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Strategic Thinking … and Action

A dvancing a better understanding of both the 
limitless potential of interventional radiology and 
its positive impact on patient care will be a main 
focus during my term as president. 

We are very fortunate to have a solid strategic plan guiding 
our Society and the Foundation toward the ultimate vision 
of making interventional radiology the fi rst choice in image-
guided therapy. The plan was forged through a highly 
collaborative process that involved the many voices of IR and 
considered the many facets of our specialty. 

At a tactical level, SIR and SIR Foundation will continue to 
organize their efforts around these fi ve key goals: clinical 
practice, outcomes data, revenue growth, awareness of IR and 
innovation. As president, my goal is to guide the Society in 
building on the incredible work that has been done to date 
across all of these areas. 

Specifi cally, I am committed to helping SIR make signifi cant 
progress with these critical initiatives.

• Developing data registries to meet the quality monitoring 
needs of members and your patients: We have made great 
strides in the past year and will be testing systems in the 
coming year.

• Adopting program requirements for the IR/DR pathway 
and transitioning our current programs to that new 
standard: SIR fought hard to bring about ABMS approval 
and enthusiastically supports the changes that are 
coming in practice and in IR residency training. The 
program’s implementation will take time, and SIR is 
committed to ensuring its success. SIR will continue to 
need your support—and your feedback—as the training 
program unfolds. 

• Starting the PRESERVE trial to study the safety and 
effectiveness of IVC fi lters currently in use in this country: 
Working with the Society for Vascular Surgery, our goal is 
to ensure the safest practice for patients in our efforts to 
prevent pulmonary embolus.

• Completing a review of our educational efforts and Annual 
Scientifi c Meeting: Our intent is to improve both to 
better meet your needs in this challenging health care 
environment.

• Enacting branding initiatives for SIR and SIR Foundation: In 
another step toward achieving our vision of being the fi rst 
choice for image-guided treatments we will use coordinated 
activities to increase awareness among key decision-makers 
about what IR is, does and achieves; to position SIR as the 
indispensible expert resource for the specialty; and to show 
SIR Foundation as the premier scientifi c body dedicated to 
advancing IR through research. 

This is a very exciting time as we continue to clarify our brand 
so that we may better articulate the unique strengths and 
limitless potential of IR. You will hear more about branding 
this year and its impact on the 
external voice and face of SIR 
and SIR Foundation.

Strategy and goals alone do 
not bring the Society closer 
to its envisioned future. 
That only happens when 
governing—the work of the 
Executive Council—becomes 
a proactive process. Another 
goal of mine is to change our 
governing operations to focus 
more on our strategic plan and better monitor the efforts and 
communications of all divisions of SIR. What does this mean? 
By effectively transitioning our current model to a new one 
that leverages focused, proactive planning, greater role clarity 
and year-round communication, strategy and governing will 
work even better together—smarter and more effi ciently—for 
you and for IR.

It is an honor to serve as your president. At March’s successful 
Annual Scientifi c Meeting in San Diego, we shared ideas with 
friends and colleagues—all under the theme of “Convergence.” 
This appropriate theme speaks to IR’s multidimensional nature 
in daily practice and as a global specialty. It also describes SIR’s 
collective and confi dent actions—with you, with IR and with 
the Society and SIR Foundation. I’ve been involved with SIR for 
my entire professional life, and I encourage you to volunteer 
with the Society. Together, we will be able to continue our 
forward momentum, enhancing our programs to ensure the 
growth of the specialty, SIR and SIR Foundation.  

PRESIDENT’S COLUMN
by James B. Spies, MD, MPH, FSIR 

This is a very 
exciting time as we 
continue to clarify 
our brand so that we 
may better articulate 
the unique strengths 
and limitless 
potential of IR.
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EXECUTIVE DIRECTOR’S COLUMN
by Susan E. Sedory Holzer, MA, CAE

Convergence: SIR Is There
With You All the way

I ’m still hearing from the IR community about the 
enthusiasm and exhilaration that defined SIR’s 2014 
Annual Scientific Meeting. The feeling that “IR is here” 
and converged in San Diego was palpable—from the 

podium, through the audience, and into the hallways, Expo 
and events. The theme evoked the overwhelmingly positive 
attitude and unity of purpose—the limitless potential of IR to 
transform medicine and patient care.

A great success overall, the year’s meeting set bold 
attendance records in two key areas: the exceptional IR 
trainees and medical students who are the future of the 
specialty and the more than 400 virtual attendees who 
watched and asked questions in real time from 24 countries. 
IR is clearly on the map of the overall medical landscape and 
SIR is its destination.

If you followed us on Facebook or Twitter, you experienced 
another dimension of the Annual Scientific Meeting through 
the words and first-hand accounts of attendees whose 
passion for their specialty extended into the Socialsphere. I 
had the distinct pleasure of taking over the official SIR twitter 
account during the plenary sessions; in case you missed it, 
here are some of my favorite and most retweeted moments 
as @SueSHz:

• Benenati: In 20 yrs, we’ll look back and say SIR took 
unconventional ways to ensure IR success #SIR2014 

• Omary: “Interventional radiology IS healthcare reform.” 
Applause! #SIR2014

• @miltylion The next generation of IR greatness. So 
awesome of a specialty you want your kids to do it!! 
#SIR2014 @SIRmembers pic.twitter.com/BRTbe8H1cr

• RT @Drshiloh: #SIR2014 at airport TSA asked “what’s 
IR?” Long conversation ensued! Great shirt! http://t.co/
fUJ7AWlPTs

• Congratulations! RT @rage1423: My first successful oral 
presentation at #SIR2014 #canfinallybreathenow

But we also know that the work of SIR and SIR Foundation goes 
on long after the last booth is packed up and shipped home. 

As you read this spring issue of IRQ, I hope you notice how 
the highlights of the meeting are reflected in other articles 
showing the mission-critical tasks to be accomplished and 
many ways individual IRs are involved in making IR the first 
choice for image-guided therapies. 

For example, just as the Annual Scientific Meeting drew 
media attention for the compelling research being done 
by IRs, two articles in this issue dispel the myth that IR 
lacks a culture of research; instead, we see more lab-based 
opportunities for medical students and more ways for IRs to 
become involved in NIH study sections. 

Of course, bringing research and innovation to bedside is 
increasingly hard unless we can prove our value and improve 
patient outcomes. SIR has a solid history of rallying to define 
and defend the practice of IR; today, we are heeding the call 
and making a sustained commitment to measure patient 
outcomes and quality. 

As described in part in the article on structured reporting, 
SIR and SIR Foundation are joining forces to create the 
capacity and infrastructure to collect data and quality 
outcomes through a Qualified Clinical Data Registry. 
Now in testing phase, the end product will satisfy the 
requirements by stakeholders who increasingly demand 
this kind of information. More than that, though, we are 
building this registry so that IRs—not someone else—will 
own the responsibility for measuring the value of what we 
do, analyzing the outcomes we can achieve and improving 
patients’ lives. 

I am encouraged that SIR leaders and members are embracing 
the challenges ahead. We have always believed that IR brings 
value to health systems and to patients. Demonstrating quality 
isn’t just an academic exercise for the few—it’s an every-man-
on-the-field proposition if we are to succeed. 

As we left sunny San Diego and returned to all parts of the 
globe, I hope we are all still feeling that “IR is here,” wherever 
you are. I believe IR is converging on the brink of something 
awesome. SIR is there with you all the way.
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New Law Averts Scheduled Medicare 
Reimbursement Cut
The Protecting Access to Medicare Act of 2014 (H.R. 4302) was signed into law on April 1 after 
both the House and Senate passed a bill to avert the scheduled 24 percent cut to Medicare 
reimbursement due at the end of March. Although members of Congress had been working for 
months on a possible permanent repeal of the sustainable growth rate (SGR), both chambers 
had to settle for a 12-month payment patch through March 31, 2015. Earlier in the year, the 
U.S. House of Representatives and Senate agreed on the policy behind the new fi x, but could 
not come up with the offsets necessary to fund it.

The current SGR bill does not contain many of the landmark changes that had previously been 
agreed on but does ensure that Medicare payments should remain stable over the next year. 
Physicians will be given a 0.5 percent update through 2014 and a payment freeze through April 
1, 2015. The bill included an imaging provision that calls for referring physicians to consult 
appropriate use criteria before prescribing advanced imaging services. The bill also included 
provisions delaying the implementation of the ICD-10 to October 2015 and provisions extending 
the geographic practice cost index (GCPI). Congress is not expected to address the SGR issue this 
year but may pick up talks during the next session. 

New SIR 
Fellows
SIR congratulates the newly 
inducted SIR Fellows. The 
following Fellows were 
presented at the SIR Fellows 
Business Meeting and Dinner 
held on Monday, March 24, in 
conjunction with the SIR 2014 
Annual Scientifi c Meeting.

Sun-Ho Ahn, MD, FSIR

John Fritz Angle, MD, FSIR

Andrew S. Blum, MD, FSIR

Michael A. Braun, MD, FSIR

Allene S. Burdette, MD, FSIR

Erik N.K. Cressman, MD, PhD, FSIR

Michael D. Dake, MD, FSIR

Gregory J. Dubel, MD, FSIR

Mehran Fotoohi, MD, FSIR

Ron C. Gaba, MD, FSIR

Debra A. Gervais, MD, FSIR

Jafar Golzarian, MD, FSIR

Marcelo S. Guimaraes, MD, FSIR

Mark J. Hogan, MD, FSIR

Jeffrey Lautin, MD, FSIR

Reza Malek, MD, FSIR

Wayne L. Monsky, MD, FSIR

Orhan S. Ozkan, MD, FSIR

Aalpen A. Patel, MD, FSIR

Rajesh I. Patel, MD, FSIR

Alex Powell, MD, FSIR

Shawn N. Sarin, MD, FSIR

Kent T. Sato, MD, FSIR

Thomas Scagnelli, MD, FSIR

Melhem J. Sharafuddin, MD, FSIR

Aaron Shiloh, MD, FSIR

Stephan Wicky van Doyer, MD, FSIR

Douglas B. Yim, MD, FSIR

Philip T. Zeni, MD, FSIR

Coding, IO and Other On-demand 
Education on SIR Learning Center 
In a live webinar earlier this year, coding and reimbursement experts covered the major 
changes that have taken place in 2014 IR codes, from UFE procedures to percutaneous 
drainage. This highly valuable content is still available and can be found on the SIR 
Learning Center (http://learn.SIRweb.org). Learn the changes now to avoid future errors 
that could cost you money.  

If you missed last year’s Annual Scientifi c Meeting in New Orleans, be sure to 
take advantage of the Best of SIR 2013 On-demand activity, also available on the 
SIR Learning Center. This program covers highly rated sessions and select topics: 
interventional oncology, peripheral arterial disease and venous interventions. 

The popular 2014 Y-90: The Complete Course 
is also available for on-demand viewing. Perfect 
for those who want to apply for Authorized 
User (AU) status or those who have already 
incorporated Y-90 treatment into their practice. 

