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Navigating by Our North Star 

W e are transitioning from an era of fee for 
service to a new physician payment model 
at least in part based on reimbursement 
directly linked to quality. We will likely see 

cuts in reimbursement for many key interventional radiology 
procedures. So what are we to do? What will our guiding 
star be—our North Star, if you will? Foremost, we must keep 
our eyes and actions directed on what we do best: ensuring 
constant access to and delivery of longitudinal high-quality, 
image-guided patient care. As part and parcel of this we must 
remain actively engaged in infl uencing the outcome of the 
evolving payment paradigms.

How will 2014 payment cuts impact care delivery and patient 
access? Reimbursement issues affect both doctors and our 
patients by impacting what services we offer and the time 
we spend with patients. These can negatively impinge on 
patients’ access to quality doctors (thus adding to their stress 
and diminishing their satisfaction levels). 

How can we as a Society best infl uence reimbursement 
decisions? In this nationally mandated process of squeezing 
savings from the health care system, interventional radiology 
is not alone. We share and collaborate with colleagues from 
other specialties when payment rates are being reduced (due 
to code bundling and cumulative reductions). SIR remains 
an active participant in the national current procedural 
terminology (CPT) coding process and the accompanying 
code-valuation, which take  place as part of the activities of 
the Relative Value Scale Update Committee (RUC). 

What payment cuts are coming? In 2014, new families of CPT 
codes for embolization procedures, intravascular stenting 
and percutaneous drainage have been approved and are 
now in use. Depending on geographic variations, we expect 
reimbursement for some of these procedures to possibly fall 
by as much as 30–40 percent. 

SIR has invested hundreds of volunteer hours and member 
resources in ensuring that our coding and valuation 
strategy is grounded on sound data and on the optimal 
patient care protocol. We have worked long and hard, and 
we were able to preserve appropriate value for IR treatments. 
In a comment letter to the Centers for Medicare and Medicaid 
Services (CMS) on the 2014 Proposed Rule for the Medicare 

Physician Fee Schedule, we have emphasized that the best 
venue for making relative value unit (RVU) decisions is 
to use the RUC process and not to make unilateral further 
reductions beyond the RUC recommendations without input 
from specialty societies. We will continue to engage federal 
authorities and remain active on Capitol Hill to ensure 
that the payment system is fair and appropriate and, most 
importantly, that IR’s voice is heard.

Are we at a fi nancial tipping point for the specialty of 
interventional radiology? Interventional radiologists 
deliver high-quality care 
in a fi nancially sustainable 
environment, so there’s no 
doubt that we will thrive in the 
evolving health care system. 
The end products that IR 
delivers with image-guided 
interventions (less risk, less 
pain, less recovery time, lower 
expense, same-day treatments, 
fewer readmissions) remain 
critical attributes for new 
health care delivery models. 
We support patient-centered outcomes research, which will 
educate patients and help them make better medical decisions. 

Creating and meeting this demand for quality medical care 
is a golden opportunity for IR during the transition from fee 
for service to reimbursement directly linked to quality. IR is 
a distinct and valuable medical specialty. We are seeking to 
differentiate IR from other specialties, proving how it is a 
true game changer in the health care system. 

You will hear more about how we are in the process of 
clearly redefi ning who we are in this new health care setting, 
strategically following our North Star—ensuring constant 
access to and delivery of longitudinal high-quality, image-
guided patient care.

We need more than a few good men and women to actively 
assist our coding/health policy efforts. Please consider 
volunteering your time and talents by calling (703) 691-1805, or 
learn about the Society’s new Volunteer Program on page 7.  

PRESIDENT’S COLUMN
by Scott C. Goodwin, MD, FSIR 

We must keep our 
eyes and actions 
directed on what we 
do best: ensuring 
constant access 
to and delivery of 
longitudinal high-
quality, image-
guided patient care.
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EXECUTIVE DIRECTOR’S COLUMN
by Susan E. Sedory Holzer, MA, CAE

SIR on the Hill: Educating  
With a Unified Voice 

M ost SIR members know our brand when it 
comes to education. You attend the Annual 
Scientific Meeting to exchange knowledge 
formally and informally with the greatest 

number of colleagues under one large roof. You probably 
have attended one of our stand-alone meetings or the Spring 
Fellows Practicum as a more intensive and intimate way to 
engage with and learn from expert faculty and corporate 
partners. And more and more of you are taking advantage 
of our online opportunities to supplement your CME or MOC 
credits when it’s convenient for you. IR education is at the 
heart of SIR’s mission and within the core of our strategic plan. 

But are you also aware of how the Society educates 
Congress, federal agencies and other allied organizations? 
Whether informing on appropriate measures for patient 
quality and safety, working to ensure that interventional 
radiologists receive fair and appropriate reimbursement for 
their treatments, or advising on how policy can be more 
nimble and conducive to innovation, SIR members and 
staff are consistently driving in a dynamic curriculum with 
policymakers and influencers to focus their attention on the 
issues that affect our patients and our specialty. 

