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Time to Innovate,  
Validate, Educate
Establishing the value of interventional radiology—which incorporates 
value development, value continuance and value evaluation/validation—
is critically important. How do we advance interventional radiology and 
show the specialty’s value? 

S IR must make an investment in innovation. 
We must incessantly and persistently work to 
improve our field. Innovation is a key component 
of the continued success of interventional radiol-

ogy—present at the beginning of our field and still much 
in evidence as we celebrate SIR’s 40th anniversary. We 
must consider how SIR can inspire, cultivate and promote 
innovation to improve and revolutionize patient care by 
inventing new image-guided treatments for the benefit of 
our patients. Under our new strategic plan, SIR and SIR 
Foundation, which specializes in developing investigators 
trained in conducting pivotal basic and clinical research 
trials, are working synergistically to develop and promote 
future IR innovations.

We must focus on validation. Once we invent a new tech-
nique (or a new feature of an existing technique), we need to 
demonstrate that it’s safe and effective, and SIR Foundation 
funds research that supports this validation process. We are 
working with the U.S. Food and Drug Administration (FDA) 
and different payers regarding their requirements to consider 
a device or treatment safe and effective. Our emphasis is 
on comparative effectiveness research, and SIR is validating 
data. For more than two years, the Society has proactively 
addressed an FDA medical alert about retrievable IVC filters. 
The Society’s action resulted in a col-
laborative initiative with the Society 
for Vascular Surgery: The development 
of the five-year soon-to-be-launched 
PRESERVE study and the formation 
of its related IVC Filter Study Group 
Foundation. In the future, we will need 
to validate emerging treatments, such 
as embolization of the prostate for 
BPH (PAE) and renal denervation for 
the treatment of hypertension, which 
could impact millions of patients. SIR 
Foundation organized an international 
expert panel meeting in PAE and 
plans one on renal denervation. 

We must recognize that validation requires evolving 
education. As new treatments are proven to be safe and 
effective, we seek to educate you about them. Intra-arterial 
therapy for stroke has been around for more than 15 years 
at the largest medical centers, yet it is not available in many 
community hospitals. Part of the reason is that there are not 
enough specialists to provide stroke care for all the patients 
in this country. There is a subset of IRs strongly interested 
in stroke treatment. The Society has provided training that 
gives individuals a good first step toward being able to do 
this type of work. We must continue to emphasize that we 
are clinical practitioners. After many years of work, we have 
a dual primary certificate in IR and DR, which will play an 
important role in ensuring the education of trainees not only 
in the full gamut of radiology and IR but also in the impor-
tance of longitudinal care. 

At April’s successful Annual Scientific Meeting in New 
Orleans, we shared ideas with friends and colleagues, and we 
came home with best practices to implement in our own prac-
tices—all while “Reaching Out.” SIR is actively reaching out to 
its colleagues in international societies, recognizing that we 
must collaborate to innovate, validate and educate the field 
together—across geographical boundaries. As we become 
more secure in the value of our specialty, we need to make 

sure the world understands that value. 
This value education needs to be made 
to patients, referring physicians, hospital 
administrators, payers, government regu-
lators, legislators and others.

It is an honor to serve as your president. 
Throughout my entire professional life I’ve 
been involved with SIR, and I encour-
age you to volunteer with the Society. 
Together, we see the value of IR and its 
continued promise in raising the quality 
of medical care for patients. Together, we 
must innovate, validate and educate to 
achieve excellence. 

president’s column
by Scott C. Goodwin, MD, FSIR 

Once we invent a new 
technique (or a new 
feature of an existing 
technique), we need to 
demonstrate that it’s 
safe and effective, and 
SIR Foundation funds 
research that supports 
this validation process.
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executive director’s column
by Susan E. Sedory Holzer, Ma, CaE

The Driving Force  
of Educating in IR
I’m comforted by the cycle of education. I enjoy hearing commencement speeches, 
smile when I receive graduation announcements, and empathize with cramming for 
an endless set of standardized tests and finals as short-lived torture. Yet, if we stop 
and think about our everyday lives, isn’t educating ourselves and others a driving 
force and a lifelong endeavor in everything we do? 

T his issue of IRQ on “The Changing Face of Educa-
tion” reminds us of the link between education 
and the potential to transform medicine through 
image-guided, minimally invasive treatments. 

Highlights from SIR’s Annual Scientific Meeting in New 
Orleans on page 16 recall the thought-provoking lectures, 
workshops and categorical courses that transpired amid a 
backdrop of networking and camaraderie. If you weren’t able  
to attend, then I hope these highlights will entice you to join  
us at SIR 2014, March 22–27, in San Diego.

Each year, SIR’s global meeting for IR serves as both an end 
point and a beginning point for encapsulating the advances 
in IR that were made in a year. It’s also an opportunity to 
share with you some notable accomplishments for your 
Society and the specialty. 

 By preserving SIR’s seat at the AMA, we leveraged our 
collective voice to defend IR’s valuation for key procedures.

 We connected IRs across the globe to education opportunities 
through more than 3,000 hours of Web-cast presentations, the 
Annual Scientific Meeting and intimate stand-alone meetings.

 We helped more than 1,200 members track their 
Continuing Medical Education (CME) and American Board 
of Radiology (ABR) credits through the SIR Learning Center.

 We significantly increased the visibility of your work 
published in the Journal of Vascular and Interventional 
Radiology (JVIR), which gained 1,000 new subscribers and 
is now available as an app for the iPad and iPhone.

 We supported our international colleagues in Brazil 
in reversing a coverage decision on uterine fibroid 
embolization (UFE) and co-sponsored a meeting in India  
to share knowledge and training.

 Through SIR Foundation, we distributed more than $300,000 
in grants to 12 competitive researchers and raised more 
funds to meet the rising demand for research and education.

SIR’s long-term vision is for IR to be the first choice for 
image-guided therapy. It’s a bold vision that will require an 
enormous amount of educating—across the spectrum. As 
a Society and a profession, we must take advantage of the 
social side of sharing knowledge with one another within 
the specialty, a dynamic that’s been made easier through 
technology and the increasing popularity of on-demand, 
interactive education. (SIR’s own Learning Center contains 
a growing library of live and online, accredited educational 
content that users can browse and purchase on their own time.)

Moving almost faster than changes in technology are the 
changes physicians face in regulatory and payment require-
ments. Structured reports and quality registries will bring 
new opportunities to gather evidence to improve quality for 
all of IR and seal our credibility with patients and with the 
Centers for Medicare and Medicaid Services (CMS). Now, 
more than ever, we must frequently and effectively educate 
others outside of the specialty on the value of IR—policy-
makers, regulatory bodies, hospital administrators and the 
media—for together, these entities have as much influence 
on our future as we do ourselves … possibly more. 

It’s for this reason that SIR is undertaking an important step 
to help clarify and strengthen the way we speak about IR, SIR 
and SIR Foundation through a comprehensive brand assess-
ment. You will be hearing more about the assessment and 
its impact on the Society in the months to come. 

IR is unique in that it treats a wide array of diseases and 
conditions, yet the specialty shares a collective commit-
ment to value-added innovation, improved patient out-
comes and the belief that less intervention is often better. 
The catalyst—the driving force that is needed to amplify 
these hallmarks of the specialty and bring IR further to the 
fore—is education. 
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IR Up Front    

 Scott C. Goodwin, MD, FSIR, President

 James B. Spies, MD, MPH, FSIR, President-elect

 Alan H. Matsumoto, MD, FSIR, Secretary

 Charles E. Ray Jr., MD, PhD, FSIR, Treasurer

 Marshall E. Hicks, MD, FSIR, Immediate Past President

 George A. Fueredi, MD, FSIR, Health Policy and Economics Division

 John A. Kaufman, MD, MS, FSIR, SIR Foundation Chair

 Daniel B. Brown, MD, FSIR, Annual Scientific Meeting Division

 Daniel A. Siragusa, MD, FSIR, Graduate Medical Education Division

 Brian Funaki, MD, FSIR, Postgraduate Medical Division

 Matthew S. Johnson, MD, FSIR, Member Services Division

 Boris Nikolic, MD, MBA, FSIR, Standards Division

 Suresh Vedantham, MD, FSIR, Councilor-at-large

 Sanjay Misra, MD, FSIR, Councilor-at-large

 Laura Findeiss, MD, FSIR, Councilor-at-large

 Ziv J. Haskal, MD, FSIR, JVIR, Editor (ex-officio)

 Terence A.S. Matalon, MD, FSIR, AMA Delegate (ex-officio)

 Susan E. Sedory Holzer, MA, CAE, Executive Director (ex-officio)

 Tricia McClenny, Associate Executive Director (ex-officio)

SIR Welcomes 2013-2014  
Executive Council

Czech IR Society 
Recognizes Seminal 
Anniversary

I n 1963, Charles T. Dotter, MD, presented a 
paper titled “Planting the Seeds of Interven-
tional Radiology” at the Congressus Radiologi-

cus Czechoslovacus. In this historic presentation, 
Dr. Dotter talked for the first time about catheters 
as devices for treatment and replacements for 
scalpels. The Congress was visited by almost 200 
prominent angiographers from Europe and the 
United States. This year, to celebrate the 50th 
anniversary of this milestone presentation and 
the worldwide growth of interventional radiology 
since then, the Czech Society of Interventional 
Radiology (CSIR) has created a memorial medal. 
One side cites the meeting information, while 
the other includes the logos of CSIR, SIR and 
CIRSE. SIR thanks CSIR for including the Society 
in this remarkable recognition.
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JVIR Seeks  
Statistical Editor

T he Journal of Vascular and Interventional Radiology (JVIR) is accepting 
nominations for an additional statistical editor. To nominate yourself 
or a colleague to join the journal’s editorial board in this role, please 

forward the applicant’s name, CV and a brief introductory letter to Ziv J. 
Haskal, MD, FSIR, JVIR editor-in-chief, through jvir@SIRweb.org. Those 
interested should have a track record of publications, interest in statis-
tics, ability to think critically, ability to confirm the validity of statistical 
information and provide manuscript reviews on publishable suitability. 
Other requirements include a methodical, detail-oriented work style, 
problem-solving ability and the ability to meet publishing deadlines. 
All applications will be reviewed by Dr. Haskal; an appointment will be 
announced on jvir.org and in other Society communications.