All of these on-demand activities are eligible 
for self-assessment CME (SA-CME) toward 
your Maintenance of Certifi cation (MOC). Visit 
the SIR Learning Center for more featured 
on-demand education. 
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SIR Welcomes 
2014–2015 
Executive Council
James B. Spies, MD, MPH, FSIR, President
Alan H. Matsumoto, MD, FSIR, President-elect
Charles E. Ray Jr., MD, PhD, FSIR, Secretary
M. Victoria Marx, MD, FSIR, Treasurer
Scott C. Goodwin, MD, FSIR, Immediate Past President
Donald F. Denny Jr., MD, FSIR, Health Policy and 

Economics Division
Stephen T. Kee, MD, MMM, FSIR, SIR Foundation Chair
Jafar Golzarian, MD, FSIR, Annual Scientifi c Meeting Division
Daniel A. Siragusa, MD, FSIR, Graduate Medical 

Education Division
Brian Funaki, MD, FSIR, Postgraduate Medical Division
Matthew S. Johnson, MD, FSIR, Member Services Division
Boris Nikolic, MD, MBA, FSIR, Standards Division
Michael D. Dake, MD, FSIR, Councilor-at-large
Laura Findeiss, MD, FSIR, Councilor-at-large
Sanjay Misra, MD, FSIR, Councilor-at-large
Ziv J Haskal, MD, FSIR, JVIR Editor (ex-offi cio)
Terence A.S. Matalon, MD, FSIR, AMA Delegate (ex-offi cio)
Susan E. Sedory Holzer, MA, CAE, Executive Director 

(ex-offi cio)
Tricia McClenny, Associate Executive Director (ex-offi cio)

SIR Foundation 
Welcomes 2014–2015 
Board of Directors
Stephen T. Kee, MD, MMM, FSIR, Chair
Filip Banovac, MD, FSIR, Vice Chair 
John A. Kaufman, MD, MS, FSIR, Immediate Past Chair
M. Victoria Marx, MD, FSIR, Treasurer
Kamran Ahrar, MD, FSIR, Clinical Research Trials 

Division Chair
Erik N.K. Cressman, MD, PhD, FSIR, Grants and Research 

Division Chair
Francis R. Facchini, MD, FSIR, Development Division Chair
Jeremy C. Durack, MD, Quality and Outcomes Division Chair
James B. Spies, MD, MPH, FSIR, SIR President
Alan H. Matsumoto, MD, FSIR, President-elect
Donald F. Denny Jr., MD, FSIR, Health Policy and 

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

Education Division
Ziv J Haskal, MD, FSIR, JVIR Editor (ex offi cio)
Carolyn Strain, MA, MS, SIR Foundation Executive 

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

Director (ex offi cio)

IR Residency: Help Us Take the Final Step
Charles Dotter, MD, had a vision nearly 50 years ago. In transitioning from diagnostic angiography to therapeutic vascular 
interventions, Dr. Dotter saw that IRs would need to broaden their clinical scope and assume patient care responsibilities. Approval 
of the new IR Residency and IR/DR Certifi cate recognizes IR as a unique clinical specialty and is in the best interest of patient care.

Please help us take the fi nal step to implement the IR Residency—embrace this exciting change as SIR and others 
work to implement the new training paradigm. This will not only achieve Dr. Dotter’s vision for excellent patient care 
but will ensure that IRs of the future provide optimal care for patients undergoing image-guided treatments.

IR Residency and IR/DR Certifi cate Resources

SIR has created a new dedicated webpage at http://www.SIRweb.org/clinical/IR_DR_cert.shtml with the most up-to-
date information about the IR Residency, IR/DR Certifi cate and draft IR Residency requirements. We expect the program 
requirements to be posted for a comment period soon, so please watch the webpage for an announcement of their availability.

Check Your PQRS Claims Data
The Centers for Medicare and Medicaid Services (CMS) have made available a new tool to check your progress toward 
meeting 2013 PQRS reporting requirements. Using this tool, which is available through the Physician and Other Health Care 
Professionals Quality Reporting Portal (https://www.qualitynet.org/portal/server.pt/community/pqri_home/212), individual 
eligible professionals who reported at least one PQRS quality measure in 2013 can view summary or individual data and 
monitor the status of claims-based measures and measures group reporting.
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Donor Corner
Spirit of Philanthropy Spreads at the 2014 Annual Scientifi c Meeting 

The SIR 2014 Annual Scientifi c Meeting provided a great 
venue for sharing the importance of supporting research 
in IR through SIR Foundation’s initiatives in research 
and research education. James F. Benenati, MD, FSIR, 
and John A. Kaufman, MD, FSIR, highlighted the value of 
recent interventional radiology research, as well as the 
need to continue fostering research in the specialty. These 
sentiments inspired several generous members to donate 
$10,000 during the meeting. 

During SIR Foundation’s Gala, William C. Culp, MD, 
FSIR, SIR Foundation’s 2014 Frederick S. Keller, MD, 
Philanthropist of the Year, talked about the importance of 
SIR Foundation’s Academic Transition Grant in providing 
resources and training for those transitioning to a career 
in academic research. The Gala also shared the story of 
Aravind Arepally, MD, FSIR, who credited SIR Foundation 
with helping to shape his research career by providing 
resources and mentoring, and how a Pilot Grant from 
SIR Foundation awarded to Ben Paxton, MD, has helped 
to advance bariatric embolization research that may 
uncover new interventional radiology treatment options 
for the morbidly obese. These speakers helped to inspire 
a record-breaking $40,000 in unrestricted donations 
raised during the Gala’s fund-a-need effort (a fast moving 
appeal for donations during which attendees raised their 
bidder paddles to give). Through these donations, auction 
purchases, ticket sales and industry support, the 2014 Gala 
raised more than $380,000.

Meeting attendees also learned about the Pioneer Circle, 
SIR Foundation’s new annual fund program, designed 
to recognize donors and to raise funds in support of SIR 
Foundation’s initiatives. Donations from the Pioneer 
Circle (www.SIRFoundation.org/pioneer) directly support 
research, research education and building evidence for 
IR. Since the program’s debut in summer 2013, SIR 
Foundation’s Pioneer Circle has welcomed nearly 50 
Founding Donors (see www.SIRFoundation.org/pioneer for 
a complete list of Founding Donors). 

Appreciation is expressed to all donors, especially the 
Pioneer Circle Founding Donors. SIR Foundation is grateful 
to the following individuals who became Founding Donors 

at the SIR 2014 Annual Scientifi c Meeting (asterisk indicates 
individuals who were already Founding Donors and chose to 
given an additional donation in 2014):

Kamran Ahrar, MD, FSIR*

R. Torrance Andrews, MD, FSIR

Curtis Bakal, MD, FSIR

Lindsay Carter, MD

William C. Culp, MD, FSIR

Michael Darcy, MD, FSIR

Donald F. Denny Jr., MD, FSIR

Jeremy Durack, MD*

Janette Durham, MD, MBA, FSIR 

George Erbacher, DO  

Scott C. Goodwin, MD, FSIR

Matthew S. Johnson, MD, FSIR

Shellie C. Josephs, MD*

John A. Kaufman, MD, MS, FSIR* 

Frederick S. Keller, MD, FSIR*

Katharine L. Krol, MD, FSIR*

Francis Mangiacapra, MD

Gordon McLennan, MD, FSIR*

Sanjay Misra, MD, FSIR*

Kieran J. Murphy, MD, FSIR

Tracy E. Napp, MD

Lisa Palmer

Thomas Scagnelli, MD

Susan E. Sedory Holzer, MA, CAE

Kevin Stadtlander, MD

Timothy Swan, MD, FSIR, FACR

Kenneth Tomkovich, MD

James P. Walsh, MD

Terry D. Yeager, MD

Become a Founding Donor of the Pioneer Circle and join 
your fellow colleagues as they create a stronger future 
for our specialty and the patients we serve. Visit www.
SIRFoundation.org/pioneer today or call Julie Wolfe, SIR 
Foundation director of development, at (703) 460-5591.
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JVIR Presents 
Awards for 
Outstanding Research
On March 24, in conjunction with the SIR 2014 Annual 
Scientifi c Meeting, the Journal of Vascular and Interventional 
Radiology (JVIR), with the support of the Society of 
Interventional Radiology Foundation, presented the 4th 
annual JVIR awards for outstanding research.

JVIR Editor-in-chief Ziv J Haskal, MD, FSIR, presented the 
awards to the honorees noting the substantial impact such 
research has on the IR community and on high-quality 
patient care. The winning manuscripts were chosen following 
a review of all articles published in 2013, voted on by the 
editorial board members and selected by the editor. SIR and 
JVIR congratulate the winners of these prestigious awards.

JVIR Editor’s Award for Outstanding 
Clinical Research Paper

Radiation-associated Lens Opacities in Catheterization 
Personnel: Results of a Survey and Direct Assessments.

JVIR 2013; 24: 197-204.

Eliseo Vano, PhD, Norman J. Kleiman, PhD, Ariel Duran, MD, 
Mariana Romano-Miller, MD, and Madan M. Rehani, PhD

JVIR Editor’s Award For Outstanding 
Laboratory Investigation

Adjuvant Liposomal Doxorubicin Markedly Affects 
Radiofrequency Ablation-induced Effects on 
Periablational Microvasculature.

JVIR 2013; 24: 1021-1033

Marwan Moussa, MD, S. Nahum Goldberg, MD, Beenish 
Tasawwar, MD, Rupa R. Sawant, PhD, Tatyana Levchenko, 
PhD, Gaurav Kumar, PhD, Vladimir P. Torchilin, PhD, 
Muneeb Ahmed, MD

2013 SIR + SIR 
Foundation Annual 
Report Highlights 
Commitment to 
Members
SIR and SIR Foundation recently mailed to members their joint 
2013 Annual Report, “Voices: Empowering IR,” which can be 
found in the About Us section of www.SIRweb.org. The report is 
structured around descriptions of Society and Foundation efforts 
in support of education, advocacy, research and engagement in 
interventional radiology on behalf 
of SIR members. Through the voices 
of members who have shown their 
own commitment to IR’s future 
by volunteering their time and 
other resources, the report clearly 
demonstrates the continuing growth 
and promise of the specialty. SIR 
thanks all those who assisted with 
the development of this report.

JVIR Reviewer Reception 
Recognizes Volunteers
The Journal of Vascular and Interventional Radiology (JVIR) held its 
6th annual Reviewer Reception on March 22 in conjunction with 
SIR 2014. The primary focus of the function was to honor JVIR’s 
outstanding reviewers for their superior editorial service in 2013. 
These individuals distinguished themselves through the degree 
of excellence and insight of their reviews, effi ciency by which 
they work and, fi nally, the impressive quantity of reviews they 
performed on behalf of JVIR. 

The 2013 Editor’s Awards for Top Reviewer were presented to 
the following outstanding individuals:

• Gunjan Aeron, MBBS, MD

• Tiago A. Bilhim, MD

• George Koshy Chiramel, MBBS, DMRD, MD

• Miguel A. De Gregorio, MD

• Laszlo Horvath, MD

• Daniel K. Powell, MD

• Ping Wang

Editor-in-chief Ziv J Haskal, MD, FSIR, thanked the members 
of the JVIR editorial board, Deputy Editor Tony P. Smith, MD, 
FSIR, and the many reviewers for their service and ongoing 
commitment, as well as SIR leadership, staff and publisher 
Elsevier. JVIR thanks its many reviewers for their continued 
dedication and commitment to excellence.

VOICES: 
Empowering IR

2013     Annual Report
Society of Interventional Radiology + 
Society of Interventional Radiology Foundation
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SIR Holds Fourth Y-90 Course
The sold-out SIR Y-90: The Complete Course was held on 
Feb. 6–9 and was once again extremely well received by 
all attendees—evidenced by fi rst-time attendee, Jonathan 
Marshall, MD, who stated, “I absolutely loved the course and 
I thought the speakers were great. Just a great atmosphere, 
extremely well organized and inspiring for a guy like myself 
early in my career. It was a great framework also to better 
understand the literature for patients with hepatic disease.”

This year the course provided both beginner and advanced 
education for interventional radiologists and trainees interested 
in initiating, developing or strengthening their practice in 

intra-arterial Y-90 in the treatment of hepatic malignancies. The 
course, designed with lectures, panel discussions, case scenarios 
and hands-on workshops, also offered attendees a unique 
opportunity to interact with experts in Y-90 by preparing their 
own cases to present. Lead by expert facilitators, the beginner 
portion of this course incorporated the requisite training and 
testing for offi cial SIR validation of the IR attendee as qualifi ed 
to apply for AU status for intra-arterial Y-90 in the treatment of 
hepatic malignancies. The advanced portion presented more 
complex topics in the area of therapies for specifi c primary and 
secondary hepatic malignancies, radioembolization, retreatment, 
postprocedural care and management of complications.

Drug Shortage Update: Doxorubicin Powder
As of Feb. 24, Mylan Institutional began shipping all orders for Doxorubicin 50 mg Single-dose Vial 1s, with a new NDC 
number. Contact the Mylan Institutional customer relations department at (800) 848-0462.

Thousands of medical journals are 
published each year. How do you 
stay current?
IR Updates 2014 collects top research from a wide range of journals, including those not strictly related 
to interventional radiology. Featuring such topics as aneurysms, liver malignancy and women’s health, 
each chapter offers article summaries, key points and expert opinions on how the recent literature has 
affected practice patterns. Want to stay current? Your can’t afford not to purchase this valuable book. 
Visit the IR Store on www.SIRweb.org for more details. Now in ebook form for even easier access!