In this era of rapid change and polarized opinion, the term 
“lobbying” has taken on an even more unsavory ring; yet the 
simple truth is that lobbying is making your views known. 
If we don’t make an effort to tell our own story and educate 
from our perspective, then it is left for others to do so. 

Similarly, it can be challenging to gauge the impact of any 
individual learning opportunity. While SIR members and staff 
regularly draft testimony, sign-on letters and talking points 
that may or may not result in concrete measures, it is the 
Society’s aggregate effort over time that builds awareness 
of and equity in IR. It is also what earns us A+s on the pop 
quizzes and final exams that solidify SIR as the representative 
and unified voice of the interventional radiologist.

This year, SIR worked with the Energy and Commerce 
Committee to offer input on better ways to measure quality 
outcomes within Medicare payment reform. Specifically, we 

discussed how quality measures can be more meaningful and 
effective if integrated seamlessly into structured reports and 
clinical registries and informed the committee about what we 
are doing in those regards. 

SIR received invitations from the Ways and Means and Senate 
Finance Committees to offer written testimony on legislation 
regarding Medicare payment reform. We subsequently 
followed up those comments through formal meetings with 
both committees to learn how our comments were received 
and to answer any lingering questions. 

When SIR diligently analyzed 
the 2015 proposed Medicare 
Physician Fee Schedule 
rule, we submitted a well-
reasoned and forthright 
“term paper” to the Centers 
for Medicare and Medicaid 
Services (CMS), demanding 
changes to their greatly 
flawed proposed policy to cap 
office-based reimbursement. 
Not only would this affect 
patient access to important 
procedures, but it would 
undercut all the effort that 
SIR and other specialties have 
invested in the RUC process.

Our recent brand assessment showcased “agility” as one 
of the key attributes of how interventional radiologists 
succeed—as individual physicians, as a specialty and in 
the environment in which we perform. It would be an 
odd paradox to dispatch thousands of expert-trained, 
certified interventional radiologists into an uneducated 
world hamstrung by limited patient access, unquantifiable 
outcomes and rigid policy. The tireless efforts of SIR 
volunteers and staff who take an active role in lobbying and 
advocacy are laying a clearer, more learned pathway for IR 
in our lifelong pursuit of transforming the modern medical 
landscape. Won’t you join us? 

SIR members and staff 
are consistently driving 
in a dynamic curriculum 
with policymakers and 
influencers to focus their 
attention on the issues 
that affect our patients 
and our specialty. 

Read more about the importance of advocacy efforts on page 14.  
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JVIR Seeks 
Multimedia Editor
Journal of Vascular and Interventional Radiology (JVIR) Editor-
in-chief Ziv J Haskal, MD, FSIR, seeks new contributors and 
editors to serve the journal’s expanding multimedia content 
plans. These volunteers may serve as correspondents planning 
and conducting interviews, propose and manage online, 
Web, Podcast, and cloud projects, and work closely with Dr. 
Haskal and Deputy Editor Tony P. Smith, MD. FSIR. There 
are possibilities for advancement to more signifi cant editorial 
positions. Candidates are encouraged to submit a resume, brief 
statement of interest, and ideas or possible examples of relevant 
work. Other requirements include good organizational skills and 
ability to meet publishing deadlines. To nominate yourself or a 
colleague, please forward the applicant’s name and CV to jvir@
SIRweb.org, along with a brief introduction. Medical students 
and residents are equally encouraged to apply.

SIR Safety and Health 
Committee Encourages 
Members to Sign up 
for Cataract Screening 
Study at SIR 2014
A cataract screening research study initiated by the SIR Safety 
and Health Committee will take place at the SIR 2014 Annual 
Scientifi c Meeting in San Diego, March 23–26, 7 a.m.–6 p.m.,
daily. Its purpose is to examine the type and severity of 
characteristic radiation-induced posterior lens changes, including 
potential for posterior subcapsular cataract, in an IR cohort 
of meeting attendees. The fi ndings will then be compared to 
various medical and non-medical professional control groups, 
including non-interventional radiologists who are not normally 
exposed to X-rays. 

“The study is intended to address an important member safety 
issue,” said Stephen Balter, PhD, member, SIR Safety and 
Health Committee. The committee has advised and enabled the 
study and Norman Kleiman, PHD, director, Eye Radiation and 
Environmental Research Laboratory, Columbia University, New 
York, is generously donating his time and expertise to work with 
the committee to conduct this independent research study.

Findings may help in developing appropriate occupational 
guidelines for exposure to low levels of ionizing radiation and 
determining future risk of radiation cataract development.

For more information and to schedule an appointment, visit 
http://members.SIRweb.org/members/cataract_screening.
cfm?CFID=5933416&CFTOKEN=56958373. Contact Debbie 
Katsarelis at debbie@SIRweb.org with questions.