 John A. Kaufman, MD, MS, FSIR, Chair

 Stephen T. Kee, MD, MMM, FSIR, Vice Chair

 Gordon McLennan, MD, FSIR, Immediate Past Chair

 Charles E. Ray Jr., MD, PhD, FSIR, Treasurer

 Kamran Ahrar, MD, Clinical Research Trials Division Chair

 Filip Banovac, MD, Research Policy Division Chair

 Francis Facchini, MD, FSIR, Development Division Chair

 Laura Findeiss, MD, FSIR, Research Education  
Division Chair

 George A. Fueredi, MD, FSIR, SIR Health Policy and 
Economics Councilor

 James B. Spies, MD, MPH, FSIR, SIR President-elect

 Ziv J. Haskal, MD, FSIR, JVIR Editor-in-chief (ex officio)

 Marshall E. Hicks, MD, FSIR, SIR Immediate Past President

 Scott C. Goodwin, MD, FSIR, President

 Susan E. Sedory Holzer, MA, CAE, SIR Executive  
Director (ex officio)

 Daniel A. Siragusa, MD, FSIR, SIR Education Councilor

 Carolyn Strain, MA, MS, SIR Foundation Executive  
Director (ex officio)

SIR Foundation Welcomes  
2013-2014 Board of Directors

SIR Executive Council 
and SIR Foundation 
Board of Directors 
Hold Quarterly 
Meetings

On April 12, in conjunction with the 
SIR Annual Scientific Meeting in New 
Orleans, La., the SIR Executive Council 
and SIR Foundation Board of Directors 
held their quarterly meetings—for 
the first time convening their separate 
meetings into a single gathering, to 
improve information sharing across 
both organizations. Highlights from  
the discussion can be found in the 
Members section of www.SIRweb.org.

IR Community 
Loses pioneer

S IR was saddened 
to learn of the 
passing of Sidney 

Wallace, MD, FSIR, and 
recently sent a letter of 
condolence to his family. 
A fellow and founding 
member of SIR, Dr. Wallace was selected 
as the 1998 Charles T. Dotter Lecturer and 
received the Society’s Gold Medal Award in 
2003. SIR extends its sympathy to his fam-
ily, colleagues and friends.
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T he SIR Leadership Development 
Academy was developed to train 
the next generation of SIR lead-

ers. First held in 2009, this dynamic 
leadership experience provides selected 
SIR members, chosen via a rigorous 
application process, with valuable 
information that will combine with their 
existing base of knowledge to inspire 
and lead their colleagues to improve 
public health through disease manage-
ment and the use of minimally invasive, 
image-guided therapeutic interventions.

Held on April 13 in conjunction with 
the SIR Annual Scientific Meeting, 
the 23 SIR members of the 2013 SIR 
Leadership Academy class have demon-
strated tremendous leadership potential.

This group benefited from a range of 
didactic and interactive sessions:

 What You Bring to Leadership

 Strengthening Your  
Interpersonal Effectiveness

 Managing the Accomplishment  
of Work Done With/by Others

 Effective Management and Leadership

 Strategic Decision-making

 Personal Planning

 Nadine Abi-Jaoudeh, MD,  
National Institutes of Health

  Robert D. Adamo, MD, 
UMASS Memorial Medical Center

 Fadi Aris, MD, CM, BSc, 
McGill Health Centre

  Hamed Aryafar, MD, 
UC San Diego Medical Center

  Erik N. K. Cressman, MD, PhD, 
University of Minnesota  
Medical School

 Clifford Davis, MD, 
Tampa General Hospital

 Sudhen B. Desai, MD, 
Vascular Access Centers

  Joseph P. Erinjeri, MD, PhD, 
Memorial Sloan-Kettering Cancer 
Center

 Khashayar Farsad, MD, PhD,  
Oregon Health and Science University

  Stephen Ferrara, MD, FSIR, 
U.S. House of Representatives

  Aaron M. Fischman, MD, 
Icahn School of Medicine at  
Mount Sinai

 Philip L. Johnson, MD, 
University of Kansas

  Steven Kikolski, MD, 
University of California, San Diego

 Venkatesh P. Krishnasamy, MD, 
George Washington University

 Justin P. McWilliams, MD, 
University of California, Los Angeles

   Jeet Minocha, MD,  
University of Illinois at Chicago

   Gregory J. Nadolski II, MD,  
Hospital of the University of 
Pennsylvania

 Susan Kiernan O’Horo, MD, 
MP Brigham and Women’s Hospital

 Ethan A. Prince, MD, 
Rhode Island Hospital

 Sharjeel H. Sabir, MD,  
MD Anderson

   Deepak Sudheendra, MD,  
Hospital of the University of 
Pennsylvania

 Thuong G. Van Ha, MD, 
University of Chicago Hospital

  Aradhana Venkatesan, MD,  
NIH Clinical Center

SIR Holds third Leadership  
Development Academy

SIR congratulates the following members who were selected to attend  
the 2013 SIR Leadership Development Academy:



Donor Corner
Discovery Campaign Donors Advance IR 
Through Generous Donations

S IR Foundation is pleased to announce results of its Discov-
ery Campaign, which recently concluded. Launched in 2007 
with an SIR membership phase, this monumental fundrais-

ing initiative was designed to ensure that minimally invasive 
medicine continues to grow and move into new areas of discov-
ery. The Foundation thanks the hundreds of SIR member donors 
and industry supporters who generously contributed more than 
$6 million to the Foundation’s mission (see page 27). 

Through the generous investment of its donors, SIR Foundation’s 
Discovery Campaign enhances resources to: 

Educate the public, providers, payers and policy-makers on 
the effectiveness of IR procedures through the creation and 
maintenance of registries and other research efforts targeted 
at contributing to Level 1 evidence regarding the efficacy of 
interventional radiology procedures, helping to increase public 
knowledge of this cutting-edge field of medicine and ensuring 
that patients receive the most effective, least invasive treatments.

Double the number of investigator grants in a program that has 
an impressive 25-to-1 return on investment via acquisition of 
external funding, enabling the next generation of researchers 
to investigate new procedures that will become tomorrow’s 
standard of care.

 Support clinical trial efforts in IR by enabling the Foundation to 
serve as a research incubator and resource provider in IR clinical 
trials, identifying critical research topics, organizing research 
consensus panels and providing clinical trial planning grants to 
help bring more IR trials to fruition.

 Enable the development of new procedures and therapies that will 
maintain IR at the forefront of image-guided interventions well into 
the future.

Discovery donations are channeled directly to programs and proj-
ects that perpetuate a strong and vibrant future for IR. Since the 
campaign’s inception, generous donors and the Foundation have 
already made an incredible impact on the specialty (see page 27 
for details).

SIR Foundation is a 501(c)(3) charitable organization with a mission 
of advancing IR through research and education. SIR Foundation does 
not receive funding from SIR member dues. It relies on donations 
from members and the public to ensure SIR Foundation is the premier 
source of research funding, data collection, outcomes, and education 
for IRs. SIR Foundation thanks all donors for their commitment to 
strengthening IR through research and education. Please visit www.
SIRFoundation.org for more information or to make a donation.

Grant Recipients
2013 Grant Recipients, Pilot Research Grant  
Supported by C.R. Bard
 Feng Zhang – University of Washington

 –  Radiofrequency Heat-enhanced Transarterial HSV-tk Gene 
Therapy with Specifically Targeting of Hepatic Tumor Margins

 Sarah White – Northwestern University
 –  Allogenic Cell Immuno Therapy (ACT) for Metastatic Colorectal 

Carcinoma

 Stephen Hunt – University of Pennsylvania
 –  Near Infrared Flourescence Imaging of Matrix-Metalloproteinase-2 

as a Biomarker of Vascular Remodeling in Hemodialysis Access

 Terence Gade – University of Pennsylvania
 –  Targeting the Metabolic Stress Response in Hepatocellular 

Carcinoma

Funding Source Development Grant
 Sanjay Misra – Mayo Clinic

 –  Critical Limb Ischemia EndovAsculaR (CLEAR) Trial

 Jeremy Durack – Memorial Sloan-Kettering Cancer Center
 –  A Multi-institutional Pilot Study of the Interventional Radiology 

Structured Reporting Initiative: An Opportunity to Demonstrate 
Quality and Value

Radiology Resident Research Grant
 Oleg Mironov – University of Rochester

 –  Development of a Stent Embedded with Light Diodes (LEDs) for 
Photodynamic Therapy (PDT) of Malignant Biliary Obstruction

 Rahul Sheth – Massachusetts General Hospital
 –  Optical molecular imaging for point-of-care characterization  

of focal hepatic lesions following percutaneas biopsy

 Eric Vikingstad – Duke University
 –  Comparison of the Non-target Ablation Effects of Radiofrequency 

Ablation and Cryoablation on Peri-Articular Structures

 Kyungmouk Steve Lee – Memorial Sloan-Kettering Cancer Center
 –  Optimization of Probe Geometry and Ablation Power to 

Minimize Pneumothorax Following Image-guided Percutaneous 
Microwave Ablation of Lung

Student Research Grant
 Trevor Rich – Medical College of Wisconsin

 –  Academic Development of Radiology Residents using  
Interesting Interventional Radiology Cases

 Dorissa Lahner – University of Minnesota
 –  Valproic Acid: A Novel Approach to Hepatocellular Carcinoma 

Treatment Using Thermochemical Ablation Combined with 
HDAC Inhibition

 Naomi So – UCLA
 –  Effects of Irreversible Electroporation (IRE) on Peri-pancreatic 

Vessels and Bile Ducts

 Philip McFarland – Washington University
 –  Improving Team Performance During the Preprocedure Timeout

 Sameer Berry – William Beaumont School of Medicine
 –  Survival after Radioembolization for Metastatic Colorectal 

Cancer: Search for Prognostic Factors, Outcomes and Costs

 Patrick Carroll – University of Minnesota
 –  Optimizing High Intensity Focused Ultrasound Exposure  

in an in vivo Model
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JVIR presents Awards for  
Class-leading Research

O n April 15, in conjunction with the SIR 2013 Annual Scientific Meeting, 
the Journal of Vascular and Interventional Radiology (JVIR), with the support 
of the Society of Interventional Radiology Foundation, presented the 3rd 

annual JVIR awards for outstanding research.

JVIR Editor-in-chief Ziv J Haskal, MD, FSIR, presented the awards to the honorees 
noting the substantial impact such research has on the IR community and on 
high-quality patient care. The winning manuscripts were chosen by a review of all 
articles published in 2012, voted on by the editorial board members and selected 
by the editor. SIR and JVIR congratulate the winners of these prestigious awards.

2012 JVIR Editor’s Award for Outstanding  
Clinical Research Paper
Lower-extremity Endovascular Interventions for Medicare Beneficiaries:  
Comparative Effectiveness as a Function of Provider Specialty

JVIR January 2012; 23(2): 3-9. 

Abdul M. Zafar, MD, Rajoo Dhangana, MD, Timothy P. Murphy, MD, FSIR,  
Scott C. Goodwin, MD, FSIR, Richard Duszak Jr., MD, FSIR, Charles E. Ray Jr., 
MD, PhD, FSIR, Nikolay E. Manolov, PhD 

2012 JVIR Editor’s Award for Outstanding  
Laboratory Investigation
Intratumoral vs. Intravenous Gene Therapy Using a Transcriptionally Targeted 
Viral Vector in an Orthotopic Hepatocellular Carcinoma Rat Model

JVIR May 2012; 23(5): 704-711 

Young Il Kim, MD, Byeong-Cheol Ahn, MD, John A. Ronald, PhD,  
Regina Katzenberg, MS, Abhinav Singh, MD, Ramasamy Paulmurugan, PhD, 
Sunetra Ray, PhD, Sanjiv S. Gambhir, MD, Lawrence V. Hofmann, MD, FSIR

new SIR Fellows
SIR congratulates the newly inducted 
SIR Fellows. The following Fellows were 
presented at the SIR Fellows Business 
Meeting and Dinner held on Monday, 
April 15, in conjunction with the SIR 
2013 Annual Scientific Meeting.

