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We’re Listening
You’re not listening to me! How often will we say (or even hear) those words in 
our lifetime? 

M y hope is that you won’t need to use those 
frustrating words when talking about SIR. 
When it comes to your Society, its mission, 
vision and educational, advocacy, awareness 

and research efforts, we listen to our essential audience—you. 

This type of listening doesn’t require an advanced degree in 

espionage; it requires SIR to be present for you. 

Your opinions matter—whether in addressing your specific 

needs or advancing a better understanding of IR and its 

positive impact on patient care. SIR’s cadre of volunteer 

physicians is developing data registries to meet the quality 

monitoring needs of you and your patients; adopting 

program requirements for the IR Residency and transitioning 

our current programs to that new standard; initiating the 

PRESERVE trial to study the safety and effectiveness of inferior 

vena cava (IVC) filters currently in use in this country; and 

ensuring that policy-makers understand the unique benefits of 

IR while addressing barriers in coding and payment.

In addition, we have conducted an SIR Foundation research 

consensus panel to provide education and insight on the 

process of developing performance measures relevant to IR 

practices; submitted 13 performance measures to the Centers 

for Medicare and Medicaid Services (CMS) for review and 

possible addition to the 2015 measures under consideration; 

provided a comment letter to the U.S. Food and Drug 

Administration (FDA) regarding laparoscopic morcellation of 

fibroids and the risk of missed malignancy, highlighting the 

need for women with symptomatic fibroids to know about 

all treatment options and related risks; identified member 

needs related to our strategic plan; and defended coverage 

of endovascular procedures for intracranial arterial disease 

with a private insurance carrier. Beyond these efforts, we are 

completing a new blueprint for education, exploring new 

methods of providing member services and beginning a 

discussion on new innovative models of practice. These are but 

a few instances of times we listened and acted on your behalf.

As part of our brand update process (detailed by Executive 
Director Susan E. Sedory Holzer, MA, CAE, on p. 6)—we held 
in-depth interviews with numerous members to understand 
what you think about and hope for the Society, the 
Foundation and the specialty. What we learned was insightful, 
sometimes surprising and critical in defining what we’re 
known for, what individuals expect from us and how we can 
develop new ways of reaching out to key audiences.

You believe, and rightfully so, 
that IR showcases the very 
best of today’s medicine—
bringing together doctor 
insight, professional expertise 
and advanced image-guided 
technology to solve the 
toughest medical problems 
with less risk and minimal 
discomfort for patients. You 
see the Society as inclusive 
and critical in supporting 
innovation, furthering the 
profession and offering 
essential training. You value creativity, patient interaction 
and collaboration. While you are delivering integrated care, 
perception lingers among other medical professionals that we 
may simply be proceduralists. This is for us to address; as a 
member put it, “We have a bit of an identity crisis.” 

We also listened to the many important audiences that 
influence our specialty. As a result of the assessment, our 
new brand will enable us to position SIR as the indispensable 
expert resource for the field and SIR Foundation as the 
premier scientific body dedicated to advancing IR through 
research. You’ll hear more in the coming months about how 
we are fortifying “who” we are. 

I look forward to hearing what you think about any of these 
initiatives via the IR Uncut blog (http://ir-uncut.blogspot.com/), 
in-person conversation or email (jspies@SIRweb.org). 

Our new brand 
will enable us to 
position SIR as 
the indispensable 
expert resource for 
the field and SIR 
Foundation as the 
premier scientific 
body dedicated 
to advancing IR 
through research.

PRESIDENT’S COLUMN
by James B. Spies, MD, MPH, FSIR
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Strengthening Our Story
Next year, SIR will introduce a new and enhanced brand identity to members and 
the world. As we prepare for the unveiling, I wanted to share with you all of the 
thinking and work that has brought us to this momentous event.

I ncreasing awareness of interventional radiology is 
one of the five goals in SIR’s strategic plan for being 
the first choice for image-guided therapy. We believe 
this won’t happen unless SIR and SIR Foundation are 

more distinctly seen as essential, expert resources for IR—
not just in the eyes of our members but among the health 
care decision-makers, influencers and consumers who are 
shaping the new health care landscape in which we work 
and live.

In winter 2013, the Society embarked on a brand assessment 
with a global public relations firm with offices in Washington, 
D.C., to evaluate perceptions of IR and critically assess the 
SIR and SIR Foundation brands. Leveraging the 2013 Annual 
Scientific Meeting, we conducted in-depth interviews with 
numerous members—volunteers, established practitioners, 
trainees, medical students, corporate partners—about SIR, SIR 
Foundation and the way we communicate about our specialty. 
Follow-up interviews were conducted with more members and 
with policy-makers, hospital administrators, referring physicians 
and patients to further hone our understanding of what makes 
IR, SIR and SIR Foundation unique.

The assessment yielded valuable insights for improving our 
messaging amid the changing environment: 

 • As a Society and a specialty, we must be more 
audience-centric in our communications. Each of the 
many different audiences important to our specialty 
should understand our value in terms that matter to 
them, not just in terms of the treatments we provide. 

 • We must heed a clarion call to focus on collaboration, 
not competition. Even when the stakes and turf wars 
are at their highest, SIR can gain from collaborating with 
other organizations to shape the expansion of IR into new 

clinical areas and patient teams and solidify itself as the 
“embedded expert” to these organizations.

 • Siloed specialties are old-fashioned and expensive; 
hospitals, insurers and patients want physicians who are 
flexible and agile. We must show how the very essence 
of IR is agile and modern. SIR is uniquely positioned to 
show how IR delivers on the very things modern medicine 
asks for: better outcomes, less burden on the patient and 
innovative use of technology with clear patient benefit.

 • We must portray SIR and SIR Foundation as distinct but 
complementary organizations working in service of IR. 
Our members are excited about the impact of research on the 
specialty, but few are clear about the difference in missions 
between the two organizations or what membership dues 
fund. Highlighting the role of SIR Foundation-funded research 
reinforces the sustained 
vision of SIR Foundation and 
its investment potential for 
members, patients and other 
key audiences. 

Interventional radiology has 
provided innovative care for 
patients for more than 40 
years and, in that time, SIR has 
changed its name twice and 
its logo once. We have never stopped defining the future 
of medicine and adapting to the ever-evolving health care 
landscape. Now—perhaps more than ever—we are guided 
by the inspiration and promise of IR’s limitless potential. The 
time has come to tell our story confidently and compellingly 
in everything we do. I know you are as enthusiastic about our 
future as I am, and I hope you will contribute your voice to 
telling the powerful story of IR to all who need to hear it. 

EXECUTIVE DIRECTOR’S COLUMN
by Susan E. Sedory Holzer, MA, CAE

Now—perhaps 
more than ever—
we are guided by 
the inspiration 
and promise of 
IR’s limitless 
potential.
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IR Up Front    

SIR Foundation Holds RCP Meeting 
on IR Performance Measures

SIR Foundation’s spring research consensus panel (RCP) meeting, “The Development of IR Performance Measures,” was 
held June 19 just outside Washington, D.C. The lead investigators, Jeremy D. Collins, MD, and Albert A. Nemcek Jr., MD, FSIR 
(IRs from Northwestern Memorial Hospital), convened a panel comprised of IR and quality improvement experts to provide 
education and insight on the process of developing performance measures relevant to IR practices. Kamran Ahrar, MD, FSIR, SIR 
Foundation Clinical Research Trials Division chair, participated as the meeting moderator. This RCP did not follow the structured 
RCP proceedings format but instead was designed to achieve the goal of education and performance measure development, a 
priority of the SIR and SIR Foundation leadership. The 12 panelists presented information on the history, status and future of IR 
specific performance measures, which were then discussed. The SIR service line performance improvement champions attended 
as audience members and brought potential PQRS measures that had been discussed at the service line level, with prioritization 
given to two measures per service line. The SIR service line performance improvement champions led afternoon small-group 
discussions to refine their service lines’ proposed performance measures. The outcomes from these small-group focused 
discussions were shared with the larger group for feedback and further measure elaboration. The proceedings of the meeting will 
be published in an RCP proceedings paper in a future issue of the Journal of Vascular and Interventional Radiology (JVIR).

Thirteen PQRS performance measures were submitted by SIR to CMS on the June 30 deadline for review and possible addition 
to the 2015 Measures Under Consideration (MUC) list; if accepted they will be implemented in 2016. The submitted measures 
include 11 performance measures related to each of the five SIR service lines and two related to general IR.

Major IR Residency Milestone Achieved: ACGME 
Approves Program Requirements
The Review Committee for Diagnostic Radiology and the Interventional Radiology Task Force announced that the Accreditation 
Council for Graduate Medical Education (ACGME) board of directors approved the proposed program requirements for 
interventional radiology at its Sept. 26–28 meeting.

“This is a great day for our specialty, and we are very appreciative of all who made it possible. Thanks to Jeanne LaBerge, MD, 
FSIR, M. Victoria Marx, MD, FSIR, John A. Kaufman, MD, MS, FSIR, and everyone who worked with them to achieve this milestone 
as well as those of you who provided comments on the draft requirements. The changes in our training will have a clear and 
measurable impact on the quality of care provided to patients,” said SIR President James B. Spies, MD, MPH, FSIR. 

Dr. Marx, SIR IR/DR Certificate Task Force Chair, seconded Dr. Spies’ words of thanks to everyone who supported this tremendous 
effort and stated, “Physician education and, most importantly, patient care will benefit from this new GME pathway.”

The successful achievement of this important professional milestone moves IR closer to the implementation of the new IR Residency. 
The final draft of the requirements will be posted on the Review Committee’s webpage soon, with an effective date of Sept. 28, 2014.

Visit SIR’s IR/DR Certificate and New IR Residency webpage at sirweb.org/clinical/IR_DR_cert.shtml; it will be updated as 
additional information becomes available.
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Proposals for IR 
Performance and 
Quality Improvement 
Data Collection
SIR and SIR Foundation are committed to quality improvement 
and mechanisms to assess performance in interventional 
radiology. Please visit www.sirweb.org/clinical/irperf.
shtml to provide feedback regarding specific data elements, 
performance measures or broader lines of investigation that 
support the development of meaningful multi-institutional 
clinical trials and registries. Suggestions are welcome from 
individuals with an interest in IR. These suggestions may be 
used to improve clinical trial, registry and research consensus 
panel planning as well as standardized reporting.

SIR has representation in the American Medical Association 
Physician Consortium for Performance Improvement. SIR 
representatives participate on Joint Commission advisory 
panels. SIR monitors National Quality Forum, Agency for 
Healthcare Research and Quality, and other quality-focused 
organizations and agencies.

For more information regarding these awards and the application process, please visit  
www.SIRFoundation.org/grants-awards/awards.shtml.

Apply Now! 
SIR Foundation Research Award and Grant 
Application Deadlines Approaching

2015 SIR Foundation Research  
Award Deadlines

Oct. 8, 2014
Leaders in Innovation Award

Nov. 15, 2014

 • Dr. Gary J. Becker Young Investigator Award

 • Resident/Fellow SIR Annual Scientific Meeting  
Research Award* 

 • Dr. Constantin Cope Medical Student Annual  
Scientific Meeting Research Award* 

* To be eligible to apply for this award, SIR 2015  
Annual Scientific Meeting abstracts must be submitted by  
Oct. 3, 2014, 5 p.m. EDT.