Charles E. Ray Jr , MD, PhD, FSIR  
and Brian Funaki, MD, FSIR

IR Updates
2014

Digital Edition
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ARIN Update
Beth Ann Hackett, MSN, APRN-BC, CRN

How do nonprofi t voluntary 
organizations achieve and maintain 
membership engagement, which 
is critical to survival and directly 
impacts the association’s ability to 
survive? According to Coerver and 
Byers in The Race for Relevance (2011) 
and The Road to Relevance (2013), 
member and volunteer time restraints, 
technology, competition, and an 
increasingly diverse membership have 
irreversibly changed the landscape 
for all professional associations; 
the traditional organization model 
is therefore no longer effective. 
Additionally, members are willing to 
become involved in a professional 
organization; however, they demand a 
return on their investment. 

In January 2012, the Association for 
Radiological and Imaging Nursing 
(ARIN) leadership sought to defi ne the 
requirements that are important to 
membership recruitment and retention 
in order to realign the organization and 
meet its members’ needs. A survey was 

sent to all members to determine their 
expectations of their membership in 
ARIN and develop avenues to assist them 
to continue to provide safe and quality 
care for their radiology patients. The 
three areas of greatest need identifi ed 
in the survey were 1) opportunities for 
additional continuing education, 2) 
more direct leadership development 
opportunities and 3) practice guidance 
from position statements and evidence-
based guidelines. 

ARIN leadership responded to the 
survey by creating the director of 
education and director of leadership 
positions to evaluate and expand 
on unexplored opportunities for our 
members. A task force was developed 
to update all position statements 
and practice guidelines. With the 
fundamentals in position to move ARIN 
forward, the Board of Directors met 
in November with our management 
association to establish our revised 
three-year strategic plan. The session’s 
focus was to continue to align the 

organization to meet members’ needs 
in the new health care environment. We 
reviewed our processes and offerings 
to our members and defi ned what our 
members conveyed to us as valuable. 
We examined the structure and function 
of ARIN to understand where we are 
and where we go from here. 

Several of the goals identifi ed include 
offering enhanced educational programs, 
increasing membership by providing 
the necessary tools for radiology 
nurses to excel in their employment, 
and continuing to develop the body of 
knowledge that will become the source 
of radiology nurse expertise. We believe 
that once the above opportunities are in 
place, the resulting organization will be 
benefi cial to all its members. ARIN strives 
to meet the needs of its members and 
engage their loyalty to the organization. 
We believe in the need to be diligent and 
proactive as we move forward in the new 
health care environment to maintain the 
highest quality of knowledge and care for 
our ARIN members and their patients.

SIR Members’ Business Meeting 
Features Key Votes
The 2014 Annual Members’ Business Meeting, which drew 
a lively crowd of attendees, featured important votes and 
key updates on timely issues.

• Attendees approved increasing Society dues beyond the 
standard cost of living increase, raising the annual dues 
for Active Members from $715 to $840 and keeping 
dues free for medical student members. The dues 
increase in all categories will be communicated to all 
members in the near future.

• Attendees approved an SIR Bylaws amendment that 
adds the SIR Foundation Nominating Committee chair 
to the SIR Nominating Committee. The change is 
anticipated to further unify the SIR and SIR Foundation 
nomination process.

• A special report from Jeanne LaBerge, MD, FSIR, 
engendered much discussion on what the IR/DR 
Certifi cate will mean for interventional radiology practices.

Transitions in 2014–15 SIR Executive 
Council Leadership
President: James B. Spies, MD, MPH, FSIR
President Elect: Alan H. Matsumoto, MD, FSIR
Secretary: Charles E. Ray Jr., MD, PhD, FSIR
Treasurer: M. Victoria Marx, MD, FSIR

Transitions in 2014–15 SIR Foundation 
Board of Directors Leadership
Chair: Stephen T. Kee, MD, MMM, FSIR
Vice Chair: Filip Banovac, MD, FSIR 
Treasurer: M. Victoria Marx, MD, FSIR 
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Corporate Corner
Annual Scientifi c Meeting Corporate Supporters

SIR is Grateful for the Support of These Corporate Partners
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2014 Calendar
  www.SIRmeeting.org:

Details on the SIR Annual Scientifi c Meeting

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

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

M
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Y

 sun mon tue wed thu fri sat

     1 2 3 

 4 5 6 7 8 9 10 

 11 12 13 14 15 16 17 

 18 19 20 21 22 23 24 

 25 26 27 28 29 30 31

     1 2 3 

 4 5 6 7 8 9 10 

May
National Stroke Awareness Month

May 1 
SIR 2015 Gold Medal 
nominations due

May 8–10 
SIR Fellows Spring Practicum, 
Chicago, Ill.

June 19
SIR Foundation RCP Meeting: 
Education and Discussion on the 
Development of IR Performance 
Measures

June 30
Funding Source Development 
Grant application deadline 

September
National PAD Awareness Month: 
Register for SIR’s Legs For Life(R) 
www.LegsForLife.org

October 1
SIR 2015 Annual Scientifi c Meeting 
registration opens

October 8 
  Leaders in Innovation Award 
nominations due

  SIR 2015 Annual Scientifi c Meeting 
Abstract submissions due

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

October 20
World Osteoporosis Day

November 8
International Day of Radiology

November 15
  Dr. Gary J. Becker Young 
Investigator Award 
applications due

  Resident/Fellow SIR Annual 
Scientifi c Meeting Research Award 
applications due

  Dr. Constantin Cope Medical 
Student SIR Annual Scientifi c 
Meeting Research Award 

applications due

December 14
  Allied Scientist Grant 
applications due

  Academic Transition Grant 
applications due

  Dr. Ernest J. Ring Academic 
Development Grant 
applications due

  Funding Source Development 
Grant applications due

  Pilot Research Grant 
applications due
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SIR 2014 Highlights
W

ith groundbreaking research, 
exciting new offerings from 
industry in the SIR Expo, 
timely updates in current 

events sessions and much more, the 
SIR 2014 Annual Scientifi c Meeting, 
“Convergence,” offered countless 
educational opportunities for the 
attendees who gathered from around 
the world. The Society thanks the SIR 
2014 Annual Scientifi c Committee, 
volunteers, corporate supporters, 
attendees and all else who made the 
meeting such a tremendous success.

Digital Learning
More than 400 people from 24 
countries attended VIRtual SIR 2014, 
which occurred simultaneously with 
SIR 2014 in San Diego. The virtual 
meeting is a yearlong event and 
includes free on-demand access to 
eight educational sessions that were 
webcast live during SIR 2014. A contest 
also took place during the week of 
SIR 2014, with participants earning 
“badges” for participating in various 
areas of the virtual meeting. SIR 
congratulates the following winners:

• 1st Place: Catherine Vu, MD, 
University of California Davis, 
Sacramento, Calif.—Winner of a 
brand new 64GB iPad Air

• 2nd Place: Darice Liu, MD, Fullerton 
Radiology Medical Group, Inc., 

Brea, Calif. —Winner of the SIR 
2014 Digital Video Library and 
companion DVD-ROM

• 3rd Place: Roshan Pangeni, Union 
Hospital, Tongji Medical College, 
Wuhan, China—Winner of the SIR 
2014 Digital Video Library

Response to the program was 
overwhelmingly positive: 

• “5 stars—great interaction, and 
the live chat with Dr. Brown was 
a nice feature.” —Raj Jain, MD, 
Pueblo Radiological Group, Colorado 
Springs, Colo.

• “I can stay the whole night to learn 
from Virtual SIR 2014!” —Roshan 
Pangeni, Union Hospital, Tongji 
Medical College, Wuhan, China
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Sessions are still available for viewing, 
so register today at www.inxpo.com/
events/VIRtualSIR if you missed this 
opportunity or would like to experience 
the sessions again.

The increasingly popular SIR Annual 
Scientifi c Meeting mobile app 
returned for its third year with even 
more features to enhance attendees’ 
meeting experience. With 4,505 total 
downloads, 13,347 total speaker 
views and 150,598 total session 
views (increases of 24 percent, 61 
percent and 74 percent from last year, 
respectively), more attendees than 
ever found the app to be an incredibly 
helpful tool. Even after the meeting, 

you can read news articles and 
abstracts and follow up with exhibitors 
by downloading the app from the app 
store or mobile marketplace (search 
for SIR 2014). SIR members are 
encouraged to become familiar with 
the mobile app, since it will replace 
the on-site guide starting with the 
SIR 2015 Annual Scientifi c Meeting.

30th Annual 
Dr. Charles T. 
Dotter Lecture
The 30th annual Dr. Charles T. Dotter 
Lecture, “Thirty Miles East of Samar,” 

was delivered by James F. Benenati, 
MD, FSIR, medical director at Baptist 
Cardiac and Vascular Institute (BCVI) in 
Miami and BCVI’s fellowship program 
director of interventional radiology. 
The lecture, presented during SIR’s 
39th Annual Scientifi c Meeting in 
San Diego, is an exploration of SIR 
choices in training, innovation, 
working collaboratively with other 
medical specialties and political issues 
affecting medicine. Watch the lecture 
now on www.SIRweb.org/news/
videoClips.shtml.  

SIR 2014 Highlights
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SIR 2014 Research Highlights IR Innovation 

C
utting-edge research designed 
to improve patient experience 
and outcomes was detailed 
during a press conference 

held at the SIR 2014 Annual Scientifi c 
Meeting. IRs presented research 
on soothing patient anxiety during 
procedures; an implant that reduces 
pain and improves function in 
patients with compression fractures 
in the spine; a treatment that slows 
liver tumors in breast cancer patients; 
and an improved treatment for 
enlarged prostates. 

Videos Reduce 
Patient Anxiety 
Researchers at the University of 
Rochester Medical Center, N.Y., 
have found that fi tting patients with 
video goggles that show movies and 
television shows reduces anxiety in 
those patients as they undergo biopsy 
or other minimally invasive treatment. 

David L. Waldman, MD, PhD, FSIR, 
lead author of the study and professor 
and chair of the department of imaging 
sciences at the University of Rochester 

Medical Center, said the study showed 
the video goggles lowered anxiety 
levels during the procedures and that 
the video goggles did not inhibit what 
the doctors were doing. 

The study involved 49 patients (33 men 
and 16 women, ages 18–87) who were 
undergoing an outpatient interventional 
radiology treatment in a range of areas, 
including the arm, neck, chest and 
belly. Twenty-fi ve of the patients wore 
video glasses and 24 did not. All fi lled 
out a standard 20-question test called 
the State-Trait Anxiety Inventory Form 
Y before and after the procedure to 
assess their level of anxiety. 

The study also found no signifi cant 
effect on blood pressure, heart rate, 
respiratory rate, pain, procedure 
time, or amount of sedation or pain 
medication. 

“We found we have an easy way to 
reduce anxiety levels in patients and 
we need to do this in more patients. 
It’s fairly low cost,” said Dr. Waldman. 
“I believe we can truly improve the 
patients’ experience.” 

Device Offers More 
Precise Alternative 
Results from a study on a new medical 
polymer implant, recently approved by 
the U.S. Food and Drug Administration 
(FDA), shows the implant has great 
promise as a new treatment alternative 
to vertebroplasty and kyphoplasty, 
the current standards of care for 
individuals suffering from painful 
compression fractures of the spine. 
The Kiva device was shown to meet or 
exceed the performance of kyphoplasty 
on every measure studied, according to 
study author Sean M. Tutton, MD, FSIR, 

professor of radiology, medicine and 
surgery at Medical College of Wisconsin 
in Milwaukee. 

In the study, “Kiva System as a 
Vertebral Augmentation Treatment—A 
Safety and Effectiveness Trial (KAST),” 
one group of 153 patients with one 
or two painful osteoporotic vertebral 
compression fractures received the 
new implant and a group of 147 
had balloon kyphoplasty. Patients 
were treated at one of 21 centers in 
the United States, Canada, Belgium, 
France and Germany and were 
followed for one year. 

Although the Kiva group had generally 
poorer health than the kyphoplasty 
group, the results showed a clinically 
important decrease in adjacent 
vertebra fractures in addition to the 
reduction in pain and increase in 
function. Researchers also found 
patients who had the implant were 
more likely to benefi t from a reduction 
in the angle of the kyphosis. 

“As far as diffi culty of the procedure, 
it’s actually easier in several ways,” 
said Dr. Tutton. “Rather than coming 
at both sides of the bone, you are 
able to access the bone on one side. 
You know what the implant is going 
to look like, so you are delivering it 
into the middle of the vertebral body 
and it centers itself. This has a much 
more predictable endpoint going into 
the procedure, which gives you more 
confi dence.” 