Active Fellows
Hani H. Abujudeh, MD, FSIR

Kamran Ahrar, MD, FSIR

William Alago Jr., MD, FSIR

Ronald S. Arellano, MD, FSIR

Filip Banovac, MD, FSIR

Charles T. Burke, MD, FSIR

Sohail G. Contractor, MD, FSIR

Marco Cura, MD, FSIR

G. Peter Feola, MD, FSIR

Stephen L. Ferrara, MD, FSIR

Joseph Gemmete, MD, FSIR

Anthony Goei, MD, FSIR

Susan K. O’Horo, MD, FSIR

Scott A. Resnick, MD, FSIR

Elizabeth Brooke Spencer,  
MD, FSIR

Joseph R. Steele, MD, FSIR

Corresponding 
Fellows

John R. Kachura, MD, FSIR

Sergio D. Sierre, MD, FSIR

SIR Fellowship represents members 
who have demonstrated excellence in 
interventional radiology by virtue of 
research and published works, teaching 
and leadership within the field of 
interventional radiology and SIR. 
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T he 2013 Association for Radiologic Imaging Nursing (ARIN) 
offered a four-hour preconference session on palliative 
care. This session explored the intersection of palliative 

care and interventional radiology. Palliative care is for patients 
and their families who have advanced illnesses that may or may 
not be terminal. The care is provided by an interdisciplinary 
team that aims to: relieve suffering, improve quality of life, opti-
mize function and assist with decision making. There is much 
misunderstanding surrounding palliative care with many believ-
ing that, like hospice care, they must forgo curative treatment. 
This is not the case—palliative care is offered simultaneously 
with curative treatment modalities. Palliative care is used often 
to addresses the epidemiologic changes in health care, pro-
vides evidence-based symptom management and is financially 
responsible. Palliative care interventions are based on patient 
goals rather than disease.

After a comprehensive explanation of the structures and pro-
cesses defining palliative care, it was clear that interventional 
radiology is a major palliative care provider. The interdisciplin-
ary core team representing medicine, nursing, mental health 
and spiritual was described with the overlapping nature of 
each as they share in the care of the patient.  

The nurses explored and discussed clinical situations surround-
ing ethical and legal aspects of care. They explained how to 
identify not just patients who are in a palliative mode of care but 
also those who may be eligible for a hospice approach to care. 
Prognostic tools such as the Karnofsky, Palliative Performance 
Score and Functional Assessment Staging Test were reviewed 
and applied to clinical scenarios. To assist nurses’ understanding 
of potential areas of patient suffering, the Edmonton Symptom 
Assessment tool was reviewed. 

The distress management self-assessment tool was reviewed for 
potential implications to optimally care for patients. This tool 
would help in revealing the unmet or unspoken physical, social, 
spiritual or psychological distress often associated with pallia-
tive procedures. This assessment tool provides the clinician with 
valuable information and guidance to triage and refer patients as 
indicated by distressing symptoms. Integrating palliative interdis-
ciplinary team meetings into the interventional radiology culture 
can also be done through informal monthly lunch sessions in 
which a patient is reviewed from various disciplines to cover 
the physical, social, spiritual, and legal and ethical aspects sur-
rounding the patient total care needs. This session was given by 
Cynthia Kociszewski, PhD, APRN, ACNP-BC, ACNPC, ACHPHN. 

ARIn Update
By Beth Ann Hackett, MSN, APRN-BC, CRN
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June 28
Funding Source Development Grant applications due

July 1
SIR 2013-2014 Membership Term Begins 

September
National PAD Awareness: Register for SIR’s Legs For Life® www.LegsforLife.org

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

October 1
   SIR 2014 Annual Scientific Meeting online registration opens
   SIR 2014 Resident-in-training Scholarship deadline 

October 4
Nominating Committee nominations deadline; for questions or more information, 
contact Tricia McClenny at tricia@SIRweb.org

October 8
    Leaders in Innovation Award nominations due
   World Osteoporosis Day
   SIR 2014 Annual Scientific Meeting Abstract submissions due

October 10-12
3rd SPIR Meeting, Santa Fe, N.M.

November
Contact development@SIRFoundation.org to make a year end donation 

November 8 
International Day of Radiology

November 15
   Dr. Gary J. Becker Young Investigator Award applications due
   Resident/Fellow SIR Annual Scientific Meeting Research Award applications due
   Dr. Constantin Cope Medical Student SIR Annual Scientific Meeting Research 
Award applications due

December 14
   Allied Scientist Grant applications due
   Academic Transition Grant applications due
   Dr. Ernest J. Ring Academic Development Grant applications due
   Funding Source Development Grant applications due
   Pilot Research Grant applications due

December 31
Deadline for SIR Fellow Applications

   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

F
rom visually stunning new for-
mats, to meeting content specifi-
cally designed for the whole IR 
team, to increased use of cutting-

edge meeting and communications tech-
nologies, SIR 2013, “IR Reaching Out,” 
was a memorable event for all attendees 
and a great success. The Society thanks 
the SIR 2013 Annual Scientific Commit-
tee, volunteers, attendees and all else 
who made the meeting such a tremen-
dous success.

Technical Exhibit Hall
The Technical Exhibit Hall remained a 
top-tier venue for exhibitors, with excit-
ing programs like the hands-on exhibi-
tor designation and passport contest, 
and mobile app that allowed attendees 
to find their location in the hall and 
download exhibitor information and 

materials. Of 
the 146 exhibi-
tors, 40 percent 
participated in the 
Society’s hands-on 
learning opportuni-
ties program.

Also in the Technical Exhibit Hall, SIR 
Central premiered NEW educational 
products for purchase: Updates in Inter-
ventional Radiology 2013 and the newly 
redesigned 2013 Case-based Review 
Monograph. Great gift ideas include SIR 
logo wear such as new ball caps and 
wind shirts were also available. Didn’t 
get a chance to purchase in person? 
Visit the IR Store online and purchase 
all of these new items; remember to log 
in to receive your member discount.

SIR 2013 Highlights
new	orleans,	la			|			april 13–18
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Changing the Face  
of Education
Select sessions were Webcast live 
around the world via VIRtual SIR 2013, 
which featured chat rooms for discus-
sion among hundreds of viewers. IRs, 
non-IR physicians, clinical associates 
and others tuned in from every conti-
nent (except Antarctica) to take part. 
According to one viewer, “It’s an amaz-
ing contribution to IR education! I wake 
up at 2:30 a.m. to catch the afternoon 
sessions, but I love to. I am grateful to 
the person who introduced this virtual 
meeting to us.” In total, the Webcast 
sessions were viewed by 346 individu-
als, from 31 different countries. 

The SIR 2013 mobile app returned with 
even more features to enhance each 
attendee’s meeting experience. With 
the app, which has been downloaded 

almost 3,000 
times, attendees 
could submit 
evaluations, 
collect codes 
from exhibitors 
for the Passport 
Contest, view and rate products in 
the New Product Showcase, and find 
their location on the Technical Exhibit 
Hall floor. These features combined 
with returning elements to make the 
meeting app a winning way to make 
the most of SIR 2013. For example, 
users “tapped” exhibitors listed in 
the app for more information more 
than 3,800 times; users also opened 
the app’s events list almost 50,000 
times—a clear demonstration of its 
value in planning the attendees’ meet-
ing experience. Even after the meet-
ing, attendees can read news articles 

and abstracts and follow up with 
exhibitors by downloading it from 
the app store or mobile marketplace 
(search for SIR 2013).

The SIR 2013 Digital Video Library 
allows you to watch recorded sessions 
on your mobile device, desktop or 
laptop computer or on DVD. The 
meeting proceedings include nearly 
200 hours of meeting content and 
self-assessment CME (SA-CME) credit 
toward maintenance of certification. 
Get more details and purchase the 
Digital Video Library at http://dvl.
SIRweb.org/common/default.aspx.

mobile app supporters

virtual sir 2013 exhibitors

Silver Level

St. Jude Medical

Covidien

Gold Level

Cook Medical

Boston Scientific  
Corporation, Inc.

Cook Medical

Sirtex

St. Jude Medical
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Online Resources
VIRtual SIR 2013: www.SIRmeeting.org/index.cfm?do=cnt.page&pg=1158

SIR 2013 mobile app: www.SIRmeeting.org/index.cfm?do=cnt.page&pg=1009

Digital Video Library: http://dvl.SIRweb.org/common/default.aspx

SIR Today (on-site daily): 

Issue 1 (April 14): www.nxtbook.com/tristar/sir/day1_2013/index.php

Issue 2 (April 15): www.nxtbook.com/tristar/sir/day2_2013/index.php

Issue 3 (April 16-17): www.nxtbook.com/tristar/sir/day3_2013/index.php

Reaching Out to Reporters
To deliver SIR messages to the public and trade press, SIR pitched news from 13 
press releases, hosted two news conferences and one pre-meeting national press 
teleconference, collaborated with reporters on site and incorporated social media to 
increase coverage of SIR 2013. 

The result? SIR had more than 600 million media impressions (the potential num-
ber of individuals who may have read or heard about IR research and treatments 
from print or broadcast news sources). Facebook fans increased by 3 percent and 
@SIRspecialists followers increased by 5 percent in the period immediately preced-
ing and following the meeting.

Articles about scientific findings were broadcast on CBS Radio and placed on con-
sumer and trade publication websites, such as Reuters Health, HealthDay, WebMD, 
Everyday Health (Dr. Sanjay Gupta’s consumer Web site), MedPage Today, U.S. 
News & World Report, Yahoo, AuntMinnie, TCTMD, Renal and Urology News and 
Advance for Imaging and Oncology.

With a strategic social media plan, Facebook spotlighted meeting content and a 
quiz, “Device … and Conquer,” in which Facebook visitors were asked to identify a 
piece of equipment from IR’s past (clocking nearly 10,000 views for the 10 devices 
pictured). Twitter tactics included two social media workshops (“So Me: So You”) 
where nearly 40 attendees learned “So Me” tips and tweeted about #SIR2013 and 
#SIR40th (SIR’s 40th anniversary handle). These attendees—SIR’s Twitterati—were 
instrumental in generating excitement for the meeting and providing information 
during SIR 2013. SIR’s first-ever Twitterboard at the exhibit hall entrance provided 
a real-time look at what was being discussed in press conferences, workshops, 
plenary sessions and at exhibitor booths. 

View all coverage on the 
society’s website, www.
SIRweb.org/news/ASM13_
pressroom.shtml, and on 
facebook, www.facebook.
com/SocietyOfInterven-
tionalRadiology.