2014 SIR Coding 
Webinar Offers 
Critical Updates
Date: Feb. 25, 8 p.m. (EST)

This online educational program will provide a 
comprehensive overview of changes that have taken place 
in 2014 for common IR codes and suggested coding 
practices. Attendees can interact live with faculty through 
Q&A discussions and after the event will receive free online 
access to the recorded program.

This Webinar serves as an accompaniment to the annual 
online SIR coding update available free to members and for 
purchase to nonmembers ($299). 

2014 Interventional Radiology Coding Update will include:

• New and revised 2014 interventional radiology codes

• Concurrent procedure codes including Category III codes, 
RS&I, cerebrovascular arterial studies and 
moderate sedation

• Individual coverage request sample letters

• Sample 2014 charge sheets

Registration is open—please visit www.SIRweb.org to 
register and access additional program information.

SIR Members $25  |  Standard $150

If you have any questions about the program, please 
contact Michelle Neimeyer, SIR coordinator, online 
education and technologies, at neimeyer@sirweb.org 
or (703) 691-1805, ext 590.

JVIR News for SIR 2014 
Abstract Submitters
SIR congratulates those who have had their abstracts 
accepted for at the 2014 SIR Annual Scientifi c Meeting 
in San Diego, Calif. Your abstract will be published in the 
March 2014 Annual Scientifi c Meeting JVIR Supplement 
and will be a citable reference. The Annual Scientifi c 
Meeting Committee and JVIR’s editorial offi ce strongly 
encourage you to submit your completed manuscript for 
publication in JVIR. Please submit your article through 
Elsevier’s Manuscript Submission System at http://ees.
elsevier.com/jvir/. Before submitting your manuscript, 
please consult the Instructions for Authors/Manuscript 
Preparation Guidelines on www.jvir.org. For assistance 
using the system or any other publication questions, 
please email the editorial offi ce at jvir@SIRweb.org.
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SIR Call for 2015 Gold 
Medal Nominations
Nominations are due May 1, 2014

PURPOSE: The SIR Gold Medal was established in 1996 
and is the highest honor that can be achieved in the fi eld 
of interventional radiology. This honor is bestowed for 
excellence and lifetime achievement in interventional 
radiology to those individuals who have rendered exceptional 
service to the fi eld. Gold Medal recipients exemplify those 
individuals who have dedicated their past and present talents 
to advancing the quality of patient care through the practice 
of interventional radiology and who, by their outstanding 
achievements, also help to ensure the future of the fi eld.

ELIGIBILITY CRITERIA: The SIR Executive Council can 
award the Gold Medal to an individual for distinguished 
and extraordinary service to SIR or to the discipline of 
interventional radiology. Service to interventional radiology 
can be in teaching, basic research, clinical investigation or in 
other areas, such as outstanding contributions in work with 
the SIR, other medical organizations, governmental agencies 
or related groups.

PROCESS: The SIR Gold Medal Awards Committee selects the 
medalists. The committee’s recommendation(s) are sent to 
the SIR Executive Council for approval. Immediately following 
approval, the president calls the honorees to announce that 
they have been chosen for the honor.

The Gold Medal Awards Committee consists of the president 
as chair, the immediate past president, president-elect and 
the chair of the Fellows’ Affairs Committee. The president 
may appoint two additional at-large individuals.

The committee will consider all candidates nominated by 
members and fellows of SIR. The committee may also submit 
internal nominations. The committee will submit no more 
than three names for endorsement by the Executive Council.

Nominations received in previous years are reactivated the 
following year unless withdrawn by the nominator. Members 
of the SIR Executive Council and the chair of the Fellows’ 
Affairs Committee may not act as primary nominators or 
sponsors and are ineligible to be nominated for or to receive 
the Gold Medal during their term of offi ce.

HOW TO SUBMIT A NOMINATION: Submissions should 
describe the nominee’s qualifi cations for the award and 
should include a detailed curriculum vitae. The primary 
nominator is responsible for initiating the submission of at 
least two letters of support from other SIR members.

SEND YOUR NOMINATIONS BY MAY 1, 2014, TO:
Chair, SIR Gold Medal Committee c/o Debbie Katsarelis
SIR | 3975 Fair Ridge Drive | Suite 400 North
Fairfax, VA 22033 | Phone: (703) 691-1805
Fax: (703) 691-1855 | Debbie@SIRweb.org

Gold Medalists 
Announced for SIR 2014
The SIR Gold Medal, the Society’s highest honor, is 
awarded to a member who has helped ensure the future of 
interventional radiology by advancing the quality of medicine 
and patient care. The Society congratulates the three 2014 
SIR Gold Medalists. The Gold Medals will be presented 
at 10 a.m. (PST) on Tuesday, March 25, 2014, at the San 
Diego Convention Center in conjunction with the SIR 2014 
Annual Scientifi c Meeting, March 22-27, San Diego, Calif. 
Read the full bios of the Gold Medalists at 
www.SIRmeeting.org.