2015 SIR Foundation Grant  
Application Deadlines

Dec. 14, 2014

 • Allied Scientist Grant

 • Academic Transition Grant

 • Dr. Ernest J. Ring Academic Development Grant

 • Funding Source Development Grant 

 • Pilot Research Grant

 • SIR Foundation-Harvey L. Neiman Health Policy Institute 
Cost-effectiveness and Quality Outcomes Research Grant

Feb. 1, 2015

 • Resident/Fellow Research Grant

 • Student Research Grant

Testing to Prepare  
for ICD-10
Dual coding and dual processing can be useful testing 
tools to prepare for ICD-10. However, ICD-10 can be used 
for testing purposes only before the compliance date, 
Oct. 1, 2015; providers and payers cannot use ICD-10 in 
live transactions for dates of service before the ICD-10 
compliance date.

Whereas providers and payers must be able to use both 
ICD-9 and ICD-10 codes after the compliance date to 
accommodate backlogs in claims and other transactions, 
they will not be able to choose to use either ICD-9 or ICD-
10 for a given transaction. Instead, the date of service 
determines whether ICD-9 or ICD-10 is to be used.

Visit the CMS ICD-10 website, www.cms.gov/ICD10, for the 
latest news and resources to help you prepare.
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Fellows  
Application Online
Election as a Fellow is one of SIR’s most distinguished 
honors and is the direct result of peer recognition. 
The deadline for SIR Fellows applications (and 
accompanying letters of recommendation) is Dec. 31.

SIR Fellows are members who have demonstrated 
excellence in interventional radiology by virtue 
of research and published works, teaching and 
leadership within the field and SIR. Learn more at 
www.tfaforms.com/264774 and be honored at the 
Fellows Dinner at SIR 2015 in Atlanta, Ga. Read the full 
Fellowship Criteria Policy at http://directory.sirweb.
org/eblastimages/APPROVED_Policy_for_Fellow_
Candidates.pdf.

Do you know an active or corresponding members 
you believe to be worthy of this distinction? Complete 
the SIR Fellowship Nomination/Recommendation Form 
at http://www.tfaforms.com/283150 by the Dec. 31 
deadline. If you are not currently a Fellow but would like 
to apply, complete the online Fellowship Application.

Compelling 
Conversations—We 
Want to Hear From You

 The Compelling Conversation 
series returns for SIR’s 2015 
Annual Scientific Meeting. 
Compelling conversations are 
a series of informal discussions 

on a range of IR topics. The conversations take place in SIR 
Expo and are intended to foster engagement and dialogue 
between attendees. The discussions last 30–90 minutes, with 
open-door attendance. In 2014, topics ranged from tips on 
navigating the Affordable Care Act to the impact of the IR/DR 
Certificate. The American Board of Radiology (ABR) was also 
on hand for a maintenance of certification Q&A. 

As we gear up for SIR 2015, we want to hear from you! 
What topics would you like to see as part of the Compelling 
Conversation Series? Is there a specific topic you would 
to discuss with your colleagues? Or, perhaps, is there a 
conversation that you would be eager to lead?

Please send your suggestions to Jessica Wolff, SIR 
publications and marketing manager, at jwolff@SIRweb.org. 

ABR Announces  
VIR Oral Exam  
Timing Change
The American Board of Radiology (ABR) is changing 
its exam schedule for the 2015 and 2016 VIR Oral 
Examinations. Previously, this exam was offered in the fall 
but, in 2015 and 2016, it will be administered in May.

The ABR expects the exams to revert to a fall 
administration in 2017, with a resulting return to the 
previous application processes, reflecting the normal 
requirements for all applicants.

For more information including all requirements for 
the application process, please contact the ABR at 
ICnotification@theabr.org.
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2014 Grant Recipients
Dr. Ernest J. Ring Academic Development Grant— 
Supported by AngioDynamics

Aichi Chien, PhD—UCLA
Rapid Quantification of Blood Flow and Device-induced Flow 
Changes From 2D Angiograms

Pilot Research Grant—Supported by C.R. Bard

Richika Bhatt, MD—University of Pennsylvania
Treatment of Upper-extremity Venous Thrombosis Associated 
With Peripherally Inserted Central Catheters: A Randomized 
Controlled Trial

Muhammad Naeem, MD—Brown University
Novel Molecular Targeting of Necl-5 to Prevent Intimal 
Hyperplasia and Restenosis

Evelyn Nieves, MD—Mayo Clinic
miR-21 in Venous Neointimal Hyperplasia Associated With 
Arterial Venous Fistulas

Alda Tam, MD, MBA—The University of Texas MD 
Anderson Cancer Center
Visual and Functional Characterization of Nanopore 
Formation After Irreversible Electroporation (IRE) in the 
Porcine Vertebral Body

David Wang, MD—Stanford
Ultrasound and Microbubble-mediated Therapeutic 
microRNA Modulation of Hepatocellular Carcinoma

Radiology Resident Research Grant

Phillip Parmet, MD—UT Health Science Center at Houston
Evaluation of Effects of Electroporation and Gemcitabine 
Nanoparticle Formulation on Tumoral Response in a 
Pancreatic Adenocarcinoma Nude Mouse Model

Student Research Grant

Angela Wang—Medical College of Wisconsin
Understanding Costs in Interventional Radiology and 
Vascular Surgery

ARIN Update: 
Collaboration— 
A Creative Path to Change 
By Greg Laukhuf, RN-BC, ND, CRN, NE-BC,  
2014 ARIN President

Various studies show that 60 to 80 percent of change 
initiatives fail. In most cases, these failures are not from lack 
of good intentions. It is frustrating for organizations that have 
implemented improvement initiatives to have their costs, time 
investments and programs lost to failures.

The current climate in health care is a dynamic, ever changing 
and full of good intentions. This is the climate that many 
professional health care organizations must operate in to meet 
their membership needs. The passage and implementation 
of the Accountable Care Act transformed the way hospitals 
and medical practices evaluate their structure, activities and 
benchmarks. These challenges include issues surrounding 
technology changes, physician alignment, risk sharing, secured 
information mobility and growing staffing shortages while 
achieving comparable quality with more efficient costs. This 
poses a question for organizations: How do you lead successful 
change with the countless issues faced?

The Association for Medical Imaging Management (AHRA) 
represents management at all levels of hospital imaging 
departments, freestanding imaging centers and practices. 
Founded in 1973 as the professional organization for radiology 
management, AHRA’s 5,000 members reach across the country 
and around the world. The Association for Radiologic and 
Imaging Nurses (ARIN) is proud to announce collaboration on 
select educational events with this distinguished organization.

Forward-looking organizations must capitalize on connected 
health care solutions. Collaboration with AHRA is one way to 
address these issues. Focusing on growth opportunities in data 
exchange and networking, shared costs and working together 
as a team is one outside of the box method that ARIN chose to 
pursue change.

Change is unquestionably hard for individuals and organizations 
alike. Even though it is easy to come up with excuses for 
allowing changes to fail, there are measurable rewards for 
adopting approaches that allows a person or an organization 
to set the right targets, achieve goals and stay on track. 
Collaboration is one creative method to achieve this goal.
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Donor Corner 
Founding Donors of the Pioneer Circle: Why I Give … 

The Pioneer Circle, a new donor 
recognition program, was created to 
build a stable base of annual funding 
to support the day-to-day needs and 
the growing mission of SIR Foundation. 
Since its launch in 2013, more than 65 
generous donors have come together to 
raise more than $170,000 in support of 
research and research education.

Distinguished Pioneer Circle donors 
provide an annual donation of $1,000 
or more to advance IR through 
research. We are grateful to the Pioneer 
Circle’s Founding Donors. Here, in 
their own words, are some of the 
reasons a few of the Founding Donors 
felt compelled to give a Pioneer Circle 
annual fund gift. If you are interested  
in joining your colleagues as they 
pioneer IR’s future, please visit  
www.SIRFoundation.org/pioneer. 

“Becoming a Pioneer Circle 
member is an essential 
part of helping my patients, 
my colleagues and my 
specialty. SIR Foundation 

has been incredibly successful in using 
its resources to empower interventional 
radiologists to tackle the challenging 
projects that hold the greatest potential 
to impact daily IR practice and change 
the world of medicine. As a previous 
recipient of SIR Foundation support, 
my own career is living proof of this 
success. By giving back, I am making a 
choice to personally join in defining IR’s 
future. I hope that every SIR member 
will understand the importance of 
what SIR Foundation does and join the 
Circle.” —Suresh Vedantham, MD, FSIR, 
Mallinckrodt Institute of Radiology

“IR has been great for me, 
and SIR Foundation has 
been great for IR.” —Paul 
P. Lee, MD, FSIR, Harbor-
UCLA Medical Center

“SIR and SIR Foundation 
have been major factors 
in my enjoyment of my 
career. They provide 
resources that enable me 

to have a deeper impact on IR and 
better equip me as a physician teacher 
and inventor.” —Kieran J. Murphy, 
MD, FSIR, Techna Research Institute

Giving Made Easy!
SIR Foundation is excited to announce the launch of its new online giving system, which allows dedicated SIR members a 
simple way to support research and research education in IR. Visit www.SIRFoundation.org/donate and click on “Donate 
Now” to make your gift today. This new system provides you with the option of setting up a recurring monthly, quarterly or 
annual gift enabling you to give regularly without having to go online repeated times. As always, thank you for your generosity!

SIR Foundation is grateful to the following donors for their generosity:

Life Members
The Midia Family  
(Mehran and Ramin)
Elan H. Rosenthal, MD  
(gift made in his honor by  
Dennis Dewenter)

Champions
GEST
William C. Culp, MD, FSIR
Charles E. Ray Jr. MD, PhD, FSIR
Suresh Vedantham, MD, FSIR

Innovators
Marshall E. Hicks, MD, FSIR
Stephen T. Kee, MD, MMM, FSIR
Rodney D. Raabe, MD, FSIR
David Siegel, MD, FSIR
John J.T. Thomas, MD
James P. Walsh, MD

Research Advisors
Thank you to the more than 50 
donors at this level. Please visit 
www.SIRFoundation.org/pioneer/
grateful.shtml to see a complete list 
of Pioneer Circle members.
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Corporate Corner
SIR recently asked its corporate 
partners and exhibitors to provide a 
noteworthy example of how IR has 
embraced their product to improve 
physician and patient safety. Below are 
some of the responses we received.

Barrier Technologies
Changes associated with ionizing 
radiation exposure (radiation cataracts) 
were found in interventionalists at a 
higher rate than those not exposed. 
Significant reduction of radiation dose 
to operator’s eyes with the use of 
quality protective eyewear was also 
shown by several authors.

Yet a large percentage of 
interventionalists do not wear 
protective eyewear during procedures 
because of fogging. Recently, 
Barrier Technologies introduced the 
Atomic Vented Protective Leaded 
Eyewear. These have become 
extremely popular and we believe 
we are protecting more eyes of 
interventional radiologists because of 
a greater incidence of use now that 
the fogging has been eliminated.