Scan code to 
see news stories 
about SIR.

Scan code to 
visit SIR’s Annual 
Scientific Meeting 
Pressroom.

Need the reader? 
  www.gettag.mobi
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sir	foundation’s	third	annual	gala	was	
as	successful	as	it	was	an	incredibly	
memorable	experience	that	gave	all	
attendees	a	“taste	of	new	orleans.”
The evening, which raised more than $300,000 to support IR research and educa-
tion, was filled with unforgettable moments: a brass-band-led opening parade that 
brought attendees to the event from the Ernest N. Morial Convention Center, a 
hangar-sized float den filled with creative floats both beautiful and strange, an indoor 
mansion that perfectly captured the illusion of a starlit southern evening, entertain-
ment by New Orleans musicians Kermit Ruffins and Linnzi Zaorski, a silent auction 
filled with one-of-a-kind memorabilia and opportunities, fun carnival-style games and 
mouthwatering food from Chef Paul Prudhomme’s K-Paul’s Louisiana Kitchen. 

The Foundation thanks all those who contributed to the wonder of the evening,  
and who so generously showed their support of the Foundation’s mission. Please 
mark your calendar for the 2014 SIR Foundation Gala, to be held Sunday, March 23 
in San Diego, California. 

SIR Foundation Gala

feature

The SIR Foundation 
silent auction 
boasts unique 
prizes.
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SIR 2013 
Inspires RIt 
Scholars

T he 50 recipients of the 9th annual 
Resident-in-training Scholarship 
gathered at the SIR 2013 Annual 

Scientific Meeting to learn about inter-
ventional radiology at an early stage 
in their medical careers. This program, 
which is open to all first- and second-
year radiology residents within the 
United States, provides complimentary 
meeting registration, funding for travel 
(up to $500) and a $500 travel stipend. 
The recipients attended the dedicated 
IR-in-training education track, select 
SIR 2013 plenaries and workshops, 
and participated in networking events 
including the RIT Scholarship dinner 
symposium, where some of IR’s most 
influential leaders highlighted emerg-
ing therapies and issues in the specialty.

According to Charles Brown, MD, 
MBA, one of the scholarship recipi-
ents, “As a future interventional 
radiologist in the beginning stages of 
my career, the SIR 38th Annual Scien-
tific Meeting constituted an exciting 
opportunity for me to meet leaders 
in the field, to see the newest innova-
tions in technology and to network 
with colleagues from all over the 
world.”Another scholar, Steven Deso, 
was similarly inspired: “The specialty 
is clearly alive and well and the future 
appears to be very bright. As some-
one who was already interested in 
IR, this incredible opportunity further 
solidified my decision to pursue a 
career in this amazing field.”

SIR congratulates this year’s recipients 
and thanks the program’s generous 
supporters.

Dues 
Discontinued 
for Medical 
Students

E ffective July 1, SIR medical 
student membership will be 
complimentary. At the recent SIR 

Annual Members Business Meeting, 
SIR members approved the proposal 
to remove the $25 annual fee for 
medical student membership. Medi-
cal student members will continue to 
receive the same member benefits as 
before, including print and online sub-
scription to the Journal of Vascular and 
Interventional Radiology and compli-
mentary registration to the SIR Annual 
Scientific Meeting. To join SIR, medi-
cal students will still be required to 
complete a membership application, 
providing proof of enrollment in a 
medical school. If you have questions 
regarding membership, contact Shaun 
Singletary, SIR member services asso-
ciate, at SSingletary@SIRweb.org.

IR-in-training 
newsletter

T o help keep residents aware of 
developments in interventional 
radiology that are particularly 

pertinent to them, SIR distributes the 
quarterly electronic newsletter, IRs-in-
training Update. The first edition of this 
new resource, which was distributed 
in mid March, highlighted details and 
information that can be found in the 
Residents and Fellows Section (RFS) 
webpage, www.SIRweb.org/rfs/index.
shtml, including the impact of the Dual 
Primary Certificate in Interventional 
Radiology and Diagnostic Radiology, a 
look at pediatric interventional radiology, 
a featured IR case, a list of RFS Webinars 
and more.

irs-in-training column
by Dave Tabriz, MD

RIT Scholarship Program 
Supporters:

AngioDynamics, Inc.

Boston Scientific Corporation, Inc.

Cook Medical

Covidien

Cordis Corporation

Terumo Interventional Systems



benefactor level partner  
level

Abbott Vascular

 Bard Peripheral 
Vascular

Biocompatibles

Cordis 
Corporation

Sirtex Medical

associate 
level

Delcath

Nordion

 Siemens 
Healthcare

supporter 
level

Argon Medical

Penumbra

St. Jude 
Medical

Terumo

Corporate Corner: SIR thanks the 2013 Annual Scientific Meeting Supporters

SIR 2014: IR Convergence
Although the SIR 2013 Annual Scientific Meeting has closed, plans are 
already underway for SIR 2014 in San Diego, Calif., March 22–27, 2014. 

T he SIR Annual Scientific Meeting is where IR team 
members come together to learn, explore the 
products and services of exhibitors, network and 
catch up with old friends, and San Diego is an 

ideal location for these activities. The theme for SIR 2014, “IR 
Convergence,” reflects the many factors that come together 
both in daily practice and in the specialty of interventional 
radiology as a whole. As with the theme, IR is in the center 
of the rapidly evolving health care environment.

Convergence of Content: The SIR Annual Scientific Meeting is 
the most comprehensive meeting in the Western hemisphere 
covering the diverse array of topics that make up our primary 
specialty. IR procedures are at the center of both primary 
patient management (such as tumor ablation or aortic stent-
grafting) and our efficiency, which plays an enormous role in 
facilitating institutional demands for rapid patient turnover, 
with procedures such as venous access and abscess drainage. 

Convergence of Skill Sets: A crucial component of profes-
sional growth for IRs is developing and learning new skills 
and procedures that result from benchtop design meeting 
clinical practice. Meeting attendees will find educational 
opportunities on newer topics of interest such as prostate 
embolization and renal denervation, among others. New pro-
cedures often develop at the intersection of physician innova-
tion and industry insights, and the Annual Scientific Meeting 
provides an excellent location for strategic planning and 
building the research that keep the specialty moving forward. 

Convergence of IR Team Members: With health care reform 
moving forward, the ability for successful IR groups to 
continue to provide excellent care is a challenge in the face 
of declining reimbursement and resources. The IR team at 
many institutions has a dramatically different appearance 
than 10 years ago, when practices were driven by attend-
ings, fellows and the occasional interested resident. Current 
practice has brought together a variety of postgraduate and 
in-training caregivers. The integration of nurse practitio-
ners, physician assistants and advanced training nurses has 
improved and streamlined care. The rapidly expanding medi-
cal student and resident groups within SIR are the future of 
the specialty. The diverse array of educational opportunities 
available at SIR is ideal for all these practitioners who are 
expanding or developing their knowledge base.

Convergence of the IR Community: Bringing all these 
components together will make for an exciting and memo-
rable experience. The Annual Scientific Meeting Committee is 
working to ensure that a diverse array of educational opportu-
nities is available to meeting attendees. San Diego provides a 
tremendous atmosphere for enjoyment outside the conven-
tion center, with plentiful dining and entertainment options in 
a beautiful environment. 

On behalf of the Annual Scientific Meeting Committee, I 
invite you to start planning now to converge in San Diego 
from March 22–27, 2014. We look forward to seeing you 
there. 

asm chair column
by Daniel B. Brown, MD, FSIR
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sIR’s education leadership describes how learning 
has changed since their training days—and how 
they think it will continue to evolve.

L ast year, the American Board 
of Medical Specialties (ABMS) 
approved the Dual Primary 
Certificate in Interventional 

Radiology and Diagnostic Radiology. 
Although its precise mechanics are yet 
to be determined, there can be little 
doubt that its implementation will 
change the face of medical education 
in interventional radiology. That kind of 
change isn’t unprecedented, however—
interventional radiology education has 
evolved steadily over the decades. 

Some changes in education are closely 
tied to how IR practice is evolving. 
According to Daniel Siragusa, MD, 
FSIR, SIR Graduate Education Divi-
sion councilor, one of the biggest such 
changes is the increased emphasis 
on clinical care of patients. “Over the 
years,” he says, “the IR community has 
realized that it must be involved in the 
full spectrum of patient care to provide 
the best outcomes. Training has corre-
spondingly expanded from performing 
procedures to providing longitudinal 

care in outpatient clinics and admit-
ting patients to our own in-patient 
services.” 

Gary P. Siskin, MD, FSIR, SIR 2013 
Annual Scientific Meeting chair, has 
noticed the increased attention paid to 
clinical practice as well. “We expect our 
fellows today to not only master the 
wide variety of procedures we per-
form,” he explains, “but also to under-
stand the issues patients face before 
and after these procedures and how 
to assume responsibility for managing 
these issues.” (See how SIR is helping 
on page 37).

That’s not the only way education 
has shifted to reflect current practice. 
Dr. Siskin adds that “The decreased 
volume in PAD that many practices 
are experiencing has meant fewer 
PAD training opportunities for our 
fellows. This can be a challenge to 
those entering the field because they 
may feel unprepared to handle these 
cases if called on to do them.” (See 

What changes have you 
observed in education?  
What changes do you 
recommend for SIR 2014? 
Contact the Society at  
(703) 691-1805.

feature

The Changing  
 Face of Education
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the back-cover ad for information on 
how SIR’s LEARN meeting can help 
you stay current in a competitive PAD 
environment).

Daniel B. Brown, MD, FSIR, SIR 2014 
Annual Scientific Meeting chair, 
notes one area that may necessitate 
additional training: “A number of IR 
programs don’t cover coding and 
billing in any depth—which could be 
a problem since the trainees will be 
responsible for it when they enter 
practice. Given the complexities in 
billing and coding, this gap can pose 
quite a challenge.” 

Some changes in medical education 
stem from changes in society, itself—
such as the increasing role of emerging 
technology, says Brian Funaki, MD, 
FSIR, SIR Postgraduate Medical 
Education Division councilor: 
“Certainly, medicine evolves as 
technology evolves. By the time my 
kids are in college, campus bookstores 
may sell only computers.” 

Growth of communication 
technologies means that learners 
have new ways to access educational 
opportunities—and, by extension, that 
the days of scheduled lectures may 
be passing. According to Dr. Siskin, 
“These lectures are still necessary, 
but will likely more often be filmed 
and made available online for later 
viewing. Because that approach is 
more practical and efficient, it actually 
increases the amount of teaching we can 
offer to our trainees.”

But trainees aren’t the only beneficia-
ries, Dr. Brown says: “We have only 
scratched the surface of what we can 
do with advanced technologies: The 
ability to store Webinars and allow 
later acquisition of CME is a tremen-
dous help for those in busy practices. 
The success and popularity of SIR’s 
VIRtual SIR 2013 meeting portal is 
particularly telling, I think.” (See page 
17 for more details).