Michael D. Dake, MD, FSIR
Michael D. Dake, MD, FSIR, is a major 
contributor to the development of vascular 
stent-grafting and image-guided treatments 
for arterial and venous diseases. Since 2008, 
Dr. Dake has been the Thelma and Henry 

Doelger Professor in Stanford University’s department 
of cardiovascular surgery and the medical director of the 
Stanford catheterization and angiography laboratories. Dr. 
Dake’s current research is focused primarily on endovascular 
device development, vascular biology and molecular imaging. 
Recent notable investigative work from his laboratory 
includes published reports on in vivo vascular tissue 
engineering research. 

Matthew A. Mauro, MD, FSIR
Matthew A. Mauro, MD, FSIR, the Ernest H. 
Wood Distinguished Professor of Radiology, 
Surgery and Biomedical Engineering, and chair 
of the department of radiology at the University 
of North Carolina (UNC) Medical Center, has 

distinguished himself as a researcher, educator and leader in 
interventional radiology. He is the chair of the department 
of radiology and professor of surgery and biomedical 
engineering at the UNC School of Medicine and UNC 
Hospitals, where he has spent his entire academic career. 
He continues to supervise residents and fellows in vascular/
interventional radiology and maintains an active clinical 
practice within the UNC Center for Heart and Vascular Care. 

Lenny K. Tan, MD, FSIR
Lenny K. Tan, MD, FSIR, emeritus consultant 
in the diagnostic imaging department at 
National University Hospital (NUH), Singapore 
(an academic medical center formed by the 
amalgamation of the Medical School and 

the National University Hospital), has had a major role in 
developing interventional radiology in Asia. An ambassador 
for interventional radiology worldwide, Dr. Tan has delivered 
numerous lectures and invited presentations. In 2000 he 
was made an Honorary Fellow of the American College of 
Radiology and received the Antoine Béclère medal from the 
International Society of Radiology in 2000. 
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Convergence Comes to Life in Hands-on Workshops

Coils, wires, embolics, atherectomy, access and closure 
devices, ultrasounds, simulators, fl ow models and more 
converge in San Diego.

SIR’s industry partners not only provide educational 
support but also bring elaborate, interactive exhibits and 
knowledgeable personnel to meetings like the SIR Annual 
Scientifi c Meeting, LEARN, Y-90: The Complete Course 
and the Fellows Spring Practicum. As we all converge on 
the Annual Scientifi c Meeting in San Diego, corporate 
participation crescendos in the most exciting Expo and 

energetic hands-on workshops of the year. As you have seen 
in the column by SIR 2014 Program Chair Daniel B. Brown, 
MD, FSIR, the workshops have been revitalized and will 
provide new and exciting opportunities to:

• Test-drive the latest technology 

• Get answers to your questions

• Hear from the experts in the fi eld

Experience all that Convergence has to offer by preregistering 
for the hands-on workshops today at www.SIRmeeting.org. 

Corporate Corner

SIR Foundation 
Donor Corner
SIR Foundation’s Pioneer Circle: 
Distinguished Benefactors Guiding 
Innovation

In your lifetime, you have seen patient care transformed through the innovative 
spirit that is IR. You are at the forefront of the modern medical miracles 
and minimally invasive procedures that have improved the lives of millions 
of patients. These advances were made possible thanks to the courage of 
pioneering IRs with an undeniable curiosity that led them down a path of 
extraordinary discovery. This culture of innovation is something to which we 
should all continue to aspire. 

Donations to SIR Foundation’s Annual Fund, the core of our operations funding, 
motivate and encourage tomorrow’s innovations in IR care by providing 
fundamental resources today. The Pioneer Circle, a new Annual Fund donor 
recognition program, recognizes visionary leaders who commit to giving 
generously to foster the passion of today’s young investigators. Membership in 
the Pioneer Circle is attained through an annual donation of $1,000 or more 
made during the calendar year. The Foundation’s Board of Directors expresses its 
gratitude to Pioneer Circle donors through recognition in communications, on the 
Donor Wall of Honor, through invitation to a special Donor Appreciation Lounge at 
the Annual Scientifi c Meeting, and several other meaningful acknowledgements. 

Please consider advancing IR by becoming a Pioneer Circle donor today. Your 
donation provides a reliable source of annual funds necessary to support an ever-
growing need for IR research and evidence, to foster new innovation, to attract 
the best and brightest to IR, and to share our knowledge through research-focused 
educational opportunities. Each SIR member benefi ts from the work of SIR 
Foundation—and each can and should play a part in fostering the rich heritage of 
innovation that has enabled the minimally invasive, life-changing specialty that is 
IR. You can learn more about becoming a Pioneer Circle Member today at www.
SIRFoundation.org/Pioneer or call Julie Wolfe, SIR Foundation development 
director, at (703) 460-5591. 