MAVIG
MAVIG’s revolutionary new ceiling-
suspended shield OT54/94 for 

interventional radiology has shown 
great results in reducing radiation 
doses of the examiner by a factor 
of 6. The new shield was developed 
because we discovered a significant 
amount of radiation traveling 
underneath the common protective 
shield through the patient’s body and 
exiting behind it. For this, a special 
shield curtain was designed to form 
a seamless bridge from the shield 
to the patient, which also covers the 
body where this scattered radiation is 
released. This shield is also the first to 
optimally protect during both radial 
und femoral access procedures.

TZ Medical
TZ Medical’s Comfort Cradles have 
changed the game in interventional 
radiology. They enable a variety of 
options to enhance patient positioning 
and comfort and, when coupled with 
the Comfort Shield, they maximize 
radiation protection by reducing 
scatter radiation by 98 percent.

The Total Access Board has overcome 
the barrier of difficult access while 
maintaining minimal output of Kvp 
because of its carbon fiber makeup. 
It also accommodates the Comfort 
Shield, yielding the same secondary/

scatter radiation reduction of  
98 percent.

The RT’s favorite is the RadStop 
Station/Comfort Shield which, when 
positioned in front of the RT or MD, 
reduces their exposure by 98 percent.

Worldwide Innovations & 
Technologies, Inc.
In recent decades, the medical 
industry has finely tuned the use of 
fluoroscopy allowing professionals 
to perform thousands of complex, 
life-saving interventions every 
day. Sadly, there has been little 
advancement in radiation safety and 
the equipment used. This is likely 
due to a lack of information and of 
options. Today RADPAD® is available 
in tens of thousands of cardiac cath 
labs, radiology labs and ORs around 
the globe. RADPAD® protects health 
care professionals from dangerous, 
cancer-causing scatter radiation. As 
physicians and their teams realize 
the benefit of protection, RADPAD® 
teams work to further educate and 
protect them from the daily hazards 
of their job. Backed by key opinion 
leaders internationally, RADPAD® 
has created the Gold Standard™ in 
radiation protection.

Safety and Health Committee Cataract  
Study Project: Thank You
SIR’s Safety and Health Committee 
conducted a study at this year’s Annual 
Scientific Meeting in San Diego (March 
22–27, 2014) to examine the type and 
severity of characteristic radiation-
induced posterior lens changes, including 
potential for posterior subcapsular 
cataract, in an IR cohort of 100 meeting 
attendees. Findings from this study 
may help in developing appropriate 

occupational guidelines for exposure 
to low levels of ionizing radiation and 
determining future risk of radiation 
cataract development. The committee’s 
goal is to communicate the study 
findings by the end of 2014.

SIR extends special thanks to Norman 
Kleiman, PhD, and Steve Balter, PhD, for 
organizing the data collection; to those 

who volunteered to be in this study; 
and to the companies that supported 
the study with educational materials 
(Barrier Technologies, LLC; BLOXR 
Corp.; Infab Corp.; MAVIG GmbH; TZ 
Medical; and Worldwide Innovations 
and Technologies, Inc. (RADPAD).

More details about this study will 
appear in an upcoming issue of IRQ. 
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We see the possibilities
It takes a certain kind of vision to see a better future, which is why SIR Foundation is 
proud to work on behalf of interventional radiologists and those who support them. 
Join us as we encourage and support promising researchers and leaders like you who 
see the possibilities of IR. Gather with your colleagues and industry supporters for an 
enchanting evening at the nation’s largest aquarium—where seeing truly is believing. 

Tickets and tables reservation open in late fall! 

For details, please visit sirfoundation.org/gala  
or call (703) 460-5598 to reserve your tickets or table.

SIR Foundation’s 5th Annual Gala 
Sunday, March 1, 2015 

Georgia Aquarium, Atlanta, Ga.

Since 2011, more than $1.4 million raised for 
Grants and awards... 

Research consensus panels... 
Evidence and data for IR procedures…

Through the Gala, you are not only treated to an exceptional evening, you are supporting research in IR. SIR Foundation 
does not receive SIR member dues funding—we rely solely on generous donations to support our work. A portion of your ticket and 

table purchase will be tax deductible. Proceeds support the full mission of SIR Foundation.

Experience more than 60 breathtaking exhibits and thousands of beautiful sea  
creatures, including larger-than-life whale sharks.

Dine in the elegant Oceans Ballroom, featuring the culinary genius of the  
Wolfgang Puck company and 360-degree views of marine life.

Bid on a silent auction featuring exceptional prizes as well as  
take part in exciting fundraisers to support research in IR.

SIRF_RegBrochure_ad.indd   2 10/8/14   5:38 PM



IR UP FRONT    

ABR’s Board of 
Trustees Issues Call 
for Applications for 
Associate Executive 
Director Position
The American Board of Radiology’s (ABR’s) Board of Trustees has 
issued a call for applications for the position of associate executive 
director (AED) for interventional radiology. This is a part-time 
position at the 25-percent level. The IR AED reports to the ABR 
executive director, working closely with the ED to coordinate and 
operationalize both the ABR strategic plan and policy decisions 
made by the Board of Trustees. In doing so, the IR AED also 
works closely with ABR division chairs on operational matters, 
systems analysis and quality improvement. He or she also 
works with the AEDs for diagnostic radiology, radiation oncology 
and medical physics to coordinate policy and the specifics of 
implementation across disciplines. The IR AED participates as a 
recognized ABR leader and spokesperson at the American Board 
of Medical Specialties (ABMS), at the annual meetings of major 
radiology societies, at ABR specialty society leadership meetings 
and in other public forums. Visit www.theabr.org/careers for 
more information on the responsibilities of this position, criteria 
and competencies, and application instructions.

VALUE Study Reports 
on Accreditation Status, 
Location of Outpatient 
Vascular Testing 
Facilities Among 
Medicare Beneficiaries
Results of the Vascular Accreditation, Location and 
Utilization Evaluation (VALUE) study reporting on 
accreditation status and location of outpatient vascular 
testing facilities among Medicare beneficiaries have been 
published in Vascular Medicine. Funded by the Intersocietal 
Accreditation Commission, the study findings indicate that 
the proportion of outpatient vascular testing facilities that 
are IAC accredited is low and varies by region. SIR member 
James F. Benenati, MD, FSIR, is a study co-author.

 • Read more at: http://bit.ly/ZaCoNj

 • IAC press release: http://bit.ly/1udR2Qy
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2014 Calendar
  www.SIRmeeting.org: 

Details on the SIR Annual Scientific Meeting

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

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

October 1
SIR 2015 Annual Scientific Meeting 
registration opens

October 8 
Leaders in Innovation Award 
nominations due

SIR 2015 Annual Scientific Meeting 
Abstract submissions due

October 9–11 
Lower Extremity Arterial 
RevascularizatioN (LEARN) Course, 
Scottsdale, Ariz.

October 10
SIR and SIR Foundation call for 
nominations deadline

October 15
Best of SIR 2014 Web Series: 
Repositioning IR Through Collaboration 
and Courage. More details on www.
sirweb.org/meetings/webinars_live.shtml.

October 16–17
SIR International Affiliate Meeting, 
Buenos Aires

October 20
SIR Foundation Research Consensus 
Panel: Critical Issues in Chronic Central 
Venous Access and Pathways for 
Investigation

October 20
World Osteoporosis Day

October 24
SIR International Scholarship Program 
application deadline

November 5
Best of SIR 2014 Web Series: How  
I Do It: Interventional Oncology. More 
details on www.sirweb.org/meetings/ 
webinars_live.shtml.

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 10
Best of SIR 2014 Web Series: In-the-
trenches: Understanding My Financial 
Challenges. More details on www.sirweb.
org/meetings/webinars_live.shtml.

December 12 
Y-90: The Complete Course  
early-bird registration deadline

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
Last day to make a tax-deductible  
gift to SIR Foundation
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FEATURE

O ptimizing radiation use 
during image-guided 
procedures has long been 
a central aspect of patient 

safety efforts in IR. Radiation use is 
gaining visibility with the Centers 
for Medicare and Medicaid Services 
(CMS) and the Joint Commission as 
a patient safety issue and hospital 
scorecards are beginning to track 
radiation safety performance (e.g., 
Hospital Compare, www.medicare.gov/
hospitalcompare).

The Image Wisely campaign sponsored 
by the Radiological Society of North 
America (RSNA), American College of 
Radiology (ACR), American Society of 
Radiologic Technologists (ASRT) and 
American Association of Physicists in 
Medicine (AAPM) will soon be adding 
educational content designed to raise 
awareness and educate practitioners 
in the principles of radiation 
protection for patients, operators 
and ancillary personnel. The content 
will cover diagnostic and therapeutic 

fluoroscopic imaging procedures 
including those performed outside 
radiology departments. SIR members 
are contributing short, practical 
articles on dose monitoring, data 
analysis, managing patients exposed 
to substantial doses, fluoroscopic 
equipment and imaging protocols. 

Image Wisely and other efforts to 
increase awareness are just the first 
of four steps (see table) in the quality 
and safety improvement journey. 
Improvement eventually requires a 
willingness to change our established 
practices. Change is difficult and 
successful efforts are built around 
data-driven feedback loops (see figure). 
Such loops combine continuous data 
collection with ongoing analysis and 
targeted interventions. The goal of 
these changes should not be to satisfy 
some external requirements but rather 
to identify and sustainably implement 
interventions that promote measurable 
improvements in radiation safety. 

New tools for data collection and 
analysis are becoming available. 
Fluoroscopes used for interventional 
procedures can now record details 
of radiation use via Radiation Dose 
Structured Reports (RDSRs). RDSRs 
were developed as DICOM standards 
for both fluoroscopy and CT. The 
RDSRs store numerous details 
of every radiation exposure in a 

Introducing 
Radiation Dose 
Structured Reports
BY	JAMES	R.	DUNCAN,	MD,	PHD,	FSIR

computer readable format. RDSRs 
provide a torrent of data and using 
them to drive improvement efforts 
has been compared to learning to 
drink from a firehose. At the same 
time, increased scrutiny of radiation 
use in CT has prompted many 
hospitals to install dose monitoring 
software. Most of these dose 
monitoring packages use RDSRs to 
collect data from fluoroscopic and 
CT-guided procedures. They also 
include tools to analyze and display 
radiation metrics.

Like politics, all health care is 
local. Improved radiation safety 
depends on the success of your 
local improvement efforts. Software 
alone is not enough to create 

and sustain data-driven feedback 
loops. Ultimately, it is necessary 
to take a team approach involving 
physicians, technologists, physicists, 
administrators and experts in 
information systems and quality/
safety improvement.

While dose monitoring software, 
national registries, innovative 
imaging technologies and validated 
data analysis strategies can facilitate 
progress, improved patient care boils 
down to the dyad of one particular 
patient interacting with a member of 
the health care team. Health care is 
a team sport. High-performing teams 
routinely review the data on their 
performance, identify opportunities 
for improvement and act on them. 

Given our role as both experts in 
medical imaging and frontline 
providers of care, IRs have a major 
role to play. We can help both the 
public and oversight agencies better 
understand how optimized use 
of radiation during fluoroscopic 
procedures greatly enhances  
public health. 