Medical simulation—much like the 
simulators long used by aeronautics 
and military trainees—is another 
increasingly significant technological 
aspect of medical education. As  
Dr. Siragusa explains, “Medical 
simulation has grown by leaps 
and bounds in the past decade. 
Robust angiographic simulators 
and computer-based simulations 
allow trainees to gain experience in 
controlled environments.” 

Dr. Siskin agrees: “It seems intuitive 
that trainees should first learn 
procedural technique with a simulator 
before learning on a patient. With 
today’s—and tomorrow’s—technology, 
that practice is becoming a reality 
and will ultimately better serve our 
patients.”

Although emerging 
technologies clearly 
have a great impact 
on how learning is 
changing, Dr. Funaki 
also cites “increasing 
regulation through 

organizations such as the Joint 
Commission and the Institute of 
Medicine. For example, new duty hour 
regulations have created educational 
challenges—at times, it seems as 
though we’re training a generation of 
shift workers. I’d like to see ‘evidence-
based practice’ applied to these rules 
before implementation.”

Dr. Siragusa shares another factor in 
the evolution of IR education: “The 
political climate of academic medicine 
has posed significant challenges 
for training in IR. In the academic 
environment, institutions often have 
multiple training programs that all 
want to provide a robust educational 
foundation for their trainees. Much 
like a parent, all programs want 
their graduates to be prepared for 
whatever they want to do when they 
enter the workforce.” He concludes, 
“Unfortunately, this can lead to an 
environment with artificially increased 
competition issues that don’t reflect 
the global practice of medicine in the 
private community.” 

It seems intuitive that trainees 
should first learn procedural 

technique with a simulator before 
learning on a patient. With today’s—

and tomorrow’s—technology, that 
practice is becoming a reality and will 

ultimately better serve our patients. 
Gary P. SiSkiN, MD, fSir
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Effect of Ramipril on Walking Times 
and Quality of Life Among Patients 
With Peripheral Artery Disease and 
Intermittent Claudication:  
A Randomized Controlled Trial.
JAMA. 2013 Feb 6;309(5):453-60. doi: 10.1001/
jama.2012.216237.

Ahimastos AA, Walker PJ, Askew C, Leicht A, Pappas E, 
Blombery P, Reid CM, Golledge J, Kingwell BA.

SoURCE: Baker IDI Heart and Diabetes Institute, PO Box 
6492, St Kilda Rd. Central, Melbourne, Victoria, 8008 Austra-
lia. a.ahimastos@alfred.org.au.

IMpoRtAnCE: Approximately one-third of patients with 
peripheral artery disease experience intermittent claudica-
tion, with consequent loss of quality of life.

oBJECtIVE: To determine the efficacy of ramipril for 
improving walking ability, patient-perceived walking perfor-
mance, and quality of life in patients with claudication.

DESIGn, SEttInG, AnD pAtIEntS: Randomized, 
double-blind, placebo-controlled trial conducted among 212 
patients with peripheral artery disease (mean age, 65.5 [SD, 
6.2] years), initiated in May 2008 and completed in August 
2011 and conducted at 3 hospitals in Australia.

IntERVEntIon: Patients were randomized to receive  
10 mg/d of ramipril (n = 106) or matching placebo  
(n = 106) for 24 weeks.

MAIn oUtCoME MEASURES: Maximum and pain-free 
walking times were recorded during a standard treadmill test. 
The Walking Impairment Questionnaire (WIQ) and Short-
form 36 Health Survey (SF-36) were used to assess walking 
ability and quality of life, respectively.

RESULtS: At 6 months, relative to placebo, ramipril was 
associated with a 75-second (95% CI, 60-89 seconds) 
increase in mean pain-free walking time (P < .001) and a 
255-second (95% CI, 215-295 seconds) increase in maxi-
mum walking time (P < .001). Relative to placebo, ramipril 
improved the WIQ median distance score by 13.8 (Hodges-
Lehmann 95% CI, 12.2-15.5), speed score by 13.3 (95% CI, 
11.9-15.2) and stair climbing score by 25.2 (95% CI, 25.1-
29.4) (P < .001 for all). The overall SF-36 median Physical 
Component Summary score improved by 8.2 (Hodges-Lehm-
ann 95% CI, 3.6-11.4; P = .02) in the ramipril group relative 
to placebo. Ramipril did not affect the overall SF-36 median 
Mental Component Summary score.

ConCLUSIon AnD RELEVAnCE: Among patients with 
intermittent claudication, 24-week treatment with ramipril 
resulted in significant increases in pain-free and maximum 
treadmill walking times compared with placebo. This was 
associated with a significant increase in the physical function-
ing component of the SF-36 score.

Endovascular Treatment  
for Acute Ischemic Stroke.
N Engl J Med. 2013 Mar 7;368(10):904-13. doi: 10.1056/NEJ-
Moa1213701. Epub 2013 Feb 6.

Ciccone A, Valvassori L, Nichelatti M, Sgoifo A, Ponzio M, 
Sterzi R, Boccardi E; SYNTHESIS Expansion Investigators.

SoURCE: Stroke Unit and Department of Neurology, 
Niguarda Ca’ Granda Hospital, Milan, Italy. alfonso.ciccone@
aopoma.it.

BACkGRoUnD: In patients with ischemic stroke, endovas-
cular treatment results in a higher rate of recanalization of the 
affected cerebral artery than systemic intravenous thrombo-
lytic therapy. However, comparison of the clinical efficacy of 
the two approaches is needed.

MEtHoDS: We randomly assigned 362 patients with acute 
ischemic stroke, within 4.5 hours after onset, to endovascular 
therapy (intra-arterial thrombolysis with recombinant tissue 
plasminogen activator [t-PA], mechanical clot disruption or 
retrieval, or a combination of these approaches) or intrave-
nous t-PA. Treatments were to be given as soon as possible 
after randomization. The primary outcome was survival free 
of disability (defined as a modified Rankin score of 0 or 1 on 
a scale of 0 to 6, with 0 indicating no symptoms, 1 no clini-
cally significant disability despite symptoms and 6 death) at 
3 months.

RESULtS: A total of 181 patients were assigned to receive 
endovascular therapy and 181 intravenous t-PA. The median 
time from stroke onset to the start of treatment was 3.75 
hours for endovascular therapy and 2.75 hours for intra-
venous t-PA (P<0.001). At 3 months, 55 patients in the 
endovascular-therapy group (30.4%) and 63 in the intrave-
nous t-PA group (34.8%) were alive without disability (odds 
ratio adjusted for age, sex, stroke severity and atrial fibrilla-
tion status at baseline, 0.71; 95% confidence interval, 0.44 
to 1.14; P=0.16). Fatal or nonfatal symptomatic intracranial 
hemorrhage within 7 days occurred in 6% of the patients 
in each group, and there were no significant differences 
between groups in the rates of other serious adverse events 
or the case fatality rate.

abstracts
in the Current Literature
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ConCLUSIon: The results of this trial in patients with 
acute ischemic stroke indicate that endovascular therapy is 
not superior to standard treatment with intravenous t-PA. 
(Funded by the Italian Medicines Agency, ClinicalTrials.gov 
number, NCT00640367.)

Cryoablation Versus Minimally 
Invasive Partial Nephrectomy for 
Small Renal Masses in the Solitary 
Kidney: Impact of Approach on 
Functional Outcomes.
J Urol. 2013 Mar;189(3):818-22. doi: 10.1016/j.juro.2012.09.075. 
Epub 2012 Sep 23.

Panumatrassamee K, Kaouk JH, Autorino R, Lenis AT, 
Laydner H, Isac W, Long JA, Eyraud R, Kassab A, Khalifeh 
A, Hillyer S, Rizkala E, Haber GP, Stein RJ.

SoURCE: Center for Laparoscopic and Robotic Surgery, 
Glickman Urological and Kidney Institute, Cleveland Clinic, 
Cleveland, Ohio 44195, USA.

pURpoSE: We evaluated the change in renal function after 
renal cryoablation and partial nephrectomy based on tumor 
complexity according to the RENAL nephrometry score.

MAtERIALS AnD MEtHoDS: We retrospectively 
reviewed the data of patients who had a renal tumor in a 
solitary kidney and underwent renal cryoablation and partial 
nephrectomy between December 2000 and January 2012. 
Renal tumor complexity was categorized into three groups 
by RENAL nephrometry score as low (4 to 6), intermediate 
(7 to 9) and high (10 to 12). All baseline demographic data, 
perioperative parameters and follow-up data including renal 
function were collected. Comparisons were made among 
similar tumor complexities.

RESULtS: In the renal cryoablation and partial nephrectomy 
groups 29 patients (43 tumors) and 33 patients were identi-
fied, respectively. In all renal tumor complexities, renal cryo-
ablation provided a better perioperative outcome in terms 
of median operative time, estimated blood loss, transfusion, 
hospital stay and complications. The median change in 
serum creatinine and estimated glomerular filtration rate was 
slightly greater in the partial nephrectomy group. However, 
the differences were not statistically significant for any of the 
tumor complexities. Three patients (10%) in the renal cryo-
ablation group and 2 (6%) in the partial nephrectomy group 
required long-term dialysis.

ConCLUSIon: In patients with solitary kidneys, renal 
cryoablation is associated with superior peri-operative out-
comes compared to partial nephrectomy. Specifically, partial 
nephrectomy is not associated with greater loss of renal func-
tion than renal cryoablation regardless of the extent of tumor 
complexity.

Percutaneous Image-guided 
Cryoablation of Painful Metastases 
Involving Bone: Multicenter Trial.
Cancer. 2013 Mar 1;119(5):1033-41. doi: 10.1002/cncr.27793. 
Epub 2012 Oct 12.

Callstrom MR, Dupuy DE, Solomon SB, Beres RA, Littrup 
PJ, Davis KW, Paz-Fumagalli R, Hoffman C, Atwell TD, 
Charboneau JW, Schmit GD, Goetz MP, Rubin J, Brown KJ, 
Novotny PJ, Sloan JA.

SoURCE: Department of Radiology, Mayo Clinic, Rochester, 
MN 55905, USA. callstrom.matthew@mayo.edu.

BACkGRoUnD: This study sought to describe the results of 
a single-arm multicenter clinical trial using image-guided per-
cutaneous cryoablation for the palliation of painful metastatic 
tumors involving bone.

MEtHoDS: Over a 44-month period, 61 adult patients with 
1 or 2 painful bone metastases with a score of 4 or more on 
a scale of 0 to 10 (≥4/10) worst pain in a 24-hour period who 
had failed or refused conventional treatment were treated 
with percutaneous image-guided cryoablation. Patient pain 
and quality of life was measured using the Brief Pain Inven-
tory prior to treatment, 1 and 4 days after the procedure, 
weekly for 4 weeks and every 2 weeks thereafter for a total 
of 6 months. Patient analgesic use was also recorded at these 
same follow-up intervals. Complications were monitored. 
Analysis of the primary endpoint was undertaken via paired 
comparison procedures.