Stabilizing Liver 
Tumors 
Robert J. Lewandowski, MD, FSIR, 
associate professor of radiology at 
Northwestern University Feinberg 
School of Medicine in Chicago, shared 
results of a promising treatment of 
breast cancer that has spread to the 

David L. Waldman, MD, PhD, FSIR, describes the use 
of video goggles in reducing patient anxiety.
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liver when no other treatment options 
remain. This outpatient treatment—
yttrium-90 (Y-90) radioembolization—
delivers cancer- killing radiation 
directly to tumors and was shown to be 
safe and provided disease stabilization 
in 98.5 percent of the women’s treated 
liver tumors. 

In the largest study of its kind to 
date, researchers reviewed treatment 
outcomes of 75 women (ages 26–82) 
with chemotherapy-resistant breast 
cancer liver metastases, which were 
too large or too numerous to treat with 
other therapies. 

Y-90 radioembolization is a minimally 
invasive, image-guided therapy where 
an IR inserts a small tube, or catheter, 
through a tiny cut in the groin and 
guides it through the blood vessels 
and into the artery that supplies the 
liver. Micro beads are administered 
into the blood stream, float out to the 
smaller vessels that feed the tumor 
and emit cancer-killing radiation 
from inside the tumor. Because 
Y-90 is targeted directly to the 
tumor, radiation damage to healthy 
surrounding tissues is minimized. 

“It preserves quality of life in these 
patients,” said Dr. Lewandowski. 
“There is consistent antitumor activity 
in patients that had no alternative 
therapeutic options. This study 
highlights some further evaluation 
that is warranted, such as moving this 
therapy earlier in the course of the 
disease and, possibly more interestingly, 
combining it with systemic therapies.” 

Better Prostate 
Treatment 
Results of a study about a new, minimally 
invasive, image-guided treatment 
performed by IRs called prostate artery 
embolization (PAE) showed that 72 
percent of men with enlarged prostates 
experienced symptom improvement 
three years after having the procedure. 

The standard treatment for benign 
prostatic hyperplasia (BPH) is surgery, 
which requires general anesthesia and 
can cause complications, such as sexual 
dysfunction and urinary incontinence. 

With PAE, which can be performed 
under local anesthesia, an IR makes 
a tiny incision in the groin and 

advances a small tube, called 
a catheter, to the prostate 
artery. Microscopic beads 
are released into the artery, 
where they lodge and temporarily 
block blood flow to the prostate, 
causing it to shrink. PAE currently is 
the focus of several U.S. trials. 

Joao-Martins Pisco, MD, PhD, lead 
author of the study and director of 
radiology at Saint Louis Hospital, Lisbon, 
Portugal, said the study confirmed that 
PAE does not cause sexual dysfunction 
and preserves fertility. 

“Patients are discharged three to six 
hours after the treatment with most 
of the individuals we’ve treated noting 
almost immediate symptom relief,” 
he said, adding, “I believe PAE could 
eventually become standard treatment 
for enlarged prostate.”  

From Left to Right: Robert J. Lewandowski, MD, FSIR, SIR President James B. Spies, MD, 
MPH, FSIR, SIR Past President Scott C. Goodwin, MD, FSIR, David L. Waldman, MD, PhD, 
FSIR, Sean M. Tutton, MD, FSIR, and Joao-Martins Pisco, MD, PhD
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Gripping Discussions Draw 
Attendees to SIR Central

S
IR introduced a new series of 
opportunities at SIR Central 
during the SIR 2014 Annual 
Scientifi c Meeting—Compelling 

Conversations, informal discussions 
between Society leaders, members 
and staff on the most timely topics of 
the day. From John A. Kaufman, MD, 
FSIR, giving an update on the IR/DR 
Certifi cate to a large crowd, to Stephen 
L. Ferrara, MD, FSIR, sharing key points 
on navigating the Affordable Care Act, 
these nine conversations fostered an 
open dialogue between interested 
participants, answering some questions 
and raising others. The Society thanks 
all those who contributed to and 
participated in the 2014 Compelling 
Conversations. This article summarizes 
some of the discussions that took place.

What Is Plagiarism 
(Ziv J Haskal, MD, FSIR, and 
James E. Silberzweig, MD, FSIR)

Plagiarism occurs when a writer 
deliberately or unintentionally presents 
someone else’s ideas or language 
without adequately citing its source. 
The ease with which plagiarism can 
occur may be facilitated by nearly 
limitless availability of online data 
sources. Sources should be used to 
support the authors’ own original ideas 
and words and be cited properly.

Some forms of plagiarism are quite 
obvious, while others may be subtle. 
Types of plagiarism include:

• Direct plagiarism, where the 
authors present text without 
appropriate attribution. This 
can involve phrases, sentences, 
paragraphs or even an entire paper. 
Authors should present material 
in their own words. Otherwise, 

use of quotation marks around 
the words and appropriate citation 
are required. Variations of direct 
plagiarism include presenting 
material created by a ghost writer 
as one’s own and providing 
incorrect citations.

• Mosaic plagiarism, where text from 
a source, or multiple sources, is 
mixed with those of the original 
author(s), without proper citation.

• Idea plagiarism, where the authors 
present others’ information as 
their own.

• Duplicate or self-plagiarism, where 
authors incorporate sections of their 
own prior publications into newly 
submitted articles.

Appropriate use of previously 
published materials is essential to the 
presentation of research. Plagiarism 
can best be avoided by being vigilant in 
citing sources.

Medical Writing and 
Peer Review 
(Mehran Midia, MD)

Authorship, reviewership and 
editorship, though they may be 
perceived as being on opposite ends of 
scholarly activities, in fact have many 
common principals and goals. We 
all aim to advance our knowledge by 
adding scientifi c and relevant data to 
the literature and to minimize clutter. 
If authors would like to see their 
work published in a reputable peer-
reviewed journal, the reviewers and 
editors are also interested in sustaining 
and improving the impact factor and 
submission rate to these journals. 
Timely, considerate, constructive and 
courteous reviews aiming in enhancing 

manuscript content and presentation 
requires a same level of preparation 
and attention in selection of the topic, 
aim, design and execution coupled with 
a clear and concise presentation that is 
reader friendly. Scope and strength of a 
manuscript should match the category 
it is submitted under and more 
importantly the scope of the journal 
that it is submitted to. Shortcutting 
in any of these steps would result 
in rejection and/or receiving an 
overwhelming amount of reviewer 
feedback. We should keep in mind the 
following overarching principle “Every 
page in a particular journal is precious 
commodity for its subscribers in time 
and treasure” so we should “use our 
pages wisely.”

IR = IO
(Nadine Abi-Jaoudeh, MD, Daniel 
Brown, MD, FSIR, Matthew S. 
Johnson, MD, FSIR, Robert J. 
Lewandowski, MD, FSIR, and 
Charles E. Ray Jr., MD, PhD, FSIR)

Interventional radiology is a relatively 
young specialty with a wide spectrum 
of practice. Initially, IR consisted 
of peripheral vascular disease, 
embolization, gastro-intestinal and 
genito-urinary interventions. In recent 
years, IR has shifted toward oncology. 
Ziv J Haskal, MD, FSIR, illustrated 
this shift in the article “JVIR Clouds, 
Maps and Data Visualization.” Some 
operators have focused their practice 
to oncology in order to keep up with 
expanding knowledge in that fi eld 
and perfect their skills. They also have 
asked that IO procedures be limited to 
IO specialists. 

• How would a complete division of 
IR and IO position the specialty in 
major associations (i.e., AMA)?
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• How will training occur if a limited 
few perform the procedures in 
question? 

• In an era of cost saving and budget 
reductions, is limiting one’s practice 
really wise? 

Leadership 
Development 
Academy Alumni 
(Laura Findeiss, MD, FSIR)

SIR’s Leadership Development 
Academy was developed to groom 
future volunteer leaders and provide 
them with the tools to be successful, 
not only in senior positions in SIR, 
but in their hospitals, committees, 
academic settings and communities. 
The course enables candidates to 
think like senior organizational leaders 
and feel confident working with 
senior leaders and administrators, 
and managing committees in any 
organization. Successful applicants 
were nominated by leaders of the 
Society who have recognized their 
potential. The first course was held in 
2009 at Arlie Center in Warrenton, Va., 
with 20 graduates; the second course, 

held in 2011 at French Lick Resort, Ind., 
graduated 15 applicants; and the third 
course, held in 2013 in New Orleans, 
La., graduated 22 applicants. Some 
of the graduates’ experiences will be 
described in the next issue of IRQ.

VEINS: The Ugly 
Duckling Has 
Blossomed
(Mark J. Garcia, MD, FSIR, and 
Neil M. Khilnani, MD, FSIR)

Mark J. Garcia, MD, FSIR, and 
Neil M. Khilnani, MD, FSIR, of 
SIR’s Venous Service Line, led a 
Compelling Conversation that focused 
on the Intersocietal Accreditation 
Commission’s (IAC) optional Vein 
Center accreditation, recently made 
available for those centers that treat 
superficial venous insufficiency. 

Since some of the approximately 
20 attendees (all were practicing 
IRs involved with superficial venous 
disease)  noted their centers were 
already Joint Commission-accredited 
and most were already American 
College of Radiology (ACR)- or IAC-
accredited for diagnostic studies, 

the question arose over the need for 
another accreditation. Drs. Garcia 
and Khilnani explained that the 
accreditation offered an opportunity 
to distinguish the quality of one’s 
clinical work from that of unaccredited 
practitioners in their area. After a 
review of the accreditation standards 
nearly all the participants felt positive 
about proceeding with accreditations. 
Most agreed that they were already 
meeting most of the requirements and 
that, with minimal additional work, the 
process of this accreditation seemed 
straightforward. 

Several participants noted that they were 
well-trained in venous disease during 
their fellowships, but conceded that 
there are IR programs where the venous 
training experience is not optimal. A 
number of participants noted that the 
new IR Residency needed to address 
the venous training deficiencies in some 
programs. There was a general accord 
that including the treatment of superficial 
venous disease in ACGME accreditation 
training requirements now might ensure 
that graduating fellows would be able 
meet the standards required in the role of 
a medical director of an accredited vein 
center in years to come. 



FEATURE

Glitz and Glamour Mark 
SIR Foundation Gala

T
he “stars” of SIR took to the 
red carpet on March 23 for SIR 
Foundation’s fourth annual Gala, 
held at San Diego’s historic Hotel 

Del Coronado. The Hollywood-themed 
event raised more than $380,000 to 
support IR research and education. 
During the Gala, William C. Culp, MD, 
FSIR, was awarded the 2014 Frederick 
S. Keller, MD, Philanthropist of the Year 
Award. Proceeds from the event will 
support the Foundation’s research and 
educational programs and its mission 
to foster research and education in IR. 
The Foundation thanks all those who 
contributed to a “star-studded” evening 
and who so generously showed their 
support of the Foundation’s mission.

SIR Foundation 
Thanks Its 2014 Gala 
Supporters
Executive Producers
• Bard
• Medtronic

Reception and Silent 
Auction Director
• Guerbet

Cinematographers
• Argon Medical Devices
• Stryker Interventional Spine

Screenwriters
• DFINE, Inc.
• Sirtex

Donors
•   Boston Scientifi c Corporation
•  GE Foundation

Best Actor (Physician Groups)
• BCVI: Leaders in IR Drs. Becker, 

Benenati, Katzen, Patel, Pena, 
Samuels, Scagnelli

• Cardiovascular and Interventional 
Radiological Society of Europe (CIRSE)

• The Dotter Institute Drs. Kaufman, 
Keller, and Quencer

• Drs. Kamran Ahrar, Jeremy Durack, 
and Jafar Golzarian 

• Govindarajan Narayanan, MD and 
University of Miami

• Red Carpet Winners Drs. Facchini, 
Findeiss, Josephs, Kee, Murphy, 
Nutting, Sista, Spencer, and Steele

• Anne Roberts, MD, FSIR and UCSD 
Interventional Radiology

• SIR Leaders Family Table 
The Goodwin Family, Drs. Funaki, 
Hicks, Ray, Spies, Sue Holzer and 
Tricia McClenny

• University of Virginia Drs. Angle, 
Arslan, Dake, Haskal, Matsumoto, 
Saad, Sabri, Swee and Turba

Best Supporting Actor 
(Physician Groups)
• Albany Medical Center Hospital Drs. 