James R. Duncan, MD, 
PhD, FSIR, serves on 
the SIR Practice Quality 
Improvement (PQI) 
Committee. The author 
thanks Mehran Midia, MD, 

Seth M. Toomay, MD, and Jeremy C. 
Durack, MD, for their assistance with 
this article.

Figure 1. Data-driven Process Improvement

Patient  
Procedures

Performance 
Data

Capture Data Data ➔ Information Information ➔ Knowledge

Analyze Data

Predictive  
Model

Plan Changes

Closed Feedback Loop

Implement 
Changes

Table 1. Four-step Models for Quality and Safety Improvement  

Frush et al. (J Patient Safety 2013 
9:232)

Pathman et al. (Med Care 1996 
34:873)

Applying these models to radiation 
safety in interventional radiology

1. Awareness  
2. Accountability

1. Awareness  
2. Agreement

Reviewing resources from SIR,  
Image Gently and others

3. Ability   
4. Action

3. Adoption  
4. Adherence

Establishing processes for 
ongoing measurement as well as 
improvement
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FEATURE

W
e’ve been hearing 
about the change to the 
International Classification 
of Diseases, 10th Revision, 

Clinical Modification (ICD-10-CM) 
for several years, but the October 
2014 implementation date has 
been postponed until October 2015. 
Implementation was postponed 
simply because many payers (roughly 
6 percent, nationally) and practices/
physicians do not have an electronic 
heath record (EHR) system in place 
yet. However, an immense amount 
of resources have been invested in 
the development of ICD-10 and its 
implementation is inevitable. 

What’s the big deal … besides the 
more than 60 thousand additional new 
codes in ICD-10? This article describes 
the many changes in ICD-10 with 
which IRs should become familiar.

Potential Severe 
Financial Impact on 
Medical Practices
When ICD-10 is implemented, it will 
be an overnight conversion. Once 
implementation occurs, now projected 
to be on Oct. 1, 2015, no claims will 
be accepted with ICD-9 coding for 
all carriers who must meet Health 
Insurance Portability and Accountability 
Act (HIPAA) standards. Because ICD-10 
is so different from ICD-9, it will require 
all new software that must be installed 
and compatible with all users (including 
intrapractice), with hospitals and other 
practices, and with payers. Remember 
the computer glitches that occurred with 
initiation of the insurance exchanges in 
2013? The medical community could 
face those types of problems again 
when ICD-10 goes live. Also, because 
of the significant differences between 
the two coding systems, you (and your 
billing staff) will not be able to directly 
crosswalk codes from ICD-9 to ICD-10. If 
you are not able to make the transition 
smoothly, your claims will not be 
processed and you will not be paid.

Plan ahead for financial impact. ICD-
10 may slow down coding and billing 
processes, particularly if there are glitches 
in computer communications between 
practices, hospitals and/or payers; the 
change will also result in many questions. 
The American Medical Association (AMA) 
has suggested that practices establish a 
line of credit to cover expenses for six to 
12 months in case revenues are delayed 
due to ICD-10 conversion. You can 

decrease the odds of significant financial 
impact by taking action now:

1. Pretest: Check with your high-
volume payers. Are they expecting 
delays to occur? When will they 
allow practices to run tests to 
be sure claims will go through 
correctly and that systems are 
working on all sides? Check with 
hospitals and other medical 
practices that you frequently 
interface with, and test the 
software prior to implementation. 

2. Have a physician champion 
within the practice: Many 
physicians assume that their office 
administration or the hospital is 
taking care of the needed changes, 
but that is not always the case. The 
physician is ultimately the person 
responsible for compliance with 
the conversion deadline. If the 
physician’s billing infrastructure 
is not correctly set up to be ICD-
10 compliant, no payment from 
CMS for services rendered after 
Oct. 1, 2015, will be made except 
after an exhaustive adjudication 
process. If the system fails, either 
at a global level or at a practice 
level, the outcome will be a delay 
in payment.

3. Physicians also need to 
understand the new codes and 
help develop a master list or coding 
sheet for physicians and staff to use. 
Some changes in documentation 
may be necessary for staff to be 
able to correctly code, and it is 

ICD-10 and a Pain 
in the Neck
BY	KATHARINE	L.	KROL,	MD,	FSIR,	AND	TIMOTHY	L.	SWAN,	MD,	FSIR,	FACR

You, your local radiology association, and your  
institution can build greater awareness of radiology 
and its contribution to patient care.

IDoR 2014 focuses on the role imaging plays in  
diagnosing and treating diseases of the brain.

Help spread the word in your community with  
ready-to-use promotional materials available at 
RSNA.org/IDoR.

CelebrateCelebrateCelebrate
A recognition of Radiology’s Impact on Medicine

               
               

   The 119th Anniversary of the X-ray!

PIN181 IDoR ad FIN.indd   1 2014-07-09   11:45 AM
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ICD-10 AND A PAIN IN THE NECK

imperative that any necessary 
changes are communicated to the 
physician group. SIR is developing 
a list of ICD-10 codes that will be 
pertinent to IR practices, which will 
be made available to SIR members 
to manage this change.

Why Is This Expensive 
Change Being Mandated?
Conversion to ICD-10 will be expensive 
for all users, including physicians and 
physician practices. It has been delayed 
in the United States for many years, 
but the rest of the world has already 
adopted the newer coding system. 

The benefits of embracing  
ICD-10-CM include:

 • Collection of more precise clinical data, 
which allows for improved research

 • Improved quality reporting 
initiatives

 • Improved accuracy for assessment of 
medical necessity

 • More accurate payments due to the 
more detailed description of severity 
of illness that ICD-10-CM creates 

Let’s look at some of the differences 
between ICD-9 and ICD-10 to better 
understand this benefit. 

The ICD-10-CM code book has 21 
chapters compared to the 17 in 
ICD-9, in which conditions have 
been regrouped, chapters have been 
rearranged and titles are different. There 
are approximately 700 new diagnostic 
codes in cardiology and 50 percent 
of the new ICD-10 codes landed in 
orthopedics. The neoplasms chapter 
has significant additional instructions. 
For interventional radiology, physicians 
report an estimate of a few hundred 
diagnostic codes. Be sure to get an ICD-
10-CM code book and read the Official 
Conventions and Guidelines.

Injuries are grouped by site as opposed 
to classified by type. There are three to 
seven characters in the ICD-10 codes as 
opposed to the current three to five in 
ICD-9. The first character in an ICD-10 
code will be alphabetical, the second 
is always numeric and characters 3-7 
can be either alphabetical or numeric. 
The seventh character identifies initial 
or subsequent encounter. The current V 
codes in ICD-9 will be Z codes in ICD-10. 
Endocrine codes start with and are in 
letter E category, cardiology codes start 
with the letter I (which are in the diseases 
of the circulatory system chapter), O is 
for obstetrics and the letter U is not used. 

As a (perhaps appropriate) example, in 
ICD-9, acute neck pain from trauma is 
coded with 723.1 (pain in the neck). 
In ICD-10 category G89 is used to code 
pain. G89 may be used in conjunction 
with codes from other categories and 
chapters to provide more detail about 
acute or chronic pain and neoplasm-
related pain. If the encounter is for pain 

control or pain management, assign 
the code from category G89 followed 
by the code that identifies the specific 
site of pain. For acute neck pain from 
trauma, ICD-10 coding would be code 
G89.11, acute pain due to trauma, 
followed by code M54.2, cervicalgia. 

What Should  
Providers Do? 
Educate yourself and your staff. 
There are several ICD-10 coding 
symposia available. Check out www.
decisionhealth.com and SIR’s new ICD-
10 Resources page (http://members.
SIRweb.org/members/coding/icd-10.
cfm) for more information. Additional 
online resources for ICD-10 training 
include the World Health Organization 
(www.who.org) and the CMS website 
(www.cms.gov/icd10/).

Get started now by checking your 
records and self-auditing your 
practice. Pull records with the top 
25–50 diagnosis codes with the 
highest utilization reported for the 
last three months to one year. Check 
your medical documentation. Does 
the documentation support billing in 
ICD-10? Have you documented the 
patient’s condition to be improved, 
worse or unchanged? 

Try to document and code test cases in 
ICD-10. Be sure to check your EHR to 
make sure what is entered is correctly 
captured. Look especially at default 
auto-fill fields that may have been 
set that you are not aware of. The 
Office of Inspector General (OIG) has 
mandated 95 percent compliance and 
CMS will be able to see all diagnosis 
codes billed (the HCFA 1500 form 
now has 12 lines as opposed to four 
for reporting diagnosis), which will 
be monitored closely. Your evaluation 
and management (E&M) encounter 
documentation must support the level 
of billing, as these are under scrutiny. 

Since the deadline for 
implementation has been delayed 
to October 2015, additional time 
for end-to-end testing is available. 
Take advantage of the time granted. 
Some commercial payers are 
currently testing their interfaces. Be 
sure to check with your contracted 
commercial carriers for their  
testing dates. 

Katharine L. Krol, MD, 
FSIR, is a member of the 
CPT editorial panel. 
 

Timothy L. Swan, MD, 
FSIR, FACR, is SIR’s 
primary adviser to the 
CPT editorial panel.

Plan ahead for financial impact. ICD-10 may slow down 
coding and billing processes, particularly if there are 
glitches in computer communications between practices, 
hospitals and/or payers...
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SIR 2015 COLUMN
by Jafar Golzarian, MD, FSIR

Join Us in Atlanta!  
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February 28–March 5 \ Atlanta, Georgia

SIR 2015

All in for Atlanta!

Visit SIRmeeting.org to register  
and view our preliminary program.

Register today at www.SIRmeeting.org. 
 Greatest savings with EARLY-BIRD REGISTRATION, ending Jan. 9.

 Last chance to save with ADVANCE REGISTRATION, ending Jan. 30.

 Save an extra $100 when you book your housing with SIR.

THIS is where the IR community gathers to learn, share, 
network and lead. Nothing compares.

Through the years, SIR has built a reputation for delivering world-class IR education 
through a well-rounded program that addresses all facets of IR. On behalf of the Annual 
Scientific Meeting Committee, I hope you will join us Feb. 28–March 5 in Atlanta, Ga., 
for the world’s most comprehensive IR educational experience. Nothing compares. 

Abstract submissions to the SIR meeting have experienced 
exponential growth in the last five years, making acceptance 
highly competitive. Our scientific sessions feature premier 
blind peer-reviewed abstracts, showcasing cutting-edge, high-
quality research from around the globe.

We’re always looking for ways to bring more interactivity into 
our sessions. New this year, we’ve re-envisioned our workshops 
to meet the needs of all learners: “In-the-clinic,” “In-the-
lab” and “Learning Labs” will each offer distinct educational 
experiences that reflect the diverse practice environments of 
our specialty. 

Timely new plenary sessions will address IR Controversies and 
Debates, IR Innovation and Perspectives in International IR, in 

addition to the Gold Medal Awards, Dotter Lecture and wildly 
opinionated Film Panel. We’ve revamped previous categorical 
courses into new “In-the-classroom” sessions, expanded 
the scientific poster program and enhanced the SIR Expo 
environment with new all-inclusive bistro dining options. 

This year’s SIR Foundation Gala will take place at the Georgia 
Aquarium, where supporters will recognize and celebrate the 
importance of vision for research and innovation in IR.