RESULtS: A total of 69 treated tumors ranged in size from 1 
to 11 cm. Prior to cryoablation, the mean score for worst pain 
in a 24-hour period was 7.1/10 with a range of 4/10 to 10/10. 
At 1, 4, 8 and 24 weeks after treatment, the mean score for 
worst pain in a 24-hour period decreased to 5.1/10 (P < 
.0001), 4.0/10 (P < .0001), 3.6/10 (P < .0001) and 1.4/10 (P 
< .0001), respectively. One of 61 (2%) patients had a major 
complication with osteomyelitis at the site of ablation.

ConCLUSIon: Percutaneous cryoablation is a safe, effec-
tive and durable method for palliation of pain due to meta-
static disease involving bone. 

by Ripal T. Gandhi, MD, and 
Suvranu Ganguli, MD
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sir Foundation research Forum

SIR Foundation to Fund  
a 2013 HHMI Medical  
Student Research Fellow

T he Society of Interventional Radiology Foundation 
has partnered with the Howard Hughes Medical 
Institute (HHMI) to fund an HHMI–SIR Foundation 
medical research fellow. The Medical Research 

Fellows Program (“Med Fellows Program”) supports a year 
of full-time biomedical research training for medical, dental 
and veterinary students. The purpose of the collaboration 
between SIR Foundation and HHMI is to strengthen 
and expand the nation’s pool of physician-scientists in 
interventional radiology. 

In 2013, Akshaar Brahmbhatt was selected from a pool of 
more than 400 applications to be one of 68 HHMI medi-
cal students research fellows. Brahmbhatt is a second-year 
medical student at New Jersey Medical School. Throughout 
the course of his fellowship (2013-2014), Brahmbhatt will 
work closely with Sanjay Misra, MD, FSIR, in his laboratory 
at the Mayo Clinic in Rochester, Minn. The team will work on 
developing translational therapies aimed at inhibiting stenosis 
formation in hemodialysis grafts. “The research will specifi-
cally look at various genetic shifts and signaling changes that 
cause vascular growth. It will also begin exploring possible 
solutions through the use of stem cells and other modalities,” 
says Brahmbhatt. His mentor, Dr. Misra, is a professor of 
radiology and has received a National Heart, Lung and Blood 
Institute R01 grant in mechanisms of hemodialysis grafts and 
a second grant in nanoparticle technology and drug delivery 
for ischemic kidney disease. SIR Foundation is proud to be 
the financial supporter of Akshaar Brahmbatt in 2013.

As a medical student, Brahmbhatt feels that he has learned an 
incredible amount and is constantly amazed by the range of 
therapies and tools available to treat patients. 
According to Brahmbhatt, “It is only through 
research that we have come to understand the 
mechanisms of the body and have learned 
to treat it.” He believes that research, along 
with understanding molecular mechanisms 
and translating theoretical therapies, are 
innovative and rewarding ways to contribute 
to patient care. Brahmbhatt sees himself in 

the future as a physician-scientist who treats patients but 
who also overcomes clinical obstacles in a research setting. 
He is also interested in pursuing a career in translational IR 
research and would like to transform basic science discover-
ies into new paradigms and therapies for patient care. He is 
interested both in developing new techniques and in doing 
more with existing technologies. 

Brahmbhatt is grateful to have received the HHMI-SIR Foun-
dation Medical Student Research Fellowship as it “provides 
him with the chance to delve into research and live the life 
of a researcher,” as this is “the best preparation one could 
have towards a career as a physician-scientist.” Brahmbhatt 
describes the fellowship as a unique opportunity that will 
allow him to collaborate on research paradigms that he is 
truly passionate about and learn from successful research-
ers in interventional radiology. Brahmbhatt credits Dr. Misra 
for being a supportive mentor and teachers who helped him 
achieve this fellowship. 

The HHMI Medical Student Research Fellows program offers 
medical students an opportunity to experience the excite-
ment and intellectual reward of biomedical research. For 
more details on this program, visit the SIR Foundation Web 
site at www.SIRFoundation.org/grants-awards/hhmi.shtml. 
If you are interested in becoming a mentor for future recipi-
ents or are in search of an IR mentor, 
please contact Molly Astudillo at 
mastudillo@SIRweb.org. 

for more details on this program, visit the sir foundation 
web site at www.SIRFoundation.org/grants-awards/hhmi.shtml.

The research will 
specifically look at various 
genetic shifts and signaling 
changes that cause 
vascular growth.





28  IR QuaRTERly   |   SuMMER 2013

T
here is a saying that “what is 
old is new again.” Applied to 
the realm of education, it’s pos-
sible we’ve returned to princi-

ples of learning propagated thousands 
of years ago. 

During that time, Socrates turned edu-
cation on its head by suggesting that 
people learn more through thoughtful 
dialogue than by memorizing informa-
tion—that all knowledge is connected 
to prior knowledge—and some of the 
best thinking comes from questions 
that lead to other questions. 

Socrates was in all things an innovator 
and a believer in dialogue-based educa-
tion that focused on the learner—not 
the teacher. (The Athenians, however, 
were not impressed and he was sum-
marily sentenced to death.) 

Fortunately, technology has caught 
up with Socrates and his learner-
centric approach. 
Remote content 
repositories, con-
tent aggregators 
and Web services 
have forever 
altered the tradi-
tional, didactic 
learning hierar-
chy and forged a 
new dynamic of 
on-demand, inter-
active learning. 
It’s a dynamic 
that professional 
societies and 
associations are 
rapidly embrac-
ing—and one that 
SIR is bringing to 
members through 

its comprehensive portfolio of online 
learning modules and capabilities.

At the hub of the platform is SIR’s 
Learning Center, which consolidates 
all educational activities and record-
keeping required by the American 
Board of Radiology (ABR) for main-
taining certification. Populated with 

a continuously 
growing library 
of live and online 
accredited edu-
cational content, 
users can browse, 
purchase and par-
ticipate in courses 
on the most cur-
rent and important 
topics in radiology 
developed by the 
nation’s leading IR 
experts.

The Learning Cen-
ter also enables 
members to track 
credits for SIR edu-
cational activities 
and submit them 
to the Continuing 

Medical Education (CME) Gateway, 
where they are forwarded on to ABR 
and displayed on the American Board 
of Medical Specialty’s (ABMS’s) con-
sumer Web site, www.Certification-
Matters.org. Education activities and 
certificate information dating back to 
2003 are compiled into a personal-
ized transcript that can be printed 
directly from the system to share with 
hospitals, academic and institutional 
employers for professional develop-
ment purposes.

To make it easier to fulfill self-assess-
ment learning requirements, the ABR 
recently changed its original require-
ment for two self-assessment modules 
(SAMs) per year to 75 CME credits 
over three years—of which 25 must 
be self-assessment. The good news 
for SIR members is that any of the 
SIR Learning Center’s enduring offer-
ings—including Webinars, meeting 
proceedings and Journal of Vascular 
and Interventional Radiology (JVIR) 
CME tests—fulfill these new learning 
requirements.

Another component of the Learning 
Center is SIR’s Digital Video Library, 

feature

Education 101
remote	learning,	expert	content	and	centralized		
record-keeping	define	sir’s	approach	to	education	and	moc

Populated with a 
continuously growing 
library of live and 
online accredited 
educational content, 
users can browse, 
purchase and 
participate in courses 
on the most current 
and important topics 
in radiology developed 
by the nation’s 
leading IR experts.

iPad

AT&T
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which provides full-motion video Web 
presentations of the education sessions 
that take place at the Society’s Annual 
Scientific Meeting—the most compre-
hensive worldwide gathering focused on 
interventional radiology. Those who were 
unable to attend SIR’s last meeting in 
April in New Orleans are able to experi-
ence plenary sessions and categorical 
courses through slide animation, embed-
ded video and cursor movement—just as 
if they had been on site. They can also 
earn CME above and beyond what was 
available at the meeting.

SIR also offers members and nonmem-
bers access to expert IR content in the 
comfort of their homes or offices through 
the SIR Webinar series. Accessible via 
PC, Mac, iPhone, iPad, iPod Touch or 
Android mobile device, Webinars include 
such important topics as renal hyperten-
sion, venous insufficiency and coding 
updates and include live interaction with 
the instructor and other attendees before, 
during and after the session.

Finally, in the not-too-distant future, the 
new SIRCloud will take knowledge-shar-
ing to a new level through quick-and-easy 
access to timely cases and the creation 
and enhancement of teaching files. The 
entire IR community benefits when col-
lective knowledge is shared in this man-
ner—and the profession is advanced. 

Interventional radiologists must dem-
onstrate a commitment to lifelong 
learning in order to assure employ-
ers and patients they are qualified to 
provide expert, longitudinal health care. 
Had Socrates an inclination toward 
minimally invasive treatments and been 
equipped with an iPad, he would have 
reveled in the ease with which he could 
access scientific content, engage in 
discussion with students and peers, or 
track and submit his CME. 

Fortunately for the specialty and for the 
physicians of today, SIR offers a total 
on-demand educational experience that 
keeps them current, properly certified, 
and connected to other experts and the 
rapidly evolving body of IR knowledge.  

Recent MOC Changes  
Are Easy as A-B-C
In the last few months, changes to the Maintenance of Certification (MOC) process for 
IR and DR have led to confusion in the community. No fear—SIR and the American 
Board of Radiology (ABR) have developed the following guide to help diplomates of the 
MOC process navigate recent changes and standing processes. 

MOC Changes
All MOC diplomates have officially transitioned from the 10-year MOC cycle to 
the “Continuous Certification” process, effective January 2013. The “Continu-
ous Certification” process allows more flexibility for SIR members in the MOC 
process:

“Continuous Certification” is more manageable to complete, allowing 
diplomates to focus on requirements one year at a time rather than for an 
entire 10-year cycle.  

There are no more caps or limits on requirements such as the number of 
self-assessment modules (SAMs) that may be completed in one year. 

More frequent updates to the American Board of Medical Specialties’ public 
reporting site will encourage all to remedy lengthy noncompliance periods.

Possibly most important, “Continuous Certification” streamlines the process 
for those who hold two certificates in IR and DR. Requirements for both are 
now synchronized. 

SaM Changes
January 2013 changes in self-assessment criteria allow greater access to self-
assessment resources. All accredited Accreditation Council for Continuing 
Medical Education (ACCME) enduring CME activities now (e.g., online, print 
and journal-based) qualify as self-assessment CME (SA-CME). Traditional ABR-
approved SAMs, both live and online, still qualify but will now be calculated by 
the hours of approved CME (rather than in SAM “credits”). Each diplomate must 
complete 75 AMA Category 1 CME credits every three years. Of those credits, 25 
hours over three years must be designated as SA-CME. 

Diplomates can focus on acquiring a minimum of 8–9 SA-CME hours each 
year, but only need to be able to demonstrate 25 total hours over any three 
year period. 

If you have fallen behind in one year, you can catch up in the next—there 
are no more annual limits on how many SA-CME credits may be earned. 