Adamovich, Chen, Englander, Park, 
Siskin, and Gail Egan, NP

• The Cleveland Clinic Drs. Blandon, 
Kapoor, Martin, McLennan, and 
Stadtlander 

• The Lahey Clinic Drs. Bakal, Davidson, 
Iqbal, Justiniah, and Molgaard   
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SIR 2015 CHAIR COLUMN
by Jafar Golzarian, MD, FSIR

Countdown to Atlanta

T he SIR 2014 Annual Scientifi c Meeting was a 
great success, full of energy and enthusiasm. 
I congratulate Daniel B. Brown, MD, FSIR, the 
faculty and other volunteers, and the SIR staff for 

their excellent work. Building on this meeting’s momentum, 
the SIR Annual Scientifi c Meeting Committee is already 
developing the SIR 2015 program. The SIR 2015 Annual 
Scientifi c Meeting will be held from Feb. 28 to March 5 in 
Atlanta, Ga. 

The SIR Annual Scientifi c Meeting Committee is planning 
the world’s most comprehensive meeting covering the 
diverse array of topics that make up our primary specialty—
PAD, women’s health, urology, oncology, neurology, 
musculoskeletal, cardiopulmonary, gastrointestinal, 
endocrinology and much more. SIR 2015 will cover all 
aspects of IR, allowing the participants to refresh or learn 
new skills and techniques. 

In my 20 years of practicing IR, I have seen new 
procedures, indications or techniques at each year’s SIR 
Annual Scientifi c Meeting, and I know that SIR 2015 
will be no different, extensively covering basic science, 
translational research, new procedures and clinical results: 
treatment of BPH by embolization of prostatic arteries…
embolization in bariatrics…new data in the fi eld of TACE 
and radioembolization…many new devices that have been 
or are being approved by FDA. SIR 2015 will be the place 
for all IRs to fi nd the status of new procedures and research 
from bench top to clinical practice.

With the changes in the IR training and recognition of IR as 
a new specialty, SIR 2015 will be a great forum to discuss 
new training pathways and how to continue the growth of IR 
through communication with the next generation of leaders 
in innovation.

SIR 2015 will also bring a wealth of knowledge from around 
the world, with academic and private practice experts from 
Europe, Asia and other continents sharing how the practice of 
IR is different in each country. 

Finally, the SIR Annual Scientifi c Meeting is also where IR 
team members come together to learn, explore the products 
and services of exhibitors, network and catch up with friends 
and colleagues.

Interventional radiology has been at the center of many of the 
most fascinating developments in medicine. IR is synonymous 
with innovation, development, education, safety, effi cacy, 
minimally invasive techniques and cost effectiveness. In these 
days where health care reform is at the center of attention, 
IR has an even more important role to play. As brilliantly 
explained by Reed Omary, MD, MS, FSIR, at SIR 2014, “Health 
care reform is IR.” How many other specialties can make that 
statement so clearly? The SIR Annual Scientifi c Committee will 
offer a program that is built around that the bright future of IR.

On behalf of the Annual Scientifi c Meeting Committee, J. Fritz 
Angle, MD, FSIR, Robert J. Lewandowski, MD, FSIR, Daniel B. 
Brown, MD, FSIR, Gail Egan, NP, and Alda L. Tam, MD, I invite 
you to join us in Atlanta, Ga., from Feb. 28–March 05, 2015.  
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Interview With 
Reed Omary, MD, MS, FSIR
Reed Omary, MD, MS, FSIR, is the Carol D. and Henry P. Pendergrass Professor and chair of the department of radiology and 
radiological sciences at the Vanderbilt University School of Medicine. Dr. Omary’s research has focused on novel strategies to enhance 
and tailor interventional oncology therapies including imaging guidance, imaging biomarkers for treatment effi cacy, nanoparticle 
design, nanoparticle delivery and ablation techniques. His group recently published a paper in ACS Nano (Mouli SK, Tyler P, 
McDevitt JL et al. “Image-guided Local Delivery Strategies Enhance Therapeutic Nanoparticle Uptake in Solid Tumors.” ACS Nano 
2013; 7(9):7724-7733) representing the combined four-year collaborative efforts of trainees at various levels including several SIR 
Foundation grant award winners. In addition to the grant support from the Foundation, grants from the National Cancer Institute and 
the Robert H. Lurie Comprehensive Cancer Center have supported Dr. Omary’s nanomedicine research.

COLLINS: Congratulations on your 
recent publication in ACS Nano. Can 
you summarize the purpose and 
results of your study for our readers?

OMARY: We wanted to target a 
nanomedicine journal to take 
techniques that interventional 
radiologists know are benefi cial and 
bring them to a community that 
doesn’t think in terms of image-guided 
delivery. In so doing, we wished to 
ultimately expand the impact of 
interventional radiology to colleagues 
outside of our daily sphere of practice.

COLLINS: What are the potential 
next steps or barriers that need 
to be overcome to translate your 
nanomedicine research into an 
in-human clinical trial? 

OMARY: We showed the benefi ts of 
doing local delivery of therapeutic 
nanoparticles. That aspect is applicable 
to any nano platform. I think the next 
step is to apply our approaches to the 
pipeline of nanotherapies that are 
being considered or undergoing clinical 
trials now. A barrier, fundamentally, is 
that we have to show the safety and 
effi cacy as we would with any new 
drug. Practically speaking, if we classify 
a novel therapeutic as a drug there is a 
large U.S. Food and Drug Administration 

(FDA) barrier. If, on the other hand, 
we can propose a new therapeutic as 
a medical device, there is a smaller 
FDA barrier. So, as IRs look to translate 
their discoveries, we will have an easier 
regulatory approval process for medical 
devices than for drugs.

COLLINS: It is impossible to undertake 
such a large research project without 
a highly skilled research team. I 
understand that collaborations 
between multiple SIR Foundation 
award winners* were critical to the 
success of this project. Can you 
comment on the infl uence of the SIR 
Foundation grant program awards 
to enable you to build such a stellar 
research team?

OMARY: The SIR Foundation grant 
program had a profound infl uence. It 
allowed my research partner Andrew 
Larson, PhD, and me to recruit 
enthusiastic trainees to perform 
research in interventional radiology 
when they were still impressionable. 
These grant programs will help IR 
develop a pipeline of future leaders in 
our dynamic specialty.

COLLINS: How has the research 
experience gained by SIR Foundation 
grant awardees and other trainees in 

the conduct of this project prepared 
them for careers in IR research?

OMARY: It has helped dispel the myth 
that IR does not have a culture of 
research and innovation. If you are a 
medical student and would like to join 
a cardiology or neurology research lab, 
there are innumerable such labs. Some 
trainees might think nothing similar 
exists for them regarding IR research, 
which is simply not the case.

COLLINS: You have been an SIR 
Foundation Grants Review Committee 
member for many years and have seen 
past awardees embark on successful 
academic careers. Can you comment 
on how important the SIR Foundation 
grant program is to SIR’s mission? 
Specifi cally, has the Foundation 
succeeded in developing a cadre of 
clinicians and scientists to advance 
the fi eld of interventional radiology 
through research? 

OMARY: In the past, the process was 
developed internally through SIR 
Foundation. We have tried to modify this 
process to follow review mechanisms 
in place at the National Institutes of 
Health (NIH) and Radiological Society 
of North America (RSNA) Research and 
Education Foundation. This modeling 
helps SIR Foundation applicants start 

* Samdeep Mouli, 2013 SIR Resident/Fellow Research Award; Patrick Tyler, 2012 SIR Constantin Cope 
Medical Student Award and 2011 SIR Medical Student Grant Award; Aaron Eifl er, 2010 SIR Constantin 
Cope Medical Student Award and 2011 SIR Medical Student Grant Award; Joe McDevitt, 2012 SIR 
Constantin Cope Medical Student Award; Yang Guo, 2011 SIR Allied Scientist Grant Award24  IR QUARTERLY   |   SPRING 2014
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by Jeremy Collins, MD

to think about submitting their science 
in a way that would be reviewed in the 
future by larger funding agencies.

Our impact has been considerable, as 
we have signifi cantly expanded the 
number of interventional radiologists 
who have extramural funding both at 
the Society level (American Cancer 
Society and RSNA) and at the federal 
level. There are a number of successful 
previous Foundation award recipients 
who have gone on to receive NIH 
funding, which is the ultimate goal of 
the SIR Foundation grants program.

COLLINS: What unique opportunities do 
the SIR Foundation grant awards provide 
for interventional radiology research 
investigators that are not available 
through other funding sources?

OMARY: One grant mechanism that 
is unique to SIR Foundation is the 
Howard Hughes Medical Institute 
Medical Research Fellows program 
grant. SIR Foundation partnered with 
the Howard Hughes Medical Institute 
(HHMI) to fund medical students 
conducting preclinical research in IR. 
As part of this award, students have the 
opportunity to engage in a dedicated 
year of research within the highly 
renowned HHMI research program. 

The other student and resident grant 
awards offered by the SIR Foundation are 
complementary to the RSNA programs, 
yet focused towards IR research 
questions. The SIR Foundation grant 
opportunities parallel offerings from 
RSNA; however we shouldn’t view that 
negatively. We want to model ourselves 
after other successful radiology-focused 
funding opportunities. SIR Foundation 
and other Society program grants 
are necessary because the barriers to 
radiologists to obtain funding for NIH 
training programs are quite steep.

COLLINS: Much of the time, excellent 
research ideas are spawned out of 
clinical practice. Was there an initial IR 
experience that directed you towards 
nanomedicine (or other) research?

OMARY: The research originated at the 
interface between the clinical problem 
of monitoring drug delivery with the 
research problem of increasing drug 
uptake. We combined interventional 
radiology with nanomedicine to 
develop a new therapeutic approach. 
The ability to integrate advanced image 
monitoring techniques such as MRI into 
our clinical practice naturally fi lled an 
unmet need in nanomedicine.

COLLINS: Balancing research and clinical 
practice is challenging, yet critical 
to a successful academic career in 
interventional radiology. How have you 
balanced clinical practice and research?

OMARY: It is important for us 
as faculty members to avoid an 
existential crisis. I say this nearly 
every week to our faculty and trainees. 
We have to defi ne who we are. What 
is our purpose? Why are we here? And 
what are we trying to accomplish? 

As an example, early on in my own 
career, I wanted to lead an NIH-funded 
research program that developed 
techniques in an animal lab and 
applied them to benefi t patients.

COLLINS: What advice do you have 
for residents and fellows considering 
an academic research career in 
interventional radiology?

OMARY: Find a mentor or, better yet, 
group of mentors. Ultimately you will 
become the sum of your mentors.

COLLINS: I know you are an avid 
literary enthusiast. Do you have a 

recent fi nd that you would like to share 
with our readers?

OMARY: I decided to read Moby Dick 
because whales were my fi ve-year-old 
son’s favorite animal. This is the fi rst 
novel that I have read on the iPad. 
Through hyperlinks, it’s easy to learn 
about unfamiliar historical fi gures, 
terminology and geography. So instead 
of simply reading a novel, I am taking 
a course on whales, maritime history, 
poetry, leadership and religion. Melville 
is a master—it is fun to read him at 
my own pace. Plus, unlike thousands 
of frustrated college students who are 
force-fed the novel, I don’t have to 
write a paper. 

These grant programs 
will help IR develop a 

pipeline of future leaders 
in our dynamic specialty.

every week to our faculty and trainees. 

is our purpose? Why are we here? And 

career, I wanted to lead an NIH-funded 

write a paper. 
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Q&A CODING Q&A 
by Aaron Shiloh, MD

2014 ABSCESS DRAINAGE CODES 

For Current Procedural 
Terminology (CPT) 2014, the four 

codes established for reporting 
treatment and management of 

percutaneous image-guided fluid-
collection drainage procedures 

are structured according 
to anatomical location and 

approach. A critical point is 
that one catheter advance into a 

single collection is reported with a 
single code and considered as one 
drainage. The codes are bundled 

and include image guidance. 

