians Evidence-Based Clinical 
Practice Guidelines (4,5) were pub-
lished in which IVC filter placement 
was not recommended in surgical 
patients for primary prevention, even 
patients with contraindications to 
both pharmacologic and mechani-
cal thromboprophylaxis. The lack 
of level I evidence clearly affected 
this decision. Future RCTs do appear 
feasible. Rajasekhar and colleagues 
(6) reported that the 2-year interim 

analysis of the Filters in Trauma 
pilot study demonstrated feasibil-
ity of the conduct of a larger study. 
It is expected that this study will be 
expanded in the future to provide 
further insight and direction in the 
appropriate use of caval filters in this 
patient population. 

* Excerpted from Updates in Interventional Radiology 2013. 
See the book for the full chapter including summaries  
of 12 papers, 10 key points and the entire opinion state-
ment. See the ad on page 34 for more details and ordering 
information.

CAllInG All DoCToRS: plEASE UpDATE pRACTICE InFo

Almost 40,000 individuals used SIR’s Doctor Finder in 2012 to find an interventional radiologist.  
It’s time to update your practice information.

Also, as part of SIR’s participation in the Rethink Varicose Veins initiative, you have the opportunity to create  
a profile on that Web site and, best of all, enable people to learn about how IR is helping to revolutionize vein care.
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My Experience at the SIR 
2012 Fellows Spring Practicum
The SIR 8th Fellows Spring Practicum will take place on  
May 30–June 1 at the Hotel Orrington in Evanston, Ill. Designed for 
outgoing fellows, this course covers the broad spectrum of modern IR 
practice from the medical management of PAD patients to appropriate 
evaluation and treatment of interventional oncology patients. In addition 
to the didactic lectures and case presentations, attendees participate in 
hands-on workshop sessions. SIR member Driss Raissi, MD, a fellow from 
SUNY Health Sciences at Downstate Medical Center Brooklyn, wrote this 
article after attending his first practicum last year.

A lthough the SIR 2012 Fellows Spring Practicum 
certainly wasn’t my first fellowship conference, it 
was the first time I felt my specific situation was 
the main focus of the entire meeting. Here are 

some of the highlights I found to be most valuable:

Having an experienced interventionalist list his top 10 
mistakes when he started his career was a gold mine 
of knowledge. As they say, you have to learn from your 
mistakes—but even better to learn from other people’s.

The presentation by Geogy Vatakencherry, MD, full of 
passion for our field, was an inspirational jumpstart for any 
graduating fellow on his or her way to “conquer the world.” 
He reminded us once again that the competitiveness of IR 
depends on the level of our own clinical knowledge and not 
only on technical skills that others can easily learn.

I was very impressed with the vascular section; Parag J. Patel, 
MD, did a tremendous job. The level of the speakers was so 
outstanding that, even as a board-certified internist, I was 
taking notes on anticoagulation and cardiovascular regimens. 
The talks were completely tailored to addressing the gaps that 
most of the fellows likely experienced during their fellowship.

A personal highlight for me was the presentation by Sarah 
B. White, MD. As someone who followed the DIRECT 
pathway, I felt proud seeing her on stage, displaying so 
much zeal for the clinic-based practice of IR.

Brian Funaki, MD, FSIR, whom I had met just two weeks 
prior, was an ideal choice to run the fellow-submitted 
complications section, as he made it both fun and useful.

Thuong G. Van Ha, MD, and Charles E. Ray Jr., MD, PhD, 
FSIR, did a terrific job with the oncology section, pointing 
out the intricacies that one may miss out on learning 
during a busy fellowship day.

I’m glad that I took advantage of the hands-on sessions the 
vendors offered at the practicum—they were truly useful. 
These types of sessions outside of a real fluoro room are so 
much more enjoyable, as you can just focus on learning in a 
stress-free environment.

After so many years training in medical school and then 
residency and then fellowship, you dream of the day when 
you’ll finally be an attending IR. When that day finally 
comes, you realize how much is needed to prepare for it. 
The SIR spring practicum gave me many tools to start the 
next chapter of my career. Aside from the academic value, 
the hands-on experience and the interactions with truly tal-
ented and altruistic faculty were valuable reasons to attend. 
With more than 60 IR fellows from all over the United 
States, the practicum provided an invaluable networking 
opportunity at a decisive time in an IR’s career. 

trAinees column
by Driss Raissi, MD

Register for the SIR 2013 
Fellows Spring practicum

may 30-june 1, hotel  
orrington, evanston, ill.

www.SIRweb.org/fellows-residents-
students/education-programs.shtml.
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W hen I was young, I had no special tal-
ent for sports but wanted to be active; 
climbing a sloping road seemed to be just 
a simple sport, so I started it when I was 

in high school. When I was 16, I spent approximately 90 
days in the mountains; when I was 17, I climbed in the 
mountains for 150 days. My school life and city life in those 
days were brief interludes between mountain climbing 
trips. While climbing, I often experienced life-and-death 
situations, which inspired me to live a full life in the city—
because of my climbing experiences, I’d gained a greater 
appreciation for life and for living.

In 1981, after graduating from medical college, I had the 
opportunity to climb the west ridge of Mt. Everest (29,029 
feet). Although, the highest point I reached during this 
expedition was 26,900 feet, I was impressed with the land-
scape at the Himalayas—a place of gods—it was the point 
of contact between life and death.

In 1983, I challenged Mt. Nangaparbat (26,660 feet), the 
ninth-highest mountain in the world and western anchor  
of the Himalayas. Just as I attacked the summit, I encoun-
tered a tremendous snow avalanche. I was fortunate to 
come away with a broken bone in my left hand; in that 
avalanche, I lost my friend, with whom I’d shared breakfast 
only two hours before. Climbing more than 13,000 feet 
down that wall—the biggest wall 
on earth—using only 

one hand, I was more clearly aware of a will and desire  
to survive than I’d ever felt in my life.

For the next 20 years, I became absorbed in my life as an 
IR, a life far removed from mountain climbing…until 2006. 
My desire to return to the mountains at that point may have 
come from wanting to renew the deep-seated zest for life 
I’d experienced in my youth. I may not have been as strong 
or skilled in climbing as I’d been when I was younger, 
but I knew that if I chose an adequate climbing route, 
the mountains would still give me an adequate challenge. 
There, every result must come to me. I could have chosen 
an easier path—no one would be watching—but I would 
know that I hadn’t chosen an adequate challenge and I 
would need to live with that decision. 

In January 2012, I attempted a solo climb of the east wall 
of Mt. Akadake (9,511 feet, the main peak of Yatsugatake 
Mountains in Japan). At one point, after spending a night in 
temperatures that reached -30° C, I faced the most difficult 
snow wall of the climb. I seriously thought about turning 
back but knew that doing so would change my life style 
forever. I also knew that as long as I moved my arms and 
feet accurately without fear, I would succeed. I needed to 
hold onto my principle to face challenges with a full effort. 
A few hours later, I’d reached the windy, cold summit. That 
evening, back at a lower altitude, I may have been worn out 
physically but felt abundant life flowing out from my heart. 
I believe the success of this midwinter solo climb of Mt. 

Akadake’s east wall will inspire me to contribute all my 
energy to advancing IR with my colleagues. 

Climbing to a Full Life
By Yasuaki Arai, MD

Yasuaki Arai, MD, is director of the 
National Cancer Center Hospital, 
Tokyo, Japan, and an associate 
editor of the Journal of Vascular 
and Interventional Radiology.

if you lead an interesting life outside the ir suite (or know others who do),  
irq wants to know. please send your suggestions to brian@SIRweb.org.
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