SIR has a range of resources to help: In addition to 4 ABR-approved online 
SAMs worth 1–2 AMA PRA Category 1 Credits™, SIR has hundreds of hours of 
enduring CME activities available in the SIR Learning Center. (Read the main 
article on the facing page for more details.)

Note: More information on “Continuous Certification” can be found at theABR.org. 
At theABR.org, diplomates can find numerous useful new and updated resources 
explaining the process as well as the criteria for each of the four parts of the 
MOC process. All diplomate progress can now easily be tracked through the new 
personalized myABR profile, which replaced the Personal Database in March.
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Quality improvement column
by Stephen Ferrara, MD, FSIR

Health Care Quality:  
Moving the Needle
Health care quality is something that many people may be aware of but, with 
years of practice, file away into a corner of their mind—along with media reports 
on the nation’s fiscal crisis du jour. 

W hile we understand that these subjects are 
important, many people don’t think too deeply 
about these issues. They can feel too complex 
to fully comprehend and remote from our 

everyday lives. After all, we’re conditioned to expect someone 
else to deal with these thorny issues, avert the crisis and keep us 
free to do what we’re best at—taking care of patients. 

My comparison between health care quality and federal finances 
is not a coincidence. While they’re both frequently discussed yet 
commonly ignored subjects, the real parallel is that they are inex-
tricably linked, incredibly relevant and far from self-solving. 

The stress on the nation’s finances is fueled by rising health 
care spending as 10,000 baby boomers age into Medicare 
each day. The health care spending cycle not only grows 
the deficit, it crowds out the ability to invest in education, 
infrastructure and non-health-care-related social initiatives 
along with many other vital priorities. Clearly, the need to rein 
in per capita health care spending is critical, but withholding 
necessary services or settling for poor quality care is not an 
appropriate strategy to decrease spending.

Policymakers and analysts agree that to decrease costs and 
maintain quality, we must transition from a volume-based 
system to a value-based system. I propose that “value” can 
be considered both a quantitative and qualitative term. That 
is, at a set price (quantitative), a high-quality item or service 
has high value and a low-quality item or service has low value. 
Also stated, value is directly related to quality and inversely 
related to price. This may be represented by the following:

While this incorporates qualitative consideration, the formula 
must be balanced to consider inputs. Inputs are best repre-
sented by a measure of efficiency. This yields the formula:

At a given cost (or price), quality and efficiency measures 
must be considered to determine the value of the service. 
Therefore, to migrate to a value-based payment system, 
quality and efficiency must be measured.

Existing quality measures are often criticized for their irrelevance 
to the provision of good patient care. Many of these are process 
measures that are ostensibly proxies for high-quality outcomes, 
but physicians realize that they are frequently poor surrogates, at 
best. The process of getting a new quality measure approved is 
time-consuming, administratively burdensome and fraught with 
frustration. Suggested measures may be rejected after a long 
process, leaving specialties such as IR with limited applicable 
reportable measures.

These factors have led to a lot of cynicism within the physician 
(including IR) community regarding quality. Taking care of criti-
cally ill and clinically unique patients invokes the challenge of 
accurate risk adjustment—a particularly thorny issue. If a physi-
cian is measured and subsequently paid on the basis of quality 
measures that poorly represent the patient’s true health status, a 
disincentive is created to care for the sickest, neediest patients in 
favor of “cherry picking” the healthiest and lowest risk patients. 
This is certainly not health care delivery we want to cultivate.

Is it reasonable to expect that these will eventually go away or 
that someone else will take care of them? The latter option is 
likely, though it raises the question of who is best suited to 
address these issues: physicians or government bureaucrats? That 
is an obvious choice. I suggest that we must meet the challenges 
head on by shaping the dialogue and informing the process. 

There is much activity in Congress to repeal and reform the 
existing physician payment system: the sustainable growth 
rate (SGR) formula. In the U.S. House of Representatives, the 
Energy and Commerce and Ways and Means Committees have 
jointly published two iterative drafts for public comment on 
a proposed value-based payment system. The proposal high-
lights the integration of quality and efficiency measures into a 
modified fee-for-service model, speaks to the incorporation of 
risk adjustment as a vital component of this formula, and also 
emphasizes the migration to alternate payment models such as 
bundling, accountable care organizations and medical homes. 

quality ∝  value and

or

1
price ∝   value

quality
price

=  value

quality + efficiency
cost

=  value



  SuMMER 2013   |   IR QuaRTERly  31



32  IR QuaRTERly   |   SuMMER 2013

The proposal seeks to make the payment model a physician-
driven product, not only through the current public comment 
process but through the use of specialty-specific measure devel-
opment and a streamlined submission and approval process. It 
addresses the need for outcome measures, not just process and 
structural measures, to make the connection between quality 
and care more relevant.

This should inspire a sense of opportunity. When the delivery 
system values quality over quantity and financially pools vari-
ous specialties, the cream rises to the top. The clinicians who 
provide the best care, fewest complications, lowest cost and 
greatest patient satisfaction will be the destination for patients 
and referrals. Most importantly, this is the best possible sce-
nario for patients. For the country, it will make our health care 
delivery system cost effective, enabling us to ensure a vibrant 
system for many years to come.

While opportunity exists, change is often difficult and 
requires thoughtful preparation. Knowing “in our gut” that we 
provide good care won’t be enough—we must demonstrate it 
scientifically through research and registries. We have to seri-
ously think about what factors are important and lead to bet-
ter patient outcomes and how those factors can be measured. 
We must build relationships with our clinical peers so that, 
when we move toward integrated health systems, we’re work-
ing with colleagues who are trusted friends, not strangers. 

Most importantly, it’s incumbent on every physician to be 
active in this process at the highest level possible. There’s 
no shortage of ideas or lack of energy in the physician com-
munity. Whether at the group, the hospital or the Society level 
it’s imperative to participate on a panel or working group; 
if none exists, start your own and push those good ideas 
forward. Health care represents one-sixth of our nation’s 
economy and changing it is an all-hands-on-deck evolution.

The current health care system is unsustainable and thus 
must change. The system crafted today will predict the very 
existence and quality of the one we retire into tomorrow.  
Let’s make it a great one. 

SIR Foundation’s Quality and Outcomes Division is 
selecting a few interested volunteers with expertise 
in the following areas. If interested in applying, 
please visit www.SIRFoundation.org/qod for more 
information. 
 IR-specific Quality Measure Development

 IR Comparative Effectiveness 

  IR Quality Improvement Partnerships—Societies, Industry, 
Governing Bodies (ABR, RSNA, CIRA, M2S, Voice Recognition 
vendors, etc.) 
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Second International 
Scholarship 
Demonstrates  
“IR Reaching out”

F ollowing the success of last year’s inaugural International 
Scholarship Program, SIR continued the scholarship for 
2013 allowing 12 recipients to attend the 2013 Annual 

Scientific Meeting in New Orleans.

This program enables physicians within 10 years of comple-
tion of training who are practicing outside North America an 
opportunity to attend the SIR meeting. The objective is to offer 
physicians from other nations a chance to train and learn in 
the hope that they can return to teach and improve patient 
care. The program is also intended to build key relationships 
with future international IR leaders, educate the U.S. member-
ship, strengthen the developing international IR movement, 
build the leadership base among partnered international soci-
eties and enhance the educational experience for international 
and U.S. physicians. Scholars also have the opportunity to take 
advantage of observerships pre- or postmeeting.

International Scholarship Supporters:

Xtreme Interventions 
in India

I n February, an SIR delegation, including Scott C. Goodwin, 
MD, FSIR, Brian F. Stainken, MD, FSIR, Sanjay Misra, MD, 
and Sanjeeva Kalva, MD, was welcomed to India for the 

Indian Society of Vascular and Interventional Radiology (ISVIR) 
Annual Conference 2013: Xtreme Interventions, in Coimbatore.

Following the conference, ISVIR 2013 Organizing Secretary 
Matthew Cherian, MBBS, MD, PDCC, said, “The meeting was 
historic since this was the first time that the Society of Inter-
ventional Radiology partnered with the Indian Society for its 
annual conference. The meeting was a success by every stan-
dard. We had a record registration of 350 participants and 135 
e-posters, which is the largest ever for the annual conference 
of the society. The participation of SIR not only added value in 
terms of its presence but also the several sessions handled by 
the SIR team were appreciated by all. The morning workshops 
were a hit and each module was a unique learning experience 
for the participants. The special session on radioembolization 
and portal vein embolization was considered one of the best 
scientific lectures during the conference. Several of the partici-
pants appreciated the interactive cases, which represented the 
best from both the United States and India. The Indian Society 
sincerely thanks Dr. Brian Stainken for his support in planning 
the scientific sessions. We also thank Drs. Goodwin, Misra and 
Kalva for handling the several lectures they gave.”

SIR Congratulates the 2013 International Scholars
China

Meng Niu MD

India
Paresh Desai, MD

Ajit Kumar Yadav, MD

Dr. Pankaj Sharma, MBBS, DMRD, 
DNB, PDCC (SIR 2013 International 
Scholar Ambassador and Mentor)

Ashish Verma, MD

Mexico
Daniel Alvarez, MD

Mongolia
Urnultsaikhan Ganbold, MD

Nigeria
Anas Ismail, MBBS, FMCR

Thailand
Jitraporn Wongwiwatchai, MD

Ukraine
Oleksandr Korshak, MD

United Kingdom
Joo-Youg Chun, MBBS, MSc, FRCR

Mireia Teixidor, MD

international ir column

for more information, visit www.SIRweb.org/about-us/international.shtml.
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coding Q&a  
by aaron Shiloh, MD

coding of an av  
fistula that has been 

previously punctured

What do I code 
for accessing the 

AV fistula, since a 
diagnostic study 

was not performed  
(as the patient 

previously had one 
performed)?

Q&A

ultrasound guidance for 
lower-extremity vein sclerosis

What is the ultra-
sound guidance cod-
ing recommendation 

for sclerotherapy of 
the lower-extremity 

 venous disease? 
CPT code 76942 or 

76937? Also, can 
imaging guidance 

be reported with the 
endovenous abla-

tion therapy, codes 
36475-36479?

A patient’s forearm arteriovenous (AV) fistula is punctured and contrast injected with 
findings of a significant stenosis of the venous outflow in the AV fistula. Two days later, 
the patient presents for angioplasty of the stenotic portion of the AV fistula. 

Answer:

35476
Transluminal balloon angioplasty, percutaneous; venous

75978
Transluminal balloon angioplasty, venous (e.g., subclavian stenosis), radiological 
supervision and interpretation (RS&I)

36147-52
Initial access with complete radiological evaluation of dialysis access, reduced services

The initial access of the patient’s AV fistula including diagnostic imaging 
demonstrated a significant stenosis of the venous outflow in the AV fistula  
and would be coded with CPT code 36147.