• 10030 Image-guided fluid collection drainage by catheter 
(e.g., abscess, hematoma, seroma, lymphocele, cyst), soft 
tissue (e.g., extremity, abdominal wall, neck), percutaneous

• (Report 10030 for each individual collection drained 
with a separate catheter)

• (Do not report 10030 in conjunction with 75989, 
76942, 77002, 77003, 77012, 77021)

• (For image-guided fluid collection drainage, 
percutaneous or transvaginal/transrectal of visceral, 
peritoneal or retroperitoneal collections, see 
49405–49407)

• 49405 Image-guided fluid collection drainage by catheter 
(e.g., abscess, hematoma, seroma, lymphocele, cyst), visceral 
(e.g., kidney, liver, spleen, lung/mediastinum), percutaneous

• (Do not report 49405 in conjunction with 75989, 
76942, 77002, 77003, 77012, 77021)

• (For percutaneous cholecystostomy, use 47490)

• (For pneumonostomy, use 32200)

• (For thoracentesis, see 32554, 32555)

• (For pleural drainage, see 32556, 32557)

• (For open drainage, see 32200, 47010, 48510)

• 49406 Peritoneal or retroperitoneal, percutaneous

• (Do not report 49406 in conjunction with 75989, 
76942, 77002, 77003, 77012, 77021)

• (For abdominal paracentesis [diagnostic or therapeutic], 
see 49082, 49083)

• (For open drainage, see 44900, 49020, 49040, 49060, 
50020, 58805, 58822)

• (For peritoneal lavage or paracentesis, see 49082, 
49083, 49084)

• (For percutaneous insertion of a tunneled intraperitoneal 
catheter without subcutaneous port, use 49418)

• 49407 Peritoneal or retroperitoneal, transvaginal or 
transrectal

• (Do not report 49407 in conjunction with 75989, 
76942, 77002, 77003, 77012, 77021)

• (Report 49405, 49406, 49407 separately for each 
individual collection drained with a separate catheter)

• (For thoracentesis, see 32554, 32555)

• (For percutaneous pleural drainage, see 32556, 32557)

Q: Is a Yueh catheter a drainage catheter or considered a 
needle aspiration? 

A: Generally I’d suggest thinking about drainage along 
the lines of placement and removal in the same session 
(aspiration) versus a drainage catheter (or other device) left 
in place to be removed at a later time, usually day(s) later. 
The intent of the new CPT codes was that a catheter was to 
be left in for longer term drainage, not just for aspiration. 
For paracentesis and thoracentesis, placement of a Yueh 
catheter or similar device does not constitute a drainage. The 
thoracentesis code, for instance (32554, 32555), specifies 
aspiration via needle or catheter.

Q: Would the advancement of a Yueh/needle catheter 
combination into a superficial fluid collection be coded as 
10030 or 10160? Does a Yueh/needle catheter combo meet 
the definition of a “catheter” for CPT code 10030? 

A: Placement of a catheter that is used to drain the fluid 
and then is immediately removed does not meet the criteria 
for 10030 or any of the other new drainage codes. These 
codes required that a catheter is left in place for longer term 
drainage of the fluid collection.

Q: What is the recommended coding for ethanol sclerosis of 
hepatic or renal cysts? 

A: 50390, 74470 if a catheter is not left in place. If a catheter 
is left in place for prolonged drainage or staged sclerosis, 
49405. 
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Structured Reporting: 
The Key to Clarity

I nterventional radiology procedure reports serve as the 
primary means to communicate “who, what, when, 
where and how” to our referring physicians, patients 
and future caregivers. They also serve as a permanent 

data repository for future research and quality improvement 
projects and allow us to bill for services rendered. Accurate, 
timely, informative and effective reporting is a crucial aspect of 
our jobs, almost as crucial as performing the procedure itself. 

In general, current IR procedure reports best serve local 
practice needs and are narrative in nature. Content varies 
tremendously across practices. Data elements recommended 
by our own reporting guidelines or national regulations 
are frequently absent. Even when all required elements 
are present, vital information may be lost in a haystack of 
prepositions and adverbs. These factors make current reports 
time-consuming to read, time-intensive to code and bill, 
and diffi cult to mine for research or quality improvement 
purposes. To illustrate this point, consider the preceding 
paragraph abstracted in a structured format:

Current shortcomings of IR reports include: 

1. Variability: Differing styles among physicians and institutions

2. Omissions: Defi ciencies of vital information

3. Format: Valuable information hidden in text paragraphs

4. Billing: Time and labor intensive

5. Research and quality improvement: Inability to parse reports 

The proposed standardized IR reports are fundamentally 
and purposefully different from conventional reporting 
styles. A fi rst-page executive summary contains all the 
vital information of the procedure relevant to the referring 
physician (and the patient), followed by the technical 
procedural details.

Reports have been designed with a specifi c [header: data 
element] format intended to be quicker to dictate and easier 
to read. In addition, the use of basic formatting rules allow for 
automated data extraction. 

Motivated by these potential benefi ts, volunteer members of 
SIR and SIR Foundation committees have created a number 
of standardized and highly structured IR procedure reports 

that can be readily incorporated into voice recognition 
platforms. However, prior to adoption, any theoretical 
advantages must be demonstrated in real-world practice and 
must exceed the status quo, giving rise to several questions. 

• Are standardized reports really any faster, more 
complete and easier to read for interventionalists and 
our clinical colleagues? 

• Will template-based reporting be blessed for its inclusion 
of all necessary elements, providing advantages in billing 
and medicolegal protection—or will it be cursed for forcing 
us to track down technologists and nurses for radiation 
doses or sedation medications? 

• Will we jeopardize procedural reproducibility or diminish 
our understanding of procedural indications if we are not 
presented a narrative “story” at the heart of our reports? 

• Will automated data extraction for research or quality 
improvement really become possible? 

To answer these questions, numerous standardized IR 
procedure reports will be distributed to more than 10 
different private and academic practices for a one-year 
pilot project. The purpose of the pilot is to receive feedback 
from IRs about workfl ow integration, relative effi ciency 
gains and specifi c data elements that may be either 
missing or unnecessary. Just as important will be feedback 
from referring clinicians relating to style and ability to 
communicate relevant information. 

It would seem that adoption of standardized reporting for IR 
procedures is overdue: The transition is already underway 
in diagnostic radiology and other medical specialties. Even 
if we continue to debate the optimal format of our reports 
for some time to come, we can at least take formal steps 
toward consistency of the information contained therein. 
We believe that standardized reporting is likely to become 
the cornerstone of IR safety, effi ciency and quality data 
collection. For now, our focus is on procedural reporting and 
performance metrics that can be extracted continuously and 
with minimal disruption. In the near future, we envision a 
robust standardized postprocedure reporting system that will 
support outcomes data collection. We believe in the value of 
our specialty—now it’s time to prove it. 

QUALITY IMPROVEMENT COLUMN
by Justin P. McWilliams, MD



SIR has developed a range of valuable informational 
and illustrative resources, reviewed and approved by 
IR experts, which are now available for individual use 
through the Society’s content licensing program.  
Licensed information can be used to bolster an 
already existing Web site or online content, adding 
SIR-approved language that is accurate and relevant 
to your patient’s needs.

For more inFormation, please visit: 
www.SIRweb.org/medical-professionals/content_licensing.shtml, 
email publications@SIRweb.org, or scan this code.

benefits of licensing sir content
◗◗ Provide your audience with an expansive collection of online 

material directly related to specific treatments and disease states.

◗◗ Deliver to your audience professionally produced, accurate 
and informative materials that have been developed and 
carefully reviewed by SIR and leading IR experts.

◗◗ Eliminate the need to produce similar materials, saving time 
and money and ensuring accuracy.

◗◗ Bridge the doctor–patient communication gap with vibrant 
and easy-to-understand illustrations.

empower 
your audience 
with critical 
information 
on the topics 
that matter 
to them, in 
a delivery 
customized 
by you.

SIR Content Licensing
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IRS-IN-TRAINING COLUMN
by Dave Tabriz, MD

Trainees and Quality in IR: An 
Interview With James R. Duncan, 
MD, PhD, FSIR

When James R. Duncan, MD, PhD, FSIR, walks into the hospital, he’s thinking about how to improve each and 
every step of his job. As a member of the IR staff at the Mallinckrodt Institute of Radiology and active member 
in quality improvement research, there is no questioning his dedication to improving the fi eld of interventional 
radiology. He recently received a Radiological Society of North America (RSNA) Education Scholar Grant for 
his project, “Development and Implementation of a Radiology Improvement Leader Training Course,” and 
has published multiple articles in the Journal of Vascular and Interventional Radiology (JVIR) on quality 
improvement in interventional radiology. I recently spoke with Dr. Duncan on how he became involved with 
quality improvement and asked him for trainee level advice, including ideas for quality improvement projects (an 
Accreditation Council for Graduate Medical Education [ACGME] resident requirement). 

TABRIZ: How did you get started in quality improvement in 
IR? Have you found it fulfi lling?

DUNCAN: I have had a longstanding interest in 
improvement. It started with a curiosity about how things 
work and realization that such knowledge should be used 
to continually improve anything and everything. I then 
pursued research training because I wanted to better 
understand how inborn errors of metabolism caused 
different disease phenotypes and what strategies might 
alleviate pain and suffering. 

In contrast to medical therapy, where risk/benefi t ratio of any 
agent depends primarily on its biochemistry, for IR, the risk/
benefi t ratio of a procedure is highly dependent on physician 
performance. This encouraged me to study simulation 
as a means of building skills through deliberate practice. 
As my colleagues and I got into this work, we realized 
that we needed objective methods of assessing physician 
performance so that we could provide feedback to trainees. 
We began recording the simulated procedures and developing 
performance metrics. Since our goal was always to improve 
performance during actual procedures, we realized that a 
more direct route might be studying performance during 
actual procedures. This opened the door to ideas from other 
fi elds like Six Sigma, statistical process control as well as 
information theory, human psychology and team dynamics. 

Caring for patients is a journey and I fi nd it very fulfi lling to 
have a career arc that combines my lifelong personal voyage 
of discovery with innumerable small daily journeys that I share 
with patients, their families and the rest of the health care team.  

For example, I currently spend a good percentage of my time 
caring for children. I view my preprocedure conversations with 
the parents as an opportunity to assure them that they can 
trust us as we care for their children. As a parent myself, it is 
not hard to step into their perspective and recognize that, while 
something like a PICC line might be a routine procedure to us, 
to them it is the most important thing happening in the world. 

My work in quality and safety helped me understand that 
quality is all about meeting or exceeding the customer’s 
expectations. Thus I spend a lot of time trying to help 
parents develop reasonable expectations about the procedure 
including how long it will take and what they can expect in 
the coming hours and days. I also tell them that they should 
ask me how often I have done this procedure and while I can 
usually say “hundreds” or “thousands,” I then tell them that 
this is the fi rst time I will be caring for their child and that 
their child might be different from all the prior children. 

TABRIZ: What key references would you recommend for 
a trainee looking for an overview of quality improvement 
methodology?

DUNCAN: Anyone interested in quality improvement should 
read The Best Practice, by Charles Kenney. Much of the book 
follows [former CMS administrator] Don Berwick on his 
journey, which includes the Institute of Medicine’s game-
changing “To Err Is Human” report and the creation of the 
Institute for Healthcare Improvement. For anyone wanting a 
deeper dive, the most infl uential book I have read in the last 
decade is An Introduction to Information Theory, by John Pierce. 
It describes Claude Shannon’s work on the mathematical 
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basis of communication. Shannon’s work is the foundation of 
modern computing and telecommunications. That book helped 
me understand the importance of making predictions and 
processing feedback information in an attempt to continually 
improve my ability to make accurate predictions. 

TABRIZ: What are the hot topics for quality improvement in IR? 
What topics do you think could best be incorporated into a short-
term (less than three years) project to help residents fulfill their 
ACGME quality improvement requirement?

DUNCAN: Radiation use is clearly a hot topic for all of 
imaging. Lots of room for improvement, especially in IR, and 
many of the strategies for improvement are already fairly 
far advanced in CT. There’s every reason to apply them to 
fluoroscopic procedures.

Improving outcomes is another hot topic for IR. Regrettably, 
we have few instances of clear objective data on our 
outcomes. However, if companies like Google can use large 
datasets to measure and improve the performance of the 
predictive models they use for search, voice translation or the 
flu, we should be ready to do the same with our electronic 
datasets—be it patterns found in billing data or sections of 
the electronic medical record. 

Teamwork is a third hot topic. Medicine is a team 
sport. Physicians need to recognize the importance of 

partnering with hospitals and patients to build “win-win” 
opportunities. Disease, suffering and lack of knowledge 
are the common enemies. We should keep this in mind 
as we try to build the shared mental models that underlie 
effective teamwork. While teamwork is a complex issue, 
we have found that improving timeout performance has 
been a great step towards promoting a safety culture for 
the team. It is a very frequent and observable activity that 
involves nurses, techs and physicians. It also resonates well 
with the hospital’s leadership.

TABRIZ: What advice would you give IRs as they progress 
through training?