Atlanta is an exciting city with Civil War and civil rights history, 
beautiful parks and vibrant neighborhoods; and—as the U.S. 
southeastern hub for international and domestic travel—
Atlanta is accessible and affordable. My colleagues and I look 
forward to seeing you there.

Meet the Minds Behind SIR 2015
Visit www.SIRmeeting.org to learn more about the members 
of the SIR 2015 Annual Scientific Meeting Committee:

  Jafar Golzarian, MD, FSIR: Chair, SIR 2015 

  J. Fritz Angle, MD, FSIR: Chair, Workshop Program

  Robert Lewandowski, MD, FSIR: Chair, Scientifc Program

  Daniel B. Brown, MD, FSIR: Chair, SIR 2014

  Gail Egan, NP: Clinical Associate Committee Liaison

Preview SIR 2015 Today!
SIR has produced a series of videos that give IRs a sneak peek 
at what to expect when they attend the SIR 2015 Annual 
Scientific Meeting, Feb. 28–March 5, in Atlanta, Ga. Visit www.
SIRmeeting.org or SIR’s YouTube channel to learn more about 
the host city, what awaits you in SIR Expo and much more!
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Interview With James R. Duncan,  
MD, PhD, FSIR
COLLINS: Was there a clinical 
experience that sparked your interest in 
radiation safety or patient safety in IR? 
DUNCAN: This project grew out of our 
interest in procedural simulation as a 
training tool. As we worked to improve 
training, we recognized a need for 
objective measures of performance. Use 
of simulated radiation was one of the 
metrics and we began to realize that we 
need to better understand what factors 
drive radiation use in actual procedures. 

COLLINS: Can you summarize the broad 
objectives of your Funding Source 
Development Grant funded by SIR 
Foundation in 2011? 
DUNCAN: The development grant had 
two aims: 1) to develop a protocol for 
standardized collection of radiation 
metrics for fluoroscopy procedures and 
2) to develop a protocol for aggregation 
and analysis of that data. 

The protocol for standardized data 
collection has become the DICOM 
radiation dose structured reports 
(RDSRs). In 2011, equipment that 
was capable of generating structured 
reports was just being developed and 
we created a workflow that allowed 
us to incorporate it. Data aggregation 
and analysis has been simplified 
dramatically by the increasing 
availability of dose monitoring 
programs. One of the key problems 
we encountered was ascertaining 
the complexity of IR procedures. 
We found that procedures could be 
classified according to their string of 
current procedural terminology (CPT) 
codes, which enabled us to better 
match the radiation dose data with 
procedural complexity. 

COLLINS: What are the components 
of an effective patient safety program 
focusing on radiation dose in IR? 
DUNCAN: It comes down to three 
components: 1) collect data, 2) 
analyze data in an ongoing fashion 
and 3) make and test data-driven 
predictions regarding dose and 
procedural time. 

COLLINS: What are the most effective 
strategies to improve patient safety in 
regards to radiation dose, particularly 
in IR? 
DUNCAN: Reviewing and revising 
your default protocols. Image Gently 
and Image Wisely have nicely 
demonstrated how reviewing and 
revising CT protocols leads to marked 
improvements. The same ideas can 
be applied to the protocols used in 
fluoroscopic procedures. Largely 
because of the pediatric aspect of 

our practice and the timing of a new 
room installation in 2008, we built 
child-sized (Image Gently) protocols. 
We started seeing that the larger 
children (i.e., teenagers) were receiving 
lower doses than did small adults 
undergoing identical procedures while 
maintaining image quality adequate 
for procedural guidance. We then 
translated these protocols over to our 
adult hospital, designing low-dose 
adult protocols and making them the 
default setting on our equipment. 
Operators often found image quality 
with the lower-dose protocols adequate 
for guidance. IRs can work with their 
radiology technologists to adjust the 
imaging technique when necessary for 
procedural guidance. 

COLLINS: What barriers have you 
encountered in establishing a culture 
of radiation safety in IR? 
DUNCAN: It’s common to hear issues 
like “I can’t see what I need to” or “we 
are worried about workflow.” While 
fluoroscopy time for our average case has 
remained stable, suggesting that the lower 
image quality did not impair procedural 
guidance, we have seen a sustained 50 
percent decrease in reference point air 
kerma. The good news is that everyone—
all operators, nurses and technologists—
wants to see his or her personal radiation 
dose decline. 

COLLINS: What is the most 
important patient safety issue facing 
interventional radiology? 
DUNCAN: I would go back to 
managing expectations. I’ve 
definitely had cases where we told 
the patient and their family that we 
are performing a complex procedure 

24  IR QUARTERLY   |   FALL 2014



and considering the patient’s body 
habitus there is a chance that we 
will require a substantial radiation 
dose, which could result in a skin 
injury. As part of the discussion, I 
inform patients that we will work 
to minimize this risk. We can do 
a better job of telling patients that 
they are at the limits of what we 
can help with. Alternatively, we can 
tell patients that their procedure is 
routine and they should expect it to 
last 30±2 minutes. Everyone desires 
a successful procedure but I find that 
they appreciate a discussion of our 
strategy for optimizing the balance 
between the risks and benefits. 

COLLINS: Given your expertise  
with simulation in IR can you  
comment on its potential role in 
improving patient safety? 
DUNCAN: I would turn it around and 
say that prior cases are your simulation 
training for a subsequent case. How 
certain are you that tomorrow’s case 
will be similar to all of the cases you 
trained on? How do we get experience? 
You can study your past or make 
up scenarios (simulations)—either 
computer-driven simulators or thought 
experiments. Simulators do a terrific 
job creating all of these interesting 
stimuli, but you can get the same 
teaching watching someone perform a 
procedure, including reviewing video 
from recorded procedures. 

There is terrific data showing that we 
learn nothing from our successes; 
rather we learn everything from our 
failures. Other professions do a much 
better job of debriefing after difficult 
procedures. We essentially walk 
away, wipe our brow and declare 
“tough case” and then go to the next 
case. If someone has a better way of 
solving a difficult problem, we should 
have a better way of studying their 
technique so that we can all learn 
from their experience. 

COLLINS: There are many facets of 
patient safety in a procedure-based 
specialty such as IR. How can we as 
a Society improve our awareness of 
patient safety issues and translate 
this into a culture of patient safety in 
clinical practice? 
DUNCAN: It is the recognition 
that patient safety is a problem 
best approached by a team. It’s 
not only the physicians but also 
the technologists, nurses and 
manufacturers who produce the 
equipment because the human-
machine interface is huge in  
our equipment. 

Also, for patients it is the 
understanding that, although 
there are many problems we as 
interventional radiologists can fix, 
there are some that we cannot. 
Managing expectations and providing 
predictions to patients and their 
families about the subsequent 24–48 
hours empowers them to look for 
signposts along their journey that 
may indicate that they or their loved 
one’s postprocedural course is not 
going as planned. This initiates the 
conversation regarding what else 
could be going on.

COLLINS: Lack of resources may be a 
limiting factor to a successful patient 
safety program. What strategies have 
you found to support these initiatives at 
the institutional level?
DUNCAN: You have to get the hospital 
involved. The proposal has got to be 
something that makes sense to them: 
What is their return on investment? 
Look for opportunities to demonstrate 
the utility of well-planned patient safety 
programs in the context of patient 
safety issues (near-misses or actual 
events) as they arise. Be prepared with 
a comprehensive plan and update the 
hospital administration with the small 
wins after the system is in place.

COLLINS: A barrier to comprehensively 
assessing the radiation exposure risk 
to patients is their history of radiation 
exposure and life expectancy. Have you 
seen or considered any solutions to 
this pressing issue?
DUNCAN: The first question is “can 
we do better within our enterprise?” 
It will be hard for me to collect data 
from an outside institution. However, 
what we should be able to do (and, 
honestly, what patients already expect 
us to be doing), is to be aware of 
imaging that happened at facilities 
within our institution or network. Most 
patients don’t have any idea of how 
bad our information systems are at 
sharing radiation dose data. However, 
now that there are structured reports, 
this should improve. 

COLLINS: What do you enjoy doing 
when you are not performing procedures 
or thinking about patient safety in 
interventional radiology?
DUNCAN: It’s pretty nerdy—I like 
collecting data from my exercise 
sessions. I have a bunch of gadgets 
that collect different data streams. It’s 
driven by the same principle that I 
apply in the workplace—I am obsessed 
with wanting data that I can use to test 
improvement strategies. 

by Jeremy Collins, MD
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FEATURE

T
he statistics are clear—women 
represent a very small proportion 
of interventional radiologists. 
According to a 2011 study1, 

women make up 46 percent of all 
residents but only 28 percent of 
diagnostic radiology residents. The 
applicant pool for Interventional 
Radiology comes from those DR 
residents. So, the percentage of women 
drops even further as you dig into the 
IR numbers. According to one estimate, 
only 2–8 percent of all IRs are women! 

Yet, interventional radiology and the 
Society have historically encouraged 
women to enter the field. 

 • 16 percent of newly recruited Society 
volunteers are women

 • In the last 20 years, four SIR 
presidents (20 percent) have  
been women: 

 • Arina van Breda, MD,  
FSIR: 1992–93

 • Anne C. Roberts, MD,  
FSIR: 1996–97

 • Janette D. Durham, MD, MBA, 
FSIR: 2004–05

 • Katharine L. Krol, MD,  
FSIR: 2006–07

 • Other women currently serve on the 
SIR Executive Council:

 • SIR Treasurer: M. Victoria Marx, 
MD, FSIR

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

There is no lack of opportunity for 
women in the field, and SIR is taking 
additional steps to better support this 
segment of the community. The SIR 
Women in IR Section, a formal group 
dedicated to the needs of IRs who 
are women, will hold its first official 
general assembly in conjunction with 
the SIR 2015 Annual Scientific Meeting 
in Atlanta, Ga. (Feb. 28–March 5, 2015). 

The challenge, says 
Christine E. Ghatan, MD, 
a founding member of 
the group, is that medical 
students may not be 

aware of those opportunities. “Lack of 
exposure to IR is the biggest hurdle,” 
she says. “Education is key. There is 
a lack of knowledge among medical 
students about IR as a career choice.” 

Equal Opportunity 
Outreach
With the development and coming 
launch of the new IR Residency 
(likely in 2015), now is the perfect 
time for SIR to reach out to medical 
students and actively promote a 
career in interventional radiology. 
To ensure that this outreach effort 
resonates equally with male and 
female candidates, however, Society 
leadership must better understand 
why there has been such a 
tremendous disparity between men 
and women entering the field.

The big surprise is that, despite 
some studies in the past decade 
that reported the numbers entering 
medicine and medical specialties 
by gender, none have definitively 
answered why so few female medical 
students choose to specialize in 
IR—and few studies have even 
asked the question in the first 
place. Is the current prerequisite 
residency in diagnostic radiology a 
barrier? Is it the extent of IR call? A 
lack of mentors or role models? A 
misperception that the specialty is 
purely procedural with no clinical 
practice? Is it exposure to radiation 
during fluoroscopy procedures? 