James F. 
Benenati, MD, 
FSIR, Selected 
as 2014 Dotter 
Lecturer

SIR Past President 
James F. Benenati, MD, FSIR, 
a practicing interventional 
radiologist, clinical researcher 
and medical director at Baptist 

Cardiac and Vascular Institute’s Peripheral 
Vascular Laboratory in Miami, Fla., since 
1990, will deliver the 30th Dr. Charles T. 
Dotter Lecture at the SIR 2014 Annual 
Scientifi c Meeting in San Diego, Calif.

This lecture honor, named for one of 
the founding fathers of interventional 
radiology, is supported by SIR Foundation 
and acknowledges an interventional 
radiologist’s extraordinary contributions 
to the fi eld, dedicated service to SIR and 
distinguished career achievements in 
interventional radiology. 

Dr. Benenati, BCVI’s fellowship program 
director of interventional radiology, 
was selected by SIR President Scott C. 
Goodwin, MD, FSIR, to deliver the 30th 
annual Dotter lecture.

The Dotter lecture will be held at 10 a.m. 
(PST) on Sunday, March 23, 2014, in the 
San Diego Convention Center. 
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Fellows Program application 
deadline, 2 p.m. ET

50th anniversary of angioplasty

SIR Endorsed: 2014 CIO 
Symposium

SIR Endorsed: 2014 ISET

Deadline to submit to 
Global Clinical Showcase

SIR committee application 
deadline (see article on p. 7)

Grant applications due

Student Research Grant 
applications due

Y-90: The Complete Course; 
Scottsdale, Ariz.

SIR 2014: Advanced 

2014 SIR Coding Update 
Webinar. Register today.

SIR 39th Annual Scientifi c 
Meeting, San Diego, Calif.

SIR 2015 Gold Medal 
nominations due
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Evidence-based 
Advocacy
by katharine l. krol, md, fsir

M
edicine has changed so much 
in my lifetime, with rapid 
innovation and facilitation of 
new technologies improving 

patients’ lives. There were typically few 
if any barriers to incorporating new 
technology into our patient care. This 
was an extraordinary environment for 
innovation but led to problems that we 
are trying to solve today.

We now lack data proving that IR 
procedures are safe, effective and cost-
effective—and must concentrate on 
research and building strong scientifi c 
evidence. We as a nation must now 
also face the extraordinarily high cost of 
medical care. IR is not alone in lacking 
data that proves the effi cacy of the 
health care we provide to patients; all 
of medicine is grappling with the same 
issues. As physician experts, we have 
the opportunity to help rewrite policy 
to make health care better for patients, 
providers and the national budget. 

We have been talking about the 
sustainable growth rate (SGR) for 
years. SGR is the fl awed methodology 
upon which physician payment is 
determined each year. It was created 
in 1997 under the Balanced Budget 
Act as a means to control growth in 
Medicare spending. However, it soon 
became obvious that it didn’t work 
in all economies and, since 2002, 
the SGR calculation has resulted in 
potential cuts to physician payments by 
as much as 28 percent. Congress has 
always acted to postpone the pay cuts 
with stopgap measures—sometimes 

for the next year, sometimes for a 
few months only, but always at a high 
cost to physician groups who spend 
enormous amounts of money to lobby 
the legislatures to delay the upcoming 
cut and to change the methodology. 

Unfortunately, changing that 
methodology is very expensive, and 
it’s hard to come up with the necessary 
billions of dollars. In order to avert 
the calculated cuts, the money to 
pay physicians must be taken out of 
budgets for expected spending on 
other health care costs, with the budget 
paying for imaging procedures a 
perennial favorite for cutting. 

However, there may be a window of 
opportunity for this change to occur, 
since the estimated cost of the “fi x” is 
currently only $150 billion (almost half 
of the estimated cost in 2012). Because 
of the current relatively low cost of 
the fi x, Congress has been working on 
ways to change the SGR methodology 
during 2013. In the latest policy 
proposals, Congress has discussed 
replacing the current system with one 
that moves away from the traditional 
fee-for-service model and toward a 
payment model that rewards quality, 
effi ciency and innovation. 

However, raising a physician’s pay 
is not popular with most taxpayers. 
While Congress may be sensitive to the 
need to maintain physician salaries at 
a level where patients receive quality 
care, they expect to be able to show 
added value for this expense. The fi xes 
being considered give physicians the 
opportunity to help determine that 
“added value,” asking us to propose 
measures of quality and value.