DUNCAN: “Always be thinking about what you will do if 
what you are currently trying fails.” In essence, it is an 
acknowledgment that no current plan is perfect and that, 
even though Plan A has worked 50 consecutive times, a 
Plan B is worth having because sooner or later, Plan A will 
fail. When Plan A does fail, having Plan B in your back 
pocket is your best defense against catastrophe. I find 
such contingency planning to be an incredibly interesting 
part of our specialty. Not only does it prompt me to 
identify leading indicators that Plan A is in trouble, but it 
also makes me predict what might cause Plan A’s failure 
and how that knowledge should be incorporated into my 
contingency plans. 

Watch the conference sessions at your convenience with

SIR: The Digital Video Library

 ■ Sessions viewable from your computer or mobile 

device

 ■ SA-CME credit toward your MOC 

 ■ Optional DVD-ROM for o�  ine access

 ■ Special Member Discounts

Purchase at dvl.sirweb.org

Full-Motion Videos of the 
2014 Presentations Featuring:

IR is here.



32  IR QUARTERLY   |   SPRING 2014

FEATURE

NIH Study 
Section 

Membership
by ron c. gaba, md, fsir

L
ast November, the Radiological 
Society of North America 
(RSNA) offered at its annual 
meeting a four-hour session 

titled, “What It Takes to Be an 
Expert Reviewer for the NIH—the 
Peer Review Process Demystifi ed.” 
In addition to reviewing grant 
mechanisms available within the 
National Institutes of Health (NIH), 
explaining criteria for NIH grant 
evaluation, and describing the 
grant review process, the course 
also discussed approaches to and 
benefi ts of becoming an NIH grant 
reviewer. Historically, representation 
of interventional radiology in 
the NIH grant review arena has 
been limited, but the burgeoning 
growth of our fi eld and continued 
advancement of its exciting and 
impactful translational and basic 
science research warrant enhanced 
participation and involvement in the 
grant review process at the federal 
level. As a course attendee, I wrote 
this article to summarize the best way 
to accomplish this goal.

Grant proposals submitted to the 
NIH are reviewed by the Center 
for Scientifi c Review (CSR) though 
study sections—groups of 20–40 
scientists focused on a particular 
research fi eld and charged with 
reviewing applications—managed 
by a scientifi c review offi cer (SRO). 
Regular standing study sections 
have membership consisting of 
charter (permanent, four-year term) 
and ad hoc (temporary) members; 
ad hoc reviewers supplement 
the expertise of a study section’s 
permanent membership to ensure 
adequate coverage of the science 
represented in grant applications 
assessed. In general, all study section 
members share scholarly individual 
characteristics including a broad 
independent research experience 
with history of major (R01 or the 
equivalent) peer-reviewed grant 
acquisition, a strong publication 
record, and an extensive knowledge 
and thorough understanding of the 
NIH grant review process.

Because study section invitations 
are typically extended to recognized 

experts in a particular fi eld, 
establishing a strong academic record 
of scholarly productivity is the best 
method to merit consideration for 
NIH study section membership. 
To that end, speaking at scientifi c 
meetings, publishing in the medical 
literature, participating in the peer-
review process (through manuscript 
review for journals as well as grant 
review for national organizations 
such as SIR and RSNA) and 
acquiring extramural funding are 
vital; obtaining federal funding is 
particularly valuable, as SROs often 
invite principal investigators onto 
study sections of the agency by which 
he or she is funded. Individuals may 
also be recommended for reviewer 
appointment by colleagues already 
established within NIH study sections 
or may volunteer for NIH study 
section membership by sending 
an email of interest—including a 
biographical sketch, description of 
area of expertise and summary of 
relevant research experience—to 
EnhancingPeerReview@mail.nih.gov. 
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Two other noteworthy potential 
pathways to NIH study section 
involvement include the Academy of 
Radiology Research Scientific Liaisons 
Task Force and the NIH CSR Early 
Career Reviewer Program. The former 
group works to seat radiologists and 
imaging scientists onto NIH study 
sections and advisory councils, while 
the latter agenda serves to train 
qualified and emerging—but not 
necessarily NIH-funded—researchers 
without prior CSR review experience 
to become effective reviewers and 
help advance his or her career by 
exposing them to peer review.

Before pursuing NIH study section 
membership, one should keep 
in mind that involvement entails 
significant time commitment. Study 
sections routinely meet three times 
per year, and individual reviewers are 
asked to evaluate approximately 10 
grants per meeting. Including grant 
review, travel and meeting time, a 
typical workload for a charter study 

section member may consume 30–40 
days per year. 

Nonetheless, participating in the 
peer review process presents many 
advantages, such as honing one’s 
own grantsmanship skills through 
experience gained, offering exposure 
to different grant mechanisms, 
providing opportunity for networking 
and collaboration and affording a 
means to give back to the scientific 
community. Another benefit of study 
section membership is the perk of 
continuous submission allowance, in 
which permanent or ad hoc members 
serving at least six times over 18 
months are exempt from designated 
NIH grant submission deadlines. 
As a final note, it is recommended 
that an offered opportunity to 
participate in an NIH study section 
should not be passed up, even if 
thought to be within a group outside 
one’s particular area of expertise; 
opportunity may not knock twice.

In summary, based on our broad skill 
set and knowledge base encompassing 
many organ systems and disease 
states, and growing presence in the 
research realm, IRs are uniquely 
positioned to become involved 
in federal-level grant peer review. 
The recognized current shortage of 
NIH study section reviewers with 
imaging expertise affords a window 
of opportunity for IRs to become 
involved in NIH study sections, the 
achievement of which will both further 
advance the specialty’s mission of 
high-quality research by providing 
a voice to increase awareness of IR 
within NIH institutes and centers as 
well as boost the academic reputation 
of our specialty. 

Ron C. Gaba, MD, FSIR, 
is a member of the SIR 
Interventional Oncology 
Service Line and 
Technology Assessment 
Committee.
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This column alerts SIR members to abstracts that may have an 
impact on their practice and how they converse with referring 
clinicians. If you would like to suggest abstracts  
you feel should be included, email us at gandhi@
baptisthealth.net or sganguli@partners.org.

Does Ascorbic Acid Protect Against 
Contrast-induced Acute Kidney Injury 
in Patients Undergoing Coronary 
Angiography: A Systematic Review 
With Meta-analysis of Randomized, 
Controlled Trials.

J Am Coll Cardiol. 2013 Dec 10;62(23):2167-75. doi: 10.1016/j.
jacc.2013.07.065. Epub 2013 Aug 28.

Sadat U, Usman A, Gillard JH, Boyle JR.

OBJECTIVES: This study sought to perform a systematic review 
with meta-analysis of randomized controlled trials comparing 
the use of ascorbic acid with placebo or other treatment options 
for the treatment of contrast induced-acute kidney injury 
(CI-AKI) in patients undergoing coronary angiography.

BACKGROUND: CI-AKI remains the most widely discussed and 
debated topic in cardiovascular medicine, with its incidence 
increasing due to an increasing number of contrast media-
enhanced radiological procedures being performed.

METHODS: MEDLINE, Embase, and Cochrane central databases 
were searched from inception to May 2013, without language 
restrictions. For a study to be selected, it had to report the incidence 
of CI-AKI as an outcome measure. Studies were excluded if at least 
1 study arm did not have ascorbic acid administered alone or with 
saline solution hydration. Data were extracted by 1 author, and 
random checks were made by another author.

RESULTS: Nine randomized, controlled trials reported data on 
the incidence of CI-AKI in 1,536 patients who had completed 
the trial and were included in the final analysis. Patients 
receiving ascorbic acid had 33% less risk of CI-AKI compared 
with patients receiving placebo or an alternate pharmacological 
treatment (risk ratio by random-effects model: 0.672; 95% 
confidence interval, 0.466 to 0.969; p = 0.034).

CONCLUSIONS: Ascorbic acid provides effective 
nephroprotection against CI-AKI and may form a part of 
effective prophylactic pharmacological regimens.

Comparison of Open and Endovascular 
Treatment of Acute Mesenteric Ischemia.

J Vasc Surg. 2014 Jan;59(1):159-64. doi: 10.1016/j.jvs.2013.06.084. 
Epub 2013 Nov 5.

Beaulieu RJ1, Arnaoutakis KD1, Abularrage CJ2, Efron DT3, 
Schneider E4, Black JH 3rd5.

INTRODUCTION: Acute mesenteric ischemia (AMI) is a 
commonly fatal result of inadequate bowel perfusion that 
requires immediate evaluation by both vascular and general 
surgeons. Treatment often involves vascular repair as well as 
bowel resection and the possible need for parenteral nutrition. 
Little data exist regarding the rates of bowel resection following 
endovascular vs open repair of AMI.

METHODS: Using the National Inpatient Sample database, 
admissions from 2005 through 2009 were identified according 
to International Classification of Diseases, Ninth Revision 
codes correlating to both AMI (557.0) and subsequent vascular 
intervention (39.26, 38.16, 38.06, 39.9, 99.10). Patients with a 
diagnosis of AMI but no intervention or nonemergent admission 
status were excluded. Patient level data regarding age, gender, and 
comorbidities were also examined. Outcome measures included 
mortality, length of stay, the need for bowel resection (45.6, 45.71-
9, 45.8), or infusion of total parenteral nutrition (TPN; 99.10) 
during the same hospitalization. Statistical analysis was conducted 
by χ(2) tests and Wilcoxon rank-sum comparisons.

RESULTS: Of 23,744 patients presenting with AMI, 4665 
underwent interventional treatment from 2005 through 2009. 
Of these patients, 57.1% were female, and the mean age 
was 70.5 years. A total of 679 patients underwent vascular 
intervention; 514 (75.7%) underwent open surgery and 165 
(24.3%) underwent endovascular treatment overall during 
the study period. The proportion of patients undergoing 
endovascular repair increased from 11.9% of patients in 2005 
to 30.0% in 2009. Severity of comorbidities, as measured by 
the Charlson index, did not differ significantly between the 
treatment groups. Mortality was significantly more commonly 
associated with open revascularization compared with 
endovascular intervention (39.3% vs 24.9%; P = .01). Length of 
stay was also significantly longer in the patient group undergoing 
open revascularization (12.9 vs 17.1 days; P = .006). During the 
study time period, 14.4% of patients undergoing endovascular 
procedures required bowel resection compared with 33.4% for 
open revascularization (P < .001). Endovascular repair was also 

Abstracts
in the Current Literature
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by Ripal T. Gandhi, MD, and 
Suvranu Ganguli, MD

less commonly associated with requirement for TPN support 
(13.7% vs 24.4%; P = .025).

CONCLUSIONS: Endovascular intervention for AMI had 
increased signifi cantly in the modern era. Among AMI patients 
undergoing revascularization, endovascular treatment was 
associated with decreased mortality and shorter length of 
stay. Furthermore, endovascular intervention was associated 
with lower rates of bowel resection and need for TPN. Further 
research is warranted to determine if increased use of 
endovascular repair could improve overall and gastrointestinal 
outcomes among patients requiring vascular repair for AMI.

Stenting and Medical Therapy for 
Atherosclerotic Renal-artery Stenosis.

N Engl J Med. 2014 Jan 2;370(1):13-22. doi: 10.1056/
NEJMoa1310753. Epub 2013 Nov 18.

Cooper CJ, Murphy TP, Cutlip DE, Jamerson K, Henrich W, 
Reid DM, Cohen DJ, Matsumoto AH, Steffes M, Jaff MR, Prince 
MR, Lewis EF, Tuttle KR, Shapiro JI, Rundback JH, Massaro JM, 
D’Agostino RB Sr, Dworkin LD; CORAL Investigators.

BACKGROUND: Atherosclerotic renal-artery stenosis is a 
common problem in the elderly. Despite two randomized trials 
that did not show a benefi t of renal-artery stenting with respect 
to kidney function, the usefulness of stenting for the prevention 
of major adverse renal and cardiovascular events is uncertain.

METHODS: We randomly assigned 947 participants who had 
atherosclerotic renal-artery stenosis and either systolic hypertension 
while taking two or more antihypertensive drugs or chronic kidney 
disease to medical therapy plus renal-artery stenting or medical 
therapy alone. Participants were followed for the occurrence of 
adverse cardiovascular and renal events (a composite end point of 
death from cardiovascular or renal causes, myocardial infarction, 
stroke, hospitalization for congestive heart failure, progressive renal 
insuffi ciency, or the need for renal-replacement therapy).