Whatever the reason, one thing is 
certain: SIR must better understand 
the factors leading to lower numbers 
of women in IR before attempting to 
attract them to the field. To this end, 
Nishita Kothary, MD, FSIR, has paired 
with Dr. Ghatan and others to conduct 
an epidemiological survey designed 
to determine what has reduced the 
number of women joining the field.

“As IR becomes its own 
specialty, and no longer 
just an extension of 
DR, we need to address 
their concerns so 

medical students will know what an 
incredible career path IR is,” says Dr. 
Kothary. “We need a greater balance 

Women in IR:  
An Opportunity 
for Growth
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of genders in the profession if the 
change is going to succeed.”

A Matter of Perspective
IR Quarterly recently asked several 
IRs to share their perspectives on 
their career path in interventional 
radiology. Such experiences may 
answer trainees’ questions and 
help them better recognize the 
opportunities available. SIR members 
should share these stories with med 
students, residents and other trainees 
who may be considering a career 
path in IR. 

M. Victoria Marx, MD, FSIR,  
SIR Treasurer

As a medical student, I 
chose general surgery 
as a career path. I liked 
the concrete clinical 
problems surgeons 

handled, the straightforward 
relationship between diagnosis, 
treatment and outcome as well as the 
relationships with patients. During 
my general surgery internship, 
however, I had second thoughts. I 
found the culture of general surgery 
unappealing and burdensome; the 
role models provided to me were 
fundamentally not people who 
projected a positive attitude about 
their lives. I started looking for an 
alternative career path that combined 
the positive clinical qualities of 
surgery with a more collegial team-
based culture. During my internship, 
I came to admire the chief of “Angio” 
(as it was then called) at my hospital 
very much. I made an appointment 
with him and asked him, “Do you 
enjoy your job—do you like coming 
to work every day?” His response 
was that he loved it! That was all 
I needed to hear. I completed my 
internship and transferred into a 
diagnostic radiology residency with 
the specific goal of becoming full-
time interventional radiologist. After 
completing my IR fellowship, that’s 
what I did and I’ve never looked 
back. Just like Michael Van Aman, 
MD, at Ohio State University in 1982, 
I love the challenges and rewards of 
my IR career. 

I perform challenging, new 
procedures that require innovative 

problem solving, and I experience 
the rewards of patient care and 
interaction. I’ve also enjoyed my 
many years of volunteer contributions 
in SIR. It’s an amazing community.

Ramona Gupta, MD
In 2012 Dr. Gupta learned 
that she was expecting 
her first child. As a full-
time practicing IR, she 
was concerned about the 

radiation exposure risks for her baby.

Throughout my pregnancy, I practiced 
five days a week and my radiation 
exposure levels remained low. I took 
the appropriate measures to reduce 
exposure, including wearing an extra 
lead apron, optimizing fluoroscopy 
to reduce dose and tracking my 
exposure levels on a regular basis. 
I am lucky to have colleagues who 
were tremendously supportive and 
helpful while I was expecting and 
continued to practice. 

I also spoke to other women in the 
profession—those with older kids 
who had practiced during their 
pregnancies. I picked their brains 
about the safety precautions they took, 
the steps they took to reduce their 
dose and their experiences as a whole. 
It helped ease my mind and I had no 
doubt that continuing to practice was 
both safe and appropriate.

Katharine L. Krol, MD, FSIR
I came into IR 
accidentally. It was a 
field just beginning to 
have an identity as I 
entered residency and 

practice. I chose DR residency for 
several reasons, and I found DR fun 
and rewarding. However, I really 
wanted the patient contact that IR 
offered. The ability to directly help 
patients, the longitudinal relationships 
with patients and families, the daily 
variety of problems/procedures, and 
the excitement of innovation inherent 
to IR all appealed to me. I absolutely 
loved my career. I have been able 
to offer cutting-edge therapies as 
they were developed for the past 
30+ years, including participation 
in clinical trials. Despite my being 
in private practice, SIR embraced 
my interest in volunteer work 

and fostered leadership skills that 
expanded my experiences in the field 
far beyond clinical work. 
Women have much to offer patients 
and the field of IR. All of the 
perceived obstacles to entering the 
field of IR can be overcome, and the 
rewards are great! The rewards are 
shared by women IRs, their patients, 
their partners and staff, and their 
referring physicians. 

References
1. Hall FM, Celebrating the achievements of women radiolo-

gists and physicians. Radiology. 2011 Oct; 261(1): 9–11.

Share your 
own perspectives 

on Twitter with 
the hashtag 

#IRwomen!

Communicating 
Radiation Safety
To help spread the word and 
dispel misperceptions, SIR 
member Lawrence Dauer, 
PhD, is spearheading a new 
standards paper, tentatively 
titled “Occupational 
Radiation Protection of 
Pregnant or Potentially 
Pregnant Workers in 
Interventional Radiology.” 
This new guidance, a joint 
venture between SIR and 
the Cardiovascular and 
Interventional Radiological 
Society of Europe (CIRSE), 
is currently planned for 
publication in late 2015. 
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A Practical Tool for Monitoring 
Radiation Dosages

H I IQ™, which was designed by volunteers from 
SIR, provides solutions for a diverse range of 
interventional radiology needs. First developed 
in 1993 as a means for capturing QA data, HI-IQ 

has always captured radiation dosage and provided a means 
for dosage analysis to help ensure patient safety.

Through the years, HI-IQ has progressed into a system that 
captures both single-plane and biplane radiation dosages. 
Currently, users can document reference air kerma, kerma 
area product, fluoroscopy time and total digital images, all of 
which are reportable. An upcoming release will allow for CT 
dosages, including CTDIvol and DLP.

Reports contained within HI-IQ include dosage analysis 
and radiation PQI. The dosage analysis report was created 
with assistance from users of HI-IQ to help find high dosage 
encounter outliers, monitor procedure-specific averages and 
compare physician operator averages. The intent of this 
report is to assist the interventional radiology department in 
managing a quality improvement program, typically designed 
to reduce the amount of radiation delivered to patients. The 
dosage analysis report, usually reviewed biweekly or monthly, 
helps to ensure that the department and/or physicians are on 
track in meeting goals.

The report provides answers to common questions such as:

 • What is the department’s average fluoroscopy time for IVC 
filter insertions?

 • What is my average dosage for UFE?

 • Which encounters have greater than 30 minutes of 
fluoroscopy time?

The radiation PQI report is HI-IQ’s most recent radiation-
dosage-related report created with SIR’s guidance. The report 
specifically addresses the needs of the American Board of 
Medical Specialties’ Maintenance of Certification: Part IV 
Practice Performance Assessment. HI-IQ worked with SIR 
to develop a process to help HI-IQ users quickly produce a 
report satisfying the recommended SIR project requirements 

(http://members.SIRweb.org/members/pqi.cfm). The report 
provides feedback to measure compliance of radiation 
documentation and provides the data for analysis to help 
reduce the amount of radiation for a procedure, increasing 
patient safety.

HI-IQ also offers unique radiation-centric dashboards 
displaying the 10 services with the highest dosage. 
By allowing a direct drill-down into encounter data, 
administrators are able to determine why a procedure 
appears on the list, thus arming physicians with information 
to reduce dosages for similar types of patients or procedures 
in the future. Another dashboard, dose status, helps ensure 
the department is documenting that either no radiation was 
used or that values were entered for the radiation fields. If 
an encounter has missing dose values, the user can then 
drill down into the encounter to enter the missing details. 
This dashboard relates directly to the radiation PQI report 
by letting radiologists quickly enter missing radiation details, 
thereby raising their compliance with the SIR PQI project.

From the quality improvement perspective, the use of 
HI-IQ with radiation dosage entry, allows an interventional 
department to develop a plan to track, monitor and improve 
upon the radiation delivered to patients. While there are 
certainly challenges concerning the potential of duplicate 
data entry of dosage values into systems such as the RIS 
or dictation systems, ConexSys will be soon be offering a 
DICOM interface between an IR’s imaging equipment or PACS 
to HI-IQ, thus eliminating the need of manual dosage entry 
into HI-IQ. The interface will provide seamless transmission 
of dosage values from imaging systems into HI-IQ, allowing 
end users to reap the many benefits of having radiation 
documented. Whether it is radiation reports, dashboards, the 
PQI project or quality improvement, HI-IQ has you covered. 
For more information, please visit www.HI-IQ.com. 

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

HI-IQ UPDATE COLUMN
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IRS-IN-TRAINING COLUMN
by Dave Tabriz, MD

T he clinical relevance of decreasing radiation 
exposure across all imaging modalities is logical, 
with applications in the fluoroscopy suite a 
major contributor. I surveyed some of the senior 

residents who survived taking the core exam, asking what 
resources they found helpful and how radiation safety was 
addressed on the exam.

Textbooks: The general consensus was that Huda’s Review 
of Radiologic Physics was the best general overview for 
physics, albeit incomplete. Bushberg’s The Essential Physics 
of Medical Imaging was described as an excellent resource 
for a deeper understanding of radiology physics, albeit many 
of those surveyed felt it was too comprehensive. The Duke 
Review of MRI Principles was also referenced as a high-yield 
review of MRI topics. 

Review Courses: Multiple physics review courses were 
discussed, including the Huda’s Physics in Medicine LLC and 
the University of Missouri-Kansas City Medical Physics Core 
Review course. All were reviewed as favorable, though the 
necessity of taking such a course remains a topic for debate.

Other Resources: Hands down, the Radiological Society of 
North America (RSNA)/American Association of Physicists in 
Medicine (AAPM) Online Physics Modules were referenced 
as a necessity to review at least once prior to the exam. 
Additionally, some residents found review questions offered 
on RadPrimer and from the AAPM helpful. The AAPM has 
a dedicated webpage which hosts resources for radiology 
residents preparing for the Core exam.

Simply put, as interventional radiologists, it is our job to 
maximize diagnostic and therapeutic benefit from our 
imaging studies while minimizing radiation use, and the 
boards will test you on that. 

Resources:
Huda, Walter. (2009). Review of Radiologic Physics, Third Edition. LWW.

Bushberg, Jerold T., et al. (2011). The Essential Physics of Medical Imaging, Third Edition. LWW.

Mangrum, Wells, et al. (2012). Duke Review of MRI Principles: Case Review Series, 1e. Mosby. 

Radiation Safety: 
Boards Beware
Ask any resident who has taken the new 
American Board of Radiology (ABR) diagnostic 
radiology core exam and they will tell you that 
it emphasizes radiology physics. 
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2014 Fellowship Match: One for the 
Record Books

T he official National Resident Matching Program 
(NRMP) Match Day for Accreditation Council for 
Graduate Medical Education (ACGME)-accredited 
vascular and interventional radiology fellowships 

took place on June 18 and, yet again, more residents matched 
into interventional radiology fellowships than ever before! This 
year’s Match was for positions starting in July 2015. This makes 
10 consecutive years that we have seen an increase in the 
number of positions filled via the Match. This year, 98 percent of 
fellowship positions were filled via the Match (230 of 234) and 
95 percent of programs filled all of their positions via the match 
(78 of 82). 

Both of these are record numbers that I could not have dreamed 
of 10 years ago. To put this in perspective, the Match at that time 
filled only 38 percent of fellowship positions and only 32 percent 
of programs filled all of their positions. It’s hard to believe the 
growth in demand for IR fellowships. With the IR Residency on 
the horizon, the future of IR seems secure. Congratulations to all 
of the matched applicants and programs!