Advocacy and the 
Need for Evidence
SIR members and staff regularly talk to 
Congress about the signifi cant value IRs 
bring to health care, explaining why IRs 
should be recognized for this value—
both in our abilities to deliver care to 
patients and in the manner we are paid. 
While most members of Congress are 
not medical experts, their staff advise 
them on medical issues. They look to us 
and other medical professionals to give 
them data they can use as they develop 
health care policy. They want clear 
data to facilitate their decision-making 
process. As reform continues and policy 
is refi ned, it is certain that, unless there 
is good data supporting procedures and 
technology, it will be more and more 
diffi cult to get paid for provision of 
those services. 

In parallel, other specialties are 
advocating for their pieces of the 
medical pie, and they are also trying 
to collect data and publish results 
bolstering the service they provide to 
patients. In the end, it is to be expected 

As physician experts, 
we have the opportunity 
to help rewrite policy to 
make health care better for 
patients, providers and the 
national budget. 
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that the groups with the best data will 
win the ability to provide the services 
and to be paid for the superior care.

Advocacy and the need for evidence 
extends beyond congressional 
policymakers to Current Procedural 
Terminology/Relative Value Update 
Committee (CPT/RUC, which currently 
still sets the valuation for medical 
services), the U.S. Food and Drug 
Administration (FDA), and governmental 
agencies in charge of quality measures.

SIR Response
SIR has been keenly aware of the need 
to develop evidence that supports 
IR practice and IR services. Led by 
Joseph R. Steele, MD, FSIR, the SIR 
Value Task Force (which was developed 
three years ago) has been critical in 
identifying key questions on common 
IR procedures and how to approach 
federal decision-makers. On a more 
granular level, within the Economics 
committee, a Data Analysis workgroup 
convened by Michael Brunner, MD, 
FSIR, has quickly set to work on 
comparative effectiveness studies, 
identifying questions that could be 
answered by review of Medicare 
claims databases. This is a relatively 
inexpensive means of gathering data 
and, in certain areas, can produce 
data that provides significant support 
to IR procedures. To date, they have 
published two papers in the Journal of 
Vascular and Interventional Radiology 
(JVIR); the task force is currently 
working on its next paper.

SIR Foundation has also carefully 
reviewed its mission and now places 
greater priority on research that 
supports existing IR procedures in 
addition to looking at new innovations 
for the future services IRs will bring 
to patients. In 2013, the Value Task 
Force came under the auspices of 
SIR Foundation, and committees led 
by Jeremy Durack, MD, FSIR, and 
Stephen L. Ferrara, MD, FSIR, are 
developing the tools members need  
to clearly show their value.

These tools will not only help members 
demonstrate quality individually but 
will also aggregate data from many IR 
practices into databases that can be 
analyzed to document IR outcomes, 

effectiveness, safety and cost-
effectiveness. SIR continues to keep the 
community informed about structured 
reporting and registries—tools that 
you will use to contribute to the 
development of evidence supporting IR. 

It is likely that, if new methodology 
replacing SGR to calculate physician 
payment becomes law, it will be 
based in part on quality measures. 
Because there are currently no quality 
reporting measures that uniquely allow 
all IRs a means of reporting quality 
data, and because it is likely that no 
single measure will apply to all IRs, 
the Quality Committee is developing 
reporting measures applicable to each 
service line. There is an extensive 
process to gaining acceptance of each 
quality measure, but the committee 
is using national expertise to help get 

these measures through the system 
and into place for member reporting.

SIR has also looked at partnering with 
other entities that can help support its 
efforts to aggregate and analyze data. 
Government agencies, grants and 
other societies can offer support and 
help us proceed more quickly to fill 
the data gaps.

The SIR Policy, Research and Planning 
(PReP) Task Force has been helping 
SIR and SIR Foundation leadership 
identify areas of need for members 
and patients, to help define ways 
to meet those needs and to help 
prioritize that work. The group meets 
regularly to discuss how to give SIR 
members the data they need to 
continue to develop thriving practices 
and to be paid for their services. The 
task force is also looking at areas 

Congress has always acted to postpone the pay cuts with 
stopgap measures—sometimes for the next year, sometimes for 
a few months only, but always at a high cost to physician groups 
who spend enormous amounts of money to lobby the legislatures 
to delay the upcoming cut and to change the methodology. 
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EVIDENCE-BASED ADVOCACY

of IR currently under heavy attack 
in payment and/or coverage policy, 
trying to identify where evidence 
is most critically needed. They are 
also trying to look ahead at areas 
that may become most vulnerable. 
The vulnerability to payment and/or 
coverage problems comes from lack 
of evidence, competition from other 
specialties, high cost of the procedure, 
abuse of the procedure/service or 
competing technology. 

The PReP Task Force is also working 
to identify areas where IR is expected 
to shine, demonstrating exceptional 
quality, safety, effectiveness and/
or cost-effectiveness. The intent 
is to help the Society allocate its 
limited resources most effectively by 
developing supportive evidence for 
those procedures where we should 
most easily be able to prove distinction.

Finally, the task force is also 
reviewing what services are most 
valuable to patients and IRs, trying 
to prioritize where efforts would 
have the most impact.