The angioplasty of the stenotic portions of the AV fistula that occurred two days later 
would be coded with CPT codes 35476 and 75978 (venous angioplasty and RS&I). 
Because a diagnostic study is not performed on the day of angioplasty, the physician 
should code 36147-52 to account for the work of fistula access. The -52 modifier 
denotes that an incomplete service was provided—i.e., a fistula puncture without 
diagnostic fistulagram.

Answer: CPT 76942 (Ultrasonic guidance for needle placement [e.g., biopsy, aspiration, 
injection, localization device], imaging supervision and interpretation) is the correct 
code to report the ultrasonic guidance for sclerosis injections, codes 36468, 36470 
or 36471.

Ultrasonic guidance code 76942 is reported once per surgical field treated. If 
a different “surgical field” is treated that would typically be another extremity 
(i.e., not just another part of the same extremity), then it would be appropriate 
to report the ultrasonic guidance once per operative field (e.g., right and left 
extremities). Code 76942 is reported for accessing the vessel as well as for 
continued monitoring of therapy during the procedure. Documentation should  
be provided when 76942 is used.

When treating Medicare patients, one should be aware that the Centers for 
Medicare and Medicaid services (CMS) established a payment policy limiting the 
reimbursement of code 76942 to once per patient encounter regardless of the 
number of needle placements performed. In contrast to sclerotherapy, all imaging 
is bundled for the endovenous ablation therapy (EVAT) codes, 36475-36479. No 
imaging codes are separately reportable.

The American College of Radiology and SIR collaborated on this coding 
recommendation to notify IR Quarterly readers. 
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at	sir	annual	scientific	meetings,	online	forums	or	other	
gathering	places,	subgroups	within	interventional	radiology	
often	seek	each	other	out,	drawn	together	to	share	common	
concerns	or	new	solutions	to	long-standing	challenges.	
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Women in IR
Meridith J. Englander, MD

 pARtICIpAntS

Women at all levels in  
interventional radiology

 oppoRtUnItY

Whereas 51 percent of medical 
students are women, only 24 per-
cent of radiology residents are. From 
there, the numbers shrink further: 
it has been estimated that only 2-8 
percent of interventional radiologists 
are women (Lewis RS, Bhargavan M, 
Sunshine JH. Women radiologists in 
the United States: results from the 
American College of Radiology’s 2003 
survey. Radiology 2007;242(3):802-
810). Because we are a small group, 
women in interventional radiology 
may not know or practice with other 
women. Our group focuses on estab-
lishing those connections—particu-
larly in terms of mentoring those just 
entering the field. 

In addition, women can best address 
some misperceptions about IR. For 
example, many medical students or 
residents may be reluctant to become 
an interventionalist due to a fear of 
radiation. Many of the women in IR 
who have had children used fluoros-
copy during their pregnancy; their 
under lead radiation badges read 
“zero” throughout pregnancy. We feel 
it is safe, as long as reasonable and 
usual safety precautions are followed.

 AppRoACH

We first came together about seven 
years ago at an SIR Annual Scientific 
Meeting luncheon, where we surveyed 
the women in attendance. Since 
then, we have gathered formally or 
informally each year to network and 
connect with residents, fellows and 
even medical students. Speakers at 
these gatherings discuss their careers 
and openly answer questions. A lively 
discussion always follows.

At the conclusion of each meeting, we 
agree to continue being role mod-
els for young women at home and 
many in the group serve as mentors. 
Imagine how powerful it must be for 
a medical student or resident with 
no female role model at her institu-
tion to enter a room full of female 
interventional radiologists. We hope to 
continue these meetings, making our 
annual gathering an informative and 
entertaining session.

 JoIn US

Women interested in joining the 
Women in IR are welcome to attend  
our gatherings at the annual SIR meet-
ing. Those wishing additional  
information can contact me at  
englanm@mail.amc.edu.
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Resident and  
Fellow Section 
Joshua D. Kuban, MD

 pARtICIpAntS

Residents and fellows in 
interventional radiology

 oppoRtUnItY

One of the largest obstacles fac-
ing trainees is the dearth of clinical 
training during the classic radiology 
residency. The ability to take care of 
patients both periprocedurally and 
longitudinally is integral to the suc-
cess of IR. 

 AppRoACH

We have developed a robust cur-
riculum of interactive Web-based 
seminars that explore not only the 
evidence behind IR but also cover the 

core clinical information that trainees 
may not receive during residency. By 
hosting and recording these seminars, 
we are building a core repository of 
information that can help trainees 
prepare for clinical IR practice.

 oppoRtUnItY

An additional opportunity and 
challenge revolves around the new 
primary certificate in IR and DR. 
Trainees, especially medical students, 
are confused about what the changes 
mean for them. We want to let medi-
cal students know that they can get 
excellent IR training before or after 
the dual certificate is implemented. 

 SoLUtIon

We have helped establish IR inter-
est groups at medical schools across 
the county that expose students to 
IR early on in their career and allay 

some of their fears about training. 
We also are detailing aspects of IR 
training for each residency (such as 
number of IR months you can get, 
presence of a resident clinic, etc). In 
this way, medical students can be 
more informed about their future 
residency experience. 

 JoIn US

We are always looking for more 
motivated individuals committed 
to clinical IR—to seeing patients 
longitudinally in clinic, to mastering 
disease data, to treating patients with 
medications and risk factor modifica-
tion in addition to minimally invasive 
therapy, to getting consults instead 
of orders. If people think these are 
important, and are fired up thinking 
about their future in IR, then come 
join us. If you are interested, contact 
SIR by emailing RFS@SIRweb.org.

IR Division  
Chiefs
Hyun S. “Kevin” Kim,  
MD, FSIR

 pARtICIpAntS

Chiefs of interventional  
radiology divisions of  
academic programs

 oppoRtUnItY

Tremendous changes are coming in 
IR practice, education and research 
environments across the country, 
due in part to the Patient Protection 
and Affordable Care Act. The Dual 
Primary Certificate in Interventional 
Radiology and Diagnostic Radiology 
residency program will also present 
both opportunities and challenges 
to the academic IR programs, as will 
the reduction in research funding 
to our research endeavors. We feel 
that IR chiefs need to understand, be 
informed and find solutions (together) 

on all of the challenges facing us 
to lead others (and our specialty) 
effectively. We hope to advance the 
art and methods of patient care, 
practice development, education and 
research by providing a forum for 
discussion of problems and mutual 
interest among IR chiefs.

 AppRoACH

The inaugural IR Division Chiefs’ 
meeting took place on April 17, 2013, 
in conjunction with the SIR 2013 
Annual Scientific Meeting. More than 
50 IR chiefs were welcomed to the 
meeting, which was co-directed by 
Hyun S. “Kevin” Kim, MD, FSIR, and 
J. Bayne Selby, MD, FSIR. The meeting 
included results of a recently conducted 
survey of IR chiefs, information 
regarding the IR/DR residency—
updates, program requirements, 
timeline, implementation and 
recommendations—and the changing 
nature of IR chief duties and functions.

The group discussed a strategy that 
included networking/data and infor-
mation sharing, a training/retraining/
giving tool box for professional and 
practice development to both new and 
experienced IR chiefs and collabora-
tions with organizations including SIR, 
SCARD, RSNA, AUR, APDR, APDIR, 
international IR societies and other 
clinical societies. 

A working group will be selected to 
plan for moving forward with the 
development of an Association of 
Chiefs of Interventional Radiology 
(ACIR).

 JoIn US

If you are the chief of IR at either 
academic or private practice and wish 
to join, please contact Dr. Kim at 
kevin.kim@emory.edu.
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Seeds of  
Grassroots Advocacy

L ast year, the radiologists of Baptist Cardiovascular 
Institute in Miami, Fla., agreed unanimously to make 
a generous donation to SIRPAC, SIR’s political action 

committee. The decision was clear, notes Ripal Gandhi, MD, 
one of the practice’s members: “It’s our belief that we have to 
be in a strong position to fight for IR and our patients—and 
that SIRPAC helps us do so.” After the donation, however, Dr. 
Gandhi took his involvement a step further.

Earlier this year, Dr. Gandhi, Mary Constantino, MD, SIR 
Executive Director Susan E. Sedory Holzer, MA, CAE, and Doug 
Huynh, SIR director of government and policy affairs, met 
with Reps. Tom Reed (R-N.Y.), Tom Griffin (R-Ark.) and Michael 
Richard Pompao (R-Kan.), and the aides of Sens. Bill Nelson 
(D-Fla.) and Ron Wyden (D-Ore.). At the meetings, the group 
described to the members of Congress what IR is, pointing 
out that IR procedures are often less costly and more efficient 
than open surgery. They discussed the issues IR faces, espe-
cially economics issues (e.g., being incorrectly categorized as 
diagnostic imaging, decreased rates of reimbursement and 
undergoing bundling of codes). They also explained the impact 
drug shortages, strict FDA regulations and the device tax have 
on IRs’ ability to treat patients. 

According to Dr. Gandhi, “I think we were effective in explain-
ing what we do and what some of SIR’s objectives are.” He 
adds, “It was a great experience for me—you definitely learn 
more about the process. Talking to people on the phone or 
by mail is one thing, but it’s another actually being there. You 
really feel like you’re a part of the whole process.”

He encourages other SIR members to get involved with sup-
porting SIRPAC’s mission. “I think the more IRs get involved, 
the more of a voice we’ll have as a field. In order for us to 
continue to have an important role, especially in these chang-
ing times in health care, it’s in our best interests to continue 
to help pursue SIRPAC’s mission. Hopefully more people 
can be involved—that’s the only way the voice of our field is 
going to get to our nation’s capital.”

thank You,  
Dr. Fulco

A fter more than 20 years 
of active involvement, 
John D. Fulco, MD, FSIR, 

recently retired from his seat 
as SIR’s American Medical 
Association (AMA) delegate. Dr. 
Fulco has been instrumental in 
SIR’s success in the AMA and 
has been SIR’s first and only 
delegate since the Society was 
awarded a seat in 1991. SIR’s membership in the AMA is 
invaluable and allows the Society to have representation at 
both meetings of the Relative Value Update Committee (RUC) 
and Current Procedural Terminology (CPT) Editorial Panel. 
In addition to his role as SIR’s AMA delegate, Dr. Fulco also 
served as the chair of the AMA’s Specialty and Service Society 
(SSS) and as the Section Council on Radiology for 13 years. 
He helped initiate and pass resolutions designating the scope 
of practice, education, experience and training of mid-level 
practitioners and a resolution reducing the percentage of AMA 
members required to maintain a seat in the house of del-
egates. Dr. Fulco has been a tireless delegate who staunchly 
fought for the interests of interventional radiology throughout 
his tenure at the AMA. Although Dr. Fulco has transitioned his 
seat to incoming delegate Terence Matalon, MD, FSIR, he is 
still heavily involved with the Society as Government Affairs 
chair. SIR extends its sincere appreciation and gratitude to  
Dr. Fulco for his years of service to the Society.

From the hill

Dr. Fulco has been an instrumental part  
of SIR’s success in the AMA and has been  

SIR’s first and only delegate since the Society 
was awarded a seat in 1991.
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