RESULTS: Over a median follow-up period of 43 months 
(interquartile range, 31 to 55), the rate of the primary composite 
end point did not differ signifi cantly between participants who 
underwent stenting in addition to receiving medical therapy 
and those who received medical therapy alone (35.1% and 
35.8%, respectively; hazard ratio with stenting, 0.94; 95% 
confi dence interval [CI], 0.76 to 1.17; P=0.58). There were also 
no signifi cant differences between the treatment groups in the 
rates of the individual components of the primary end point or 
in all-cause mortality. During follow-up, there was a consistent 
modest difference in systolic blood pressure favoring the stent 
group (-2.3 mm Hg; 95% CI, -4.4 to -0.2; P=0.03).

CONCLUSIONS: Renal-artery stenting did not confer a 
signifi cant benefi t with respect to the prevention of clinical 
events when added to comprehensive, multifactorial medical 
therapy in people with atherosclerotic renal-artery stenosis and 
hypertension or chronic kidney disease. 

Radiofrequency Ablation Versus Open 
Hepatic Resection for Elderly Patients 
(› 65 Years) With Very Early or Early 
Hepatocellular Carcinoma.

Cancer. 2013 Nov 1;119(21):3812-20. doi: 10.1002/cncr.28293. Epub 
2013 Aug 6.

Peng ZW, Liu FR, Ye S, Xu L, Zhang YJ, Liang HH, Lin XJ, Lau 
WY, Chen MS.

BACKGROUND: This study retrospectively compared the safety 
and effi cacy of percutaneous radiofrequency ablation (RFA) with 
open hepatic resection (HR) in elderly patients (age > 65 years) 
with very early or early hepatocellular carcinoma (HCC).

METHODS: Elderly patients (n = 180) with very early or early HCC 
were studied. This study was approved by the Ethics Committee 
of the Cancer Center of Sun Yat-Sen University, Guangzhou, China. 
Written informed consent was obtained from each patient before 
treatment. As an initial treatment, 89 patients were treated by RFA 
and 91 patients by HR. The survival curves were constructed by the 
Kaplan-Meier method and compared by log-rank test.

RESULTS: The 1-, 3-, and 5-year overall survivals were 93.2%, 
71.1%, and 55.2% for the RFA group and 88.8%, 62.8%, 
and 51.9% for the HR group, respectively (P = .305). The 
corresponding recurrence-free survivals for these 2 groups were 
84.1%, 62.7%, and 35.5% and 76.7%, 39.3%, and 33.1%, 
respectively (P = .035). On subgroup analysis for tumor ≤ 3 cm, 
the 1-, 3-, and 5-year overall survivals were 94.2%, 82.6%, and 
67.5% for the RFA group and 90.1%, 65.0%, and 55.1% for the 
HR group, respectively (P = .038). The corresponding recurrence-
free survivals for the 2 groups were 85.5%, 69.1%, and 40.7%, 
and 82.2%, 40.1%, and 31.8%, respectively (P = .049). For 
tumor > 3 cm, there was no signifi cant difference between these 
2 groups for overall survivals and recurrence-free survivals (P = 
.543, P = .356, respectively). A multivariate regression analysis 
showed that treatment type was the only signifi cant prognostic 
factor for recurrence-free survival (P = .039).

CONCLUSIONS: There was no difference between the HR and 
RFA groups for overall survival, but RFA had better effi cacy than 
HR for elderly patients with HCC ≤ 3 cm. 
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MISSION 
ACCOMPLISHED
How one member made a difference

by mary costantino, md

A few years ago, a 45-year-old 
female came to me with severe 
menorrhagia. Because of her 

life circumstances hysterectomy wasn’t 
an option for her—she was a child care 
provider for the state and was unable to 
take four to six weeks off to recover from 
a hysterectomy without losing her state 
provider license. An extremely motivated 
patient, she elected UFE as her treatment 
for her symptomatic fi broids. This patient 
was a member of Oregon Health Plan 
(OHP), our state-subsidized insurance, 
which did not cover UFE. 
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Motivated by my patient’s needs, I 
decided that OHP’s policy needed to 
change. However, with no experience 
in policy-making, politics, insurance 
industry regulations or contract 
negotiations, only three years out 
of fellowship and looking at what I 
presumed would evolve into a five-
year battle with bureaucracy, this task 
seemed daunting and out of my league. 
Despite my misgivings, I decided that I 
had a duty to women with OHP to add 
UFE to the list of covered procedures. 
I started by contacting the medical 
director of the Heath Evidence Review 
Commission (HERC), who was notably 
receptive and invited me to submit 
evidence of the efficacy of UFE. 
Clearly this needed to be done right: 
I needed to submit a comprehensive 
collection of support information 
including outcome data, payer data and 
randomized controlled trials—nothing 
that would waste their time, yet 
everything they needed to know.

Though I regularly read and quote UFE 
data, I knew that culling the literature 
for critical papers could be onerous 
and slow down the momentum. I 
remembered reading an article in 
SIR’s newsletter, IR News, about an 
interventionalist who’d involved SIR 
in local hospital territorial debates and 
contracting. I contacted Doug Huynh, 
SIR director of government and policy 
affairs—one of the many SIR employees 
who work in the background to help 
us provide high-quality patient care. 
Doug runs our lobbying efforts and is 
responsible for keeping track of and 
responding to policy changes that affect 
our field. Doug quickly sent me a packet 
of data that had been used in previous 
such endeavors.

Next, I turned to the gold standard in 
UFE, SIR President James B. Spies, MD, 
MPH, FSIR. Dr. Spies graciously agreed 
to review this list of references and 
subsequently added several important 
papers. We all know Dr. Spies as an 
international leader in the field of 
UFE, and I knew that his historical 
perspective and ongoing leadership in 
the field would ensure that I didn’t miss 
any important research. 

Ultimately, I sent the packet from SIR, 
plus a few critical additional papers 

recommended by Dr. Spies, to the 
medical director of the HERC. She 
distributed copies to the members of the 
committee who make coverage decisions.

A month later I was notified that there 
was strong evidence to support adding 
UFE to the list of covered procedures 
(Prioritized List of Treatments), and UFE 
would be on the agenda the following 
month. At the meeting, the committee 
formed a semicircle around me at 
the “witness” desk and while I was 
admittedly intimidated, I was confident 
in the data, and ready to debate. This 
was a group of family practitioners, 
gynecologists, oncologists…many 
specialties, though no radiologists and 
definitely no interventional radiologists.

The medical director of the HERC opened 
with a one-line historical perspective: 
“UFE was previously considered in 2001, 
the data was presented by a gynecologist 
and it was determined that UFE was 
twice as expensive as hysterectomy and 
coverage was denied.” 

I was amazed that this single report by 
one gynecologist 12 years ago, the last 
and only evaluation of UFE, had gone 
unchallenged for 12 years. Where had 
the other IRs been in that time? Unsure 
what the QA process for approval would 
entail, I came prepared with numbers 
and counter arguments for any paper 
that was unfavorable towards UFE. I was 
asked to make an opening statement, 
then countered several questions. 
The committee members had clearly 
read the papers I’d sent to them. 
Approximately 10 minutes after we 
began, the medical director suggested a 
vote on coverage for UFE. The vote for 
coverage was unanimous.

I learned two lessons through this 
process: change can be made and the 
Society is there to help. Prior to this 
experience “SIR” meant two things; 
an annual meeting and the website I 
used to access the Journal of Vascular 
and Interventional Radiology. Working in 
private practice, in a state with few IRs, I 
think it’s easy to forget what SIR does for 
us collectively.

I don’t know if Oregon was an outlier or 
if this type of noncoverage of any of our 
procedures is happening in other states. 
I do know that local interventionalists 

need to pay attention to insurance 
denials, probe deeper and make 
changes—and the first step in doing so is 
to contact SIR. 

Mary Costantino, MD, is 
a member of the SIR 
Government Affairs 
Committee.

Grassroots Advocacy
SIR government affairs staff and 
leadership spend a tremendous 
amount of time on Capitol Hill, 
fighting to protect the concerns of 
interventional radiology and closely 
monitoring legislation that could 
affect how IR is provided tomorrow 
or 10 years from now. Although 
much has been accomplished 
(largely through the member-
supported SIRPAC), educating 
Congress on the value of IR and 
its role in the high-quality care of 
patients is a never-ending process.

Grassroots advocacy refers to efforts 
driven by members of a united 
community—or, more specifically, 
SIR members communicating their 
health care concerns to their elected 
representatives or other government 
decision-makers. This approach 
offers a powerful connection 
between hometown constituents 
and those entrusted to represent 
their views in Washington, D.C., or 
at the state level.

Reaching out to congressional 
representatives may feel a little 
daunting the first time. However, SIR 
does everything it can to ease the 
process, providing all of the tools its 
members need. For helpful tips on 
approaching your legislator, see the 
online SIR Political Advocacy Manual, 
which is available in the Government 
Affairs area of the www.SIRweb.org 
Members section. If you are thinking 
of contacting your legislator, contact 
Doug Huynh, SIR government affairs 
manager, at dhuynh@SIRweb.org, 
so we can provide you with what 
you need to make your experience a 
successful one. 



THE OTHER SIDE

A Subtle Blend
Combining Age-old Techniques With Cutting-edge Technology

By Amy Kapp

W hen Julio Palmaz, MD, FSIR, and his wife 
Amalia bought the remains of a forgotten Napa 
Valley winery in 1997, they did so, to use Dr. 
Palmaz’s words, with “not much of a plan.” It 

was a sentimental decision—a desire to return to the place the 
Argentinian-born couple spent so much time exploring during Dr. 
Palmaz’s medical residency at the University of California, Davis.

“When I trained in radiology in the 70s…visiting wineries was my 
favorite way to spend a weekend,” says Dr. Palmaz. 

At some point during his 20-year career at the University of 
Texas, it was Amalia who brought up the idea of returning to wine 
country. And it was she who found the charming but deteriorated 
former site of Cedar Knoll Vineyard and Winery, founded in 
1881 by winemaking pioneer Henry Hagen. Now, 17 years later, 
Palmaz Vineyards—claiming 55 acres on the slopes of Mount 
George—is the residence for three generations of Palmazes and a 
thriving family business.

Dr. Palmaz is known in the medical world for his ingenuity. His 
invention, the Palmaz Coronary Stent, is hailed for revolutionizing 
the IR fi eld. His mind for innovation would help make his new 
project a success.

He and his wife established a vineyard, restored the old Hagen 
homestead and created an 18-story, underground vertical winery 
within the “living rock” of the mountain. 

According to Dr. Palmaz, modern winemaking is typically done 
with pumps that move the wine from one point to the next with 
mechanical force, disrupting the delicate tannins and degrading 
the taste. He opted instead for the way the ancients did it, a 
process by which the wine proceeds through the fermentation 
process by gravity. 

“The winery has a big vertical spread because I need to generate 
enough pressure at the bottom to fi lter my wines. We have 

a system whereby the top level has crushing, below that is 
pressing, then blending, then fi rst-year storage, then second-year 
storage, then at the last level—bottling and fi ltration and storage. 
Everything goes down essentially by gravity.”

The winery’s 36 fermentation tanks—a large number by 
winemaking standards—are wired with multiple sensors that 
make it possible for the winemakers to monitor and control the 
fermentation process electronically. This technological innovation 
allows the winery to use less manpower, while employing a 
streamlined, computer-assisted decision-making process. “In the 
past, it would have been someone walking around taking notes 
all day long and opening and closing valves,” Dr. Palmaz adds.

Dr. Palmaz says his scientifi c background has been incredibly 
advantageous to his winemaking pursuits. Learning the processes 
involved with vineyard growing and fermentation can be diffi cult 
for individuals without a scientifi c background, but he began 
with a strong base of knowledge. “My knowledge of chemistry 
from years of working in medicine helped me enormously, ” he 
affi rms.

And as Palmaz remains active in developing IR technologies 
through Palmaz Scientifi c—the company he founded and 
continues to chair—he credits his family for keeping the wine 
business thriving. 

His wife, an economist, is president of the winery. His daughter 
Florencia does the marketing. His son Christian carries on 
Dr. Palmaz’s legacy of technological advancement as director 
of operations, and Christian’s wife Jessica is the director of 
hospitality. 

“I really have a formidable team with my whole family,” says 
Dr. Palmaz.

For information about Palmaz Vineyards, go to 
www.palmazvineyards.com. 
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Amy Kapp is the content strategy manager for Rails to Trails Conservancy 
and editor of Rails to Trails Magazine. She frequently writes and publishes 
articles about topics related to parks and trails, recreation and health.

Dr. Palmaz.

For information about Palmaz Vineyards, go to 
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