The Future Is in 
Your Hands
Health care practice and payment 
models of the future are still undefi ned. 
An ideal system might incentivize 
everyone involved with a patient to 
provide the best care. If all physicians 
are considered a team and all are paid 
more if patients are healthier, happier 
and safer, while spending less money, 
that team should be rewarded. If IR can 
demonstrate that it does provide better 
service in specifi c sectors of health 
care, the goal would be to negotiate the 
contract to allow IRs to provide those 
services, with fi nancial incentives aligned 
so that other specialties are not trying to 
provide the same services with inferior 
results or higher costs. But to be in a 
position to negotiate, we fi rst need data 
showing where we excel and what we 
add to patient care and experience.

Getting involved with any of the multiple 
efforts underway can give you a voice in 
the changes coming to health care. We 
are at a time of change—change that you 

have the opportunity to help shape. As 
a specialty, we will achieve our greatest 
success by looking at ways we can 
provide patients with the best possible 
care in the most cost-effective means. 
Use of structured reports, participation in 
registries, volunteering for a committee, 
participating in congressional advocacy, 
responding to SIR surveys collecting 
data to help us best direct our efforts 
to develop supportive evidence, and 
submission of your thoughts regarding 
what evidence would be most helpful 
to your practice are just a few ways that 
you can help.  For more information or to 
volunteer your time, contact the Society 
at (703) 691-1805. 

Katharine L. Krol, MD, FSIR, 
is chair of the SIR Policy, 
Research and Planning 
(PReP) Task Force. 

If IR can demonstrate that it 
does provide better service in 
specifi c sectors of health care, 
the goal would be to negotiate 
the contract to allow IRs to 
provide those services, with 
fi nancial incentives aligned 
so that other specialties are 
not trying to provide the same 
services with inferior results 
or higher costs. But to be in 
a position to negotiate, we 
fi rst need data showing where 
we excel and what we add to 
patient care and experience.
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 Congratulations on your 
recently funded R03 grant! Can you 
summarize the broad, overarching 
objectives of the proposed study for 
our readers?

 How will the results of your R03 
study improve the care of patients in the 
interventional radiology suite?

 Translating benchtop research 
to the clinic is often not straightforward. 
How do you anticipate translating this 

radiology suite?

 Much of the time research ideas 
are developed through experiences in 

clinical IR experience that spawned your 
research idea?

 Tell our readers about your 
experience as a participant in SIR 
Foundation’s Grant Immersion Workshop.



 Balancing research and 
clinical practice is often challenging in 
interventional radiology. How do you 

research program?

What advice would you give 
to residents and fellows considering an 

radiology? 

 What resources are available 

junior attendings, residents and fellows 
jump-start an academic research career?

 What do you like to do to 
relax after a busy week at the office?



20  IR QUARTERLY   |   WINTER 201420  IR QUARTERLY   |   WINTER 2014

Reaching 
a Research 
Consensus
by kamran ahrar, md, fsir

I
n response to increasing demands 
for evidence demonstrating the 
effi cacy of IR procedures, the 
SIR Foundation Clinical Research 

Trials (CRT) Division is promoting and 
facilitating the development of IR clinical 
research trials that validate the value 
of minimally invasive image-guided 
therapies. The information derived 
from these trials is needed to support 
existing clinical practices and to develop 
new opportunities in IR. With all the 
many possibilities, however, strategically 
determining what research would be best 
pursued and how it can be accomplished 
could be a daunting challenge in itself.

Each year, to better prioritize research 
needs and determine how they 
can be addressed, SIR Foundation 
sponsors research consensus panel 
(RCP) meetings that are moderated 
by the chair of the CRT Division. After 
identifying a topic of high research 
priority, SIR Foundation selects 
a principal investigator (PI) who, 
upon selection, assembles an expert 
multidisciplinary RCP. This panel, 
members of the government agencies 
FDA and NIH, and representatives of 
the biomedical industry gather for a full 
day of intense learning, discussion and 
debate to answer several questions:

1. What are the most important 
clinical questions that could 
realistically be answered now 
through pivotal multi-institutional 
clinical trials or registries?

2. What are the most promising 
directions in research that merit 
preclinical or early clinical 
exploration?

3. What critical alliances must 
be developed to advance the 
prioritized research, and how can 
SIR Foundation best support these 
initiatives?

The PI sets the agenda for the 
panel members to present on the 
current status of the subject matter. 
Through two rounds of discussion, 
the panel members and the audience 
(i.e., government and industry 
representatives) create a list of 
clinical research priorities. The panel 
members then select from this list a 
single top priority for development of 
a clinical trial that is transformative, 
feasible, translational, innovative and 
strategic. Protocol development begins 
at this meeting and continues with the 
efforts of the PI, with help from many 
members of the panel. The PI and 
the panel members are expected to 
submit a white paper that outlines the 
proceedings of the RCP meeting for 
publication in the Journal of Vascular 
and Interventional Radiology. The PI 
or any panel member can apply for a 
Funding Source Development Grant 
from SIR Foundation to help cover 
the cost of protocol development and 
to complete a grant application with 
the hope of acquiring government or 
industry funding to conduct the study.