Much of this would not have been possible without the efforts 
of the SIR Residents and Fellows Section (RFS). Their outreach 
efforts over the past few years have been tremendous in 
getting the word out to medical students and residents about 
the amazing the field of IR. Many thanks to the leadership and 
members of the RFS—keep up the good work. 

4 unfilled programs
230 filled programs

98%
IR Fellowship 

Positions Filled  
in the Match

4 unfilled positions
78 filled positions

95%
of programs  

filled all of their 
positions via  

the Match
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Thrombolysis for Pulmonary Embolism 
and Risk of All-cause Mortality, 
Major Bleeding, and Intracranial 
Hemorrhage: A Meta-analysis.
JAMA. 2014 Jun 18;311(23):2414-21. doi: 10.1001/
jama.2014.5990.

Chatterjee S, Chakraborty A, Weinberg I, Kadakia M, Wilensky 
RL, Sardar P, Kumbhani DJ, Mukherjee D, Jaff MR, Giri J.

IMPORTANCE: Thrombolytic therapy may be beneficial in 
the treatment of some patients with pulmonary embolism. 
To date, no analysis has had adequate statistical power 
to determine whether thrombolytic therapy is associated 
with improved survival, compared with conventional 
anticoagulation.

OBJECTIVE: To determine mortality benefits and bleeding 
risks associated with thrombolytic therapy compared with 
anticoagulation in acute pulmonary embolism, including the 
subset of hemodynamically stable patients with right ventricular 
dysfunction (intermediate-risk pulmonary embolism).

DATA SOURCES: PubMed, the Cochrane Library, 
EMBASE, EBSCO, Web of Science and CINAHL databases 
from inception through April 10, 2014.

STUDY SELECTION: Eligible studies were randomized 
clinical trials comparing thrombolytic therapy vs. 
anticoagulant therapy in pulmonary embolism patients. 
Sixteen trials comprising 2,115 individuals were identified. 
Eight trials comprising 1,775 patients specified inclusion of 
patients with intermediate-risk pulmonary embolism.

DATA EXTRACTION AND SYNTHESIS: Two reviewers 
independently extracted trial-level data including number of 
patients, patient characteristics, duration of follow-up and 
outcomes.

MAIN OUTCOMES AND MEASURES: The primary outcomes 
were all-cause mortality and major bleeding. Secondary 
outcomes were risk of recurrent embolism and intracranial 
hemorrhage (ICH). Peto odds ratio (OR) estimates and 
associated 95% CIs were calculated using a fixed-effects model.

RESULTS: Use of thrombolytics was associated with 
lower all-cause mortality (OR, 0.53; 95% CI, 0.32-0.88; 
2.17% [23/1061] vs. 3.89% [41/1054] with anticoagulants; 
number needed to treat [NNT] = 59) and greater risks 
of major bleeding (OR, 2.73; 95% CI, 1.91-3.91; 9.24% 
[98/1061] vs. 3.42% [36/1054]; number needed to harm 
[NNH] = 18) and ICH (OR, 4.63; 95% CI, 1.78-12.04; 
1.46% [15/1024] vs. 0.19% [2/1019]; NNH = 78). Major 
bleeding was not significantly increased in patients 
65 years and younger (OR, 1.25; 95% CI, 0.50-3.14). 
Thrombolysis was associated with a lower risk of recurrent 

pulmonary embolism (OR, 0.40; 95% CI, 0.22-0.74; 
1.17% [12/1024] vs 3.04% [31/1019]; NNT = 54). In 
intermediate-risk pulmonary embolism trials, thrombolysis 
was associated with lower mortality (OR, 0.48; 95% CI, 
0.25-0.92) and more major bleeding events (OR, 3.19; 
95% CI, 2.07-4.92).

CONCLUSIONS AND RELEVANCE: Among patients 
with pulmonary embolism, including those who were 
hemodynamically stable with right ventricular dysfunction, 
thrombolytic therapy was associated with lower rates of 
all-cause mortality and increased risks of major bleeding 
and ICH. However, findings may not apply to patients with 
pulmonary embolism who are hemodynamically stable 
without right ventricular dysfunction.

Bland Embolization Versus 
Chemoembolization of Hepatocellular 
Carcinoma Before Transplantation.
Liver Transpl. 2014 May;20(5):536-43. doi: 10.1002/lt.23846. 
Epub 2014 Apr 1.

Kluger MD, Halazun KJ, Barroso RT, Fox AN, Olsen SK, 
Madoff DC, Siegel AB, Weintraub JL, Sussman J, Brown 
RS Jr, Cherqui D, Emond JC.

ABSTRACT: There is conflicting literature regarding the 
superiority of transarterial chemoembolization (TACE) versus 
bland transarterial embolization (TAE), and this has not been 
well studied before transplantation. Twenty-five TAE patients 
were matched in a 1:2 ratio with TACE patients by the initial 
radiographic tumor size and number in a retrospective, 
case-controlled study. The patients were otherwise treated 
according to the same protocols. The method of embolization 
was chosen on the basis of interventionalist practices at two 
sites within the program. Kaplan-Meier survival analyses at 
one and three years were the primary endpoints. There were 
no significant demographic differences between the groups. 
The mean adjusted Model for End-stage Liver Disease scores 
at transplantation and waiting times were not significantly 
different between the TAE and TACE patients (MELD scores: 
26 ± 3 versus 24 ± 3 points, P = 0.12; waiting times: 13 ± 8 
versus 11 ± 10 months, P = 0.43). TAE patients (16%) were 
less likely than TACE patients (40%) to require two procedures 
(P = 0.04). Explant tumors were completely necrotic for 36% 
of the TAE patients and for 26% of the TACE patients. The 
three-year overall survival rates were 78% for the TAE patients 
and 74% for the TACE patients (P = 0.66), and the three-year 
recurrence-free survival rates were 72% for the TAE patients 
and 68% for the TACE patients (P = 0.67). On an intention-
to-treat basis, there was no significant risk of wait-list dropout 
associated with TAE or TACE (P = 0.83). In conclusion, there 
were no significant differences in wait-list dropout or in overall 

Abstracts
in the Current Literature

This column alerts SIR members to abstracts that may have an 
impact on their practice and how they converse with referring 
clinicians. If you would like to suggest abstracts you feel should 
be included, email us at gandhi@baptisthealth.net or  
sganguli@partners.org.
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or recurrence-free survival between HCC patients undergoing 
TAE and HCC patients undergoing TACE before transplantation.

Lower extremity Autologous Vein 
Bypass for Critical Limb Ischemia 
Is Not Adversely Affected by Prior 
Endovascular Procedure.
J Vasc Surg. 2014 Jul;60(1):129-35. doi: 10.1016/j.
jvs.2014.01.013. Epub 2014 Mar 7.

Santo VJ, Dargon P, Azarbal AF, Liem TK, Mitchell EL, 
Landry GJ, Moneta GL.

OBJECTIVE: It has been reported that a failed 
endovascular intervention adversely affects results of 
lower extremity bypass (LEB). We reviewed rates of prior 
endovascular intervention (PEI) in patients undergoing 
LEB with autologous vein for critical limb ischemia (CLI) 
to determine effects on graft patency, limb salvage, and 
amputation-free survival.

METHODS: Retrospective review was conducted of consecutive 
autologous vein LEBs performed for CLI between 2005 and 2012 
at a tertiary care academic medical center.

RESULTS: Overall, 314 autologous vein LEBs were 
performed for CLI, 71% for tissue loss. TransAtlantic Inter-
Society Consensus II type D or type C lesions were present 
in 62% and 25%, respectively. The great saphenous vein 
was used as a conduit in 83%, and the distal target was 
infrapopliteal in 60%. The 30-day mortality rate was 
3.5%. Primary patency rates at one year and five years 
were 61% and 45%. Secondary patency rates at one year 
and five years were 88% and 64%, with 23% requiring 
an intervention to maintain patency. The five-year limb 
salvage rate was 89%, and the five-year amputation-free 
survival was 49%. There were 61 patients (19%) who had 
undergone a PEI and 253 (81%) who underwent bypass 
with no prior endovascular intervention (NPEI). There 
were 19 iliac stents, 29 femoral interventions, 13 popliteal 
interventions, 9 crural interventions, 9 infra-inguinal 
thrombectomies and 13 infra-inguinal thrombolyses. 
PEI and NPEI patients had similar demographics and 
prevalence of atherosclerotic risk factors. The one-year 
primary patency rate was 62% for NPEI patients vs. 59% 
for PEI patients (P = .759). The one-year and two-year 
secondary patency rates were 87% and 79% for NPEI 
patients vs. 89% and 78% for PEI patients (P = .947). The 
3-year limb salvage rate was 89% for NPEI patients vs. 
92% for PEI patients (P = .445). The 3-year amputation-
free survival was 59% for NPEI patients vs. 52% for PEI 
patients (P = .399). Median follow-up time was 323 days 
for NPEI patients (interquartile range, 83-918) vs. 463 days 
for PEI patients (interquartile range, 145-946; P = .275).

CONCLUSIONS: Overall operative mortality, patency rates and 
limb salvage for autologous vein LEB in CLI patients continue 
to be excellent in the endovascular era and are not necessarily 
affected by a prior ipsilateral endovascular procedure. Long-term 
survival remains poor in CLI patients requiring LEB.

Left-liver Hypertrophy After Therapeutic 
Right-liver Radioembolization Is 
Substantial but Less Than After Portal 
Vein Embolization.
Hepatology. 2014 May;59(5):1864-73. doi: 10.1002/hep.26947. 
Epub 2014 Apr 1.

Garlipp B, de Baere T, Damm R, Irmscher R, van Buskirk M, 
Stübs P, Deschamps F, Meyer F, Seidensticker R, Mohnike K, 
Pech M, Amthauer H, Lippert H, Ricke J, Seidensticker M.

ABSTRACT: In patients with liver malignancies potentially 
amenable to curative extended right hepatectomy but 
insufficient size of the future liver remnant (FLR), portal vein 
embolization (PVE) of the tumor-bearing liver is used to induce 
contralateral liver hypertrophy but leaves the tumor untreated. 
Radioembolization (RE) treats the tumor in the embolized lobe 
along with contralateral hypertrophy induction. We performed a 
matched-pair analysis to compare the capacity for hypertrophy 
induction of these two modalities. Patients with right-hepatic 
secondary liver malignancies with no or negligible left-hepatic 
tumor involvement who were treated by right-lobar PVE (n = 
141) or RE (n = 35) at two centers were matched for criteria 
known to influence liver regeneration following PVE: 1) baseline 
FLR/Total liver volume ratio (<25 versus ≥ 25%); 2) prior 
platinum-containing systemic chemotherapy; 3) embolization of 
segments 5-8 versus 4-8; and 4) baseline platelet count (<200 
versus ≥ 200 Gpt/L).The primary endpoint was relative change in 
FLR volume from baseline to follow-up. Twenty-six matched pairs 
were identified. FLR volume increase from baseline to follow-up 
(median 33 [24-56] days after PVE or 46 [27-79] days after RE) 
was significant in both groups but PVE produced significantly 
more FLR hypertrophy than RE (61.5 versus 29%, P < 0.001). 
Time between treatment and follow-up was not correlated with 
the degree of contralateral hypertrophy achieved in both groups. 
Although group differences in patient history and treatment 
setting were present and some bias cannot be excluded, this 
was minimized by the matched-pair design, as remaining group 
differences after matching were found to have no significant 
influence on contralateral hypertrophy development.

CONCLUSION: PVE induces significantly more 
contralateral hypertrophy than RE with therapeutic 
(nonlobectomy) doses. However, contralateral hypertrophy 
induced by RE is substantial and RE minimizes the risk of 
tumor progression in the treated lobe, possibly making it a 
suitable modality for selected patients. 

by Ripal T. Gandhi, MD, and 
Suvranu Ganguli, MD
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FEATURE

Nexgen Leadership
BY JENNIFER J. SALOPEK

F
ive years ago, SIR launched 
the Leadership Development 
Academy (LDA) to identify, 
connect and educate the next 

generation of leaders for the Society. 
Held every other year as a two-day 
retreat, the LDA brings together 
current and future leaders, as well as 
professional faculty, for a program 
of skill building and networking. The 
skills include such leadership classics 
as communication, negotiating, 
listening and establishing consensus, 
which are infrequently (if ever) taught 
in medical school. The inaugural 
LDA was held in 2009 at a facility in 
Virginia; the 2011 and 2013 retreats 
were held in French Lick, Ind. Invitees 
are nominated by past SIR presidents, 
the Executive Council and fellowship 
program directors in a confidential 
process. Attendees who are already 
quite engaged with the Society often 

leave even more so, while those who 
attend without strong SIR ties seem 
to forge them there and afterward. 
All graduates cite strong post-LDA 
networks that have helped them 
advance their careers and their 
commitment to the profession.

Deepak Sudheendra, 
MD, assistant professor 
of clinical radiology and 
surgery at the Perelman 
School of Medicine 

at the University of Pennsylvania, 
attended the most recent Leadership 
Development Academy in 2013. A 
few years earlier, he had helped form 
the SIR Residents and Fellows  
Section (RFS).

“When I went into IR, I wanted the 
public to have a better understanding 
of our specialty,” he says. “That needs 

to be a grassroots effort, getting 
people excited. But I wasn’t sure how 
to get involved with the Society at the 
next level after RFS.”

The networking aspects of LDA 
particularly appealed to Dr. 
Sudheendra. “People who aren’t 
comfortable with networking must 
take advantage of these opportunities. 
The LDA was a forum for me to 
present my ideas to improve SIR and 
our specialty,” he says. 

Laura Findeiss, MD, 
FSIR, is chair of the 
radiology department 
at the University of 
Tennessee at Knoxville. 

She credits her attendance at the 
inaugural LDA in 2009 for much of 
her career progression over the past 
five years. Fairly involved in SIR 
committees (especially the Clinical 
Practice Committee) before attending, 
Dr. Findeiss says: “I was enthusiastic 
and engaged with the Society, but 
that takes some time to take hold.”

The training she received at the 
LDA was timely and valuable. “The 
creation of the LDA coincided with 
my own history of trying to be in 
leadership at that time,” she explains. 
“I had been thrust into a leadership 
position in my first job, was making 
changes in processes to increase 
efficiencies, working with lots of 
different people.

“Physicians are very used to giving 
orders, but leadership is so different 
from that,” she continues. “I 
realized that just because you can 
conceptualize a model, you can’t 
simply plug people in.”
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NEXGEN LEADERSHIP

Meghal Antani, MD, 
FSIR, medical director 
at the Center for 
Interventional Medicine 
in Oakton, Va., attended 

the LDA in 2011. The greatest benefit, 
he says, was learning to understand 
the “inner workings” of SIR and 
meeting the leaders of SIR, both 
physicians and nonphysician staff. 

“By meeting the SIR staff, I know 
who I’m talking to when I contact 
the Society and, likewise, they know 
me—attaching a name with a face,” 
he says. “I am now better aware of the 
many issues that SIR tackles every day, 
such as defending fair reimbursement 
levels, making IR’s voice heard by other 
medical societies like the American 
Medical Association, and promoting IR 
to patients and the public at large.”

Dr. Antani had served on the 
Government Affairs and Health Care 
Policy Committee, the Freestanding 
Workgroup of the Economics Committee, 
the Communications Advisory 
Committee and the IR News (now IR 
Quarterly) editorial board. His latest role 
with SIR is as the medical editor of IR 
Quarterly. “Having attended the LDA, I 
have a better understanding of many 
of the topics discussed in the magazine 
by SIR staff and leadership and can 
make meaningful suggestions that will 
ultimately provide SIR members with a 
high-quality, informative publication that 
discusses topics of interest,” he says.

Peter Bream, MD, was 
also a 2011 LDA graduate. 
Dr. Bream currently 
serves as fellowship 
program director and 

associate professor of radiology at 
the Vanderbilt University School of 
Medicine. His previous involvement 
with SIR had been minimal.

“Attending the LDA was really an 
opportunity and an honor, especially 
knowing that I had been chosen by 
my peers,” he says. “I saw it as a step 
toward becoming a Fellow. It seems like 
you always see the same faces at the 
top, and I wanted to be in that group.”

“The LDA absolutely increased 
my level of engagement with the 
Society,” says Dr. Findeiss. “The 
relationships I built there and have 
developed bring a great dynamic 
to my work. They have become a 
platform for projects and help. I had 
advocates to help me advance within 
the Society.”

For all of these LDA graduates and 
many others, the chief driver of their 
involvement with SIR is a desire to 
promote interventional radiology 
and ensure the future of the Society. 
“Attending the LDA really bolstered 
my pride in the specialty and my 
commitment to patient care,” says 
Dr. Bream, who now serves on the 
Public Policy Committee. Furthering 
the LDA model of mentoring and 
collaboration, Dr. Bream now mentors 
other fellows and worked with 
other program directors to create a 
retreat for academic IR last summer. 
“I would not have known how to 
organize that prior to the LDA,”  
he says.

“I feel lucky to do what I do,” Dr. 
Findeiss concludes. “I am passionate 
about this specialty. I want to preserve 
its viability and improve training. 
I want enthusiastic, smart medical 
students to choose this specialty. 
Engagement with SIR is very 
important to me.” 

Jennifer J. Salopek is a freelance 
writer in McLean, Virginia. She can be 
reached at jjsalopek@cox.net.

SIR Connect: 
Connecting 
Members Online
SIR and SIR Foundation are 
excited to launch, in early 
2015, a new online platform 
that will allow SIR members, 
leaders and volunteers to 
engage like never before.  

SIR Connect will allow SIR 
members to create secure, 
private online communities 
that will drive collaboration and 
allow seamless engagement 
with their peers. SIR Connect 
will give SIR members and, in 
particular, volunteers the ability 
to communicate and share 
information, experiences and 
best practices. 

SIR Connect will allow 
members to:

• Connect and communicate 
with SIR members

• Participate in niche 
discussion groups

• Gain access to document 
and digital libraries

• Access a comprehensive 
member directory

• View member blogs and 
create your own

• Share files and post questions

We are eager to provide 
volunteers with the tools to 
become the next generation of 
SIR’s volunteer leaders.  Watch 
for more information on SIR 
Connect in January 2015.
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Radiation Safety  
Course Highlights

E arlier this year, a one-day course on “Medical 
Radiation Protection” was held in Hamilton, Ont., 
a first of its kind in Canada in collaboration with 
McMaster Continuing Health Sciences Program. 

The 77 attendees included physicians, technologists, nurses, 
managers and radiation physicists.

The course’s aim was to provide participants with actionable 
knowledge and skill to understand and minimize radiation 
exposure in x-ray-guided procedures. Below are what I 
consider to be the meeting’s top 10 take-home points:

Medical radiation exposure landscape:
1. Who leads the pack? Interventionalists (IRs, cardiologists 

and vascular surgeons) have a higher potential of exposing 
themselves to radiation than those working in nuclear 
medicine and radiotherapy.

2. Patient dose vs. occupational dose. On the basis of 
global data, the average lifelong exposure to patients is 
much higher (about 200 times) than occupational dose; 
there is therefore a need to emphasize patient protection.

Radiation effects:
3. Radiation-induced skin injuries in fluoroscopically guided 

procedures can occur (the lowest reported threshold is 2 
Gray) but are largely preventable with awareness and use 
of radiation protection. 

4. The eye. The occurrence of lens opacities with potential 
to lead to cataract has been reported in 30 percent to 50 
percent of main operators in interventional labs. Lens 
opacities are present in 25 percent to 30 percent of nurses 
and technologists. With the use of protective devices, it is 
possible for all to keep occupational exposure below the 
current dose limit for eyes (20 mSv/yr). 

Practical tips and tools for medical 
radiation protection:
5. Patient protection vs. occupational protection. Reduction 

of patient dose does translate to reduction of staff dose, 

but the reverse is not true. A thicker patient (body mass in 
beam) means higher patient and staff dose; operator height 
(a shorter operator) does impact occupational dose and 
could lead to higher patient and staff dose if attention is not 
given to raising the table height. 

6. Standing on the side of the tube vs. the side of the 
detector. Similarly, attention to C-arm configuration 
pays off both for you and your patient. In fluoroscopy, 
staying away from tube and being on the side of the 
detector results in decreased exposure to the operator.  

7. Optimize your fluoroscopy and angiography parameters 
by using lower fluoroscopy time, pulse/exposure rate, 
magnification and also using collimation, cine fluoroscopy 
loop and electronic magnification. 

8. Prevention vs. protection. While radiation effects like 
skin injuries and cataract can be prevented, one can only 
reduce the possibility of carcinogenic effects to a level that 
is acceptable. Use protective devices (shielding), minimize 
time in radiation work (time) and keep as much distance as 
practicable from the x-ray source (distance). Operator hands 
and noncontributory patient extremities should be kept out 
of the primary beam as much as possible. Positioning of the 
patient, using a needle holder and long extension tubing for 
contrast injection is superior to using protective gloves and 
cream, which will increase tube output and thus exposure. 

9. Radiation and pregnancy. A pregnant staff member can 
work in the IR suite so long as the fetal dose limit of 1 
mSv for entire gestation can be maintained. Pregnancy 
is not a contra-indication to work in IR suites, nor is it for 
patients to have an IR procedure. 

10. Free poster! The International Atomic Energy Agency 
(IAEA) offers a series of radiation safety posters for staff 
and patient protection, freely downloadable from the 
IAEA website at https://rpop.iaea.org/RPOP/RPOP/
Content/AdditionalResources/Posters/fluoroscopy-
posters.htm for display in angiography suites. 

EDUCATION ROUNDUP COLUMN
by Mehran Midia, MD, and Madan Rehani, PhD
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graft for treatment of patients 
dialyzing with AV Grafts and AV 
Fistulae. Fluency® Plus Endovascular 
Stent Graft offers more solutions, on 
a clinically-proven platform with a 
broad range of implant diameters and 
lengths needed to treat the central* 
and peripheral veins.  

To find out more about Fluency® Plus 
Endovascular Stent Graft or other 
technologies from Bard, please visit 
BardPV.com.
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