Outcomes of 
2013 RCPs
RCPs are usually conducted twice a 
year. In spring 2013, Jafar Golzarian, 
MD, FSIR, University of Minnesota, led 
an RCP meeting on prostatic artery 
embolization for the treatment of 
benign prostatic hyperplasia. The expert 
panel consisted of six interventional 
radiologists, fi ve urologists and one 
diagnostic radiologist from three 
different continents. 

The meeting provided a forum for a 
free and unbiased exchange of ideas, 
advice and direction from government 
representatives and input from the 
biomedical industry. Working together, 
these groups successfully identifi ed 
the most timely, pivotal and feasible 
clinical trial that would help fi ll in 
the gaps in knowledge on this topic, 
advance the fi eld of IR, and solidify 
the role of IR in minimally invasive 
management of benign prostatic 
hyperplasia. 

The PI received a Funding Source 
Development Grant from SIR 
Foundation to help develop the clinical 
trial “Prostatic Artery Embolization 
(PAE) for the Treatment of Lower 
Urinary Symptoms Related to Benign 
Prostatic Hyperplasia.” This safety and 
effectiveness study will be followed by 
a prospective randomized multicenter 
clinical study comparing prostatic artery 
embolization with a sham procedure. 

FEATURE
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In fall 2013, John F. Angle, MD, FSIR, 
University of Virginia, led a discussion 
on arterial sympathectomy and renal 
denervation. This topic has broad 
applications for hypertension, renal 
insufficiency, diabetes and other major 
health conditions.

How Can You Help?
The CRT Division Committee maintains 
a list of high-priority research topics 
for consideration for future RCPs 
and clinical trial development. SIR 
members are encouraged to suggest 

topics they consider to be high 
priority for clinical research. We ask 
that you send your thoughts, ideas 
and the names of individuals who 
may be interested and are suitable 
candidates to serve as a PI for selected 
projects. If you have an interest in 
leading an RCP for a particular topic, 
please contact Kathleen Mercure, SIR 
Foundation senior manager for clinical 
research and research education, at 
kmercure@SIRweb.org. If you have 
any questions or need additional 
information, please contact 
Kathleen or email me at  
kahrar@mdanderson.org. 

Kamran Ahrar, MD, FSIR, currently 
serves as chair of the SIR Foundation 
Clinical Research Trials Division.

Research Consensus Panel Process The meeting provided 
a forum for a free and 
unbiased exchange of ideas, 
advice and direction from 
government representatives, 
and input from the 
biomedical industry.

CRT Division Committee  
Members 2013
Chair:  
Kamran Ahrar, MD, FSIR,  
University of Texas MD Anderson  
Cancer Center

Members: 
Michael Brunner, MD, FSIR, Madison VAH, 
University of Wisconsin Madison  
School of Medicine

Hal Folander, MD,  
St. Luke’s University Hospital 

Amanjit Gill, MD,  
Cleveland Clinic

Charles Kim, MD,  
Duke University Medical Center

David Liu, MD, FSIR,  
University of British Columbia.
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Authorized User Update 

M y 84-year-old spry and active, but 
apprehensive, patient walked into my offi ce 
for her follow-up visit. Six months earlier, 
she had been dealt what she and her family 

believed to be a death sentence—a cirrhotic liver with three 
7 cm HCCs, an FP of 3500 and a non-surgical candidate. The 
patient, her son (a family physician) and her entire family 
met with me to discuss her treatment options, ultimately 
agreeing on yttrium-90 (Y-90) therapy. Now, at her six-
month follow-up, her CT revealed that one of her tumors was 
completely necrotic, the other two were no longer detectable 
and her FP had dropped to 2. 

I became an Authorized User (AU) in November 2011, 
an achievement that was both exciting and rewarding. It 
invigorated our group’s interventional oncology practice. 
I was fortunate to have a multidisciplinary team in place, 
consisting of an RPA, a PA, a CT technologist and an 

administrative assistant, to 
help coordinate, implement 
and streamline the 
innumerable tasks necessary 
to treat patients. Such a team 
is essential to the success 
of the program, with each 
team member having a well-
defi ned set of responsibilities 
but with enough fl exibility 
to handle additional 
unique tasks as they arise. 
Collectively, we manage the 
consults, the precertifi cations, 
the admissions, the 
procedures and follow-up 
care. One unanticipated 

challenge was logically organizing the amount of patient 
data generated by our Y-90 program (e.g., follow-up, imaging 
studies, treatment specifi cs, complications), which we 
ultimately addressed with a comprehensive spreadsheet.

One major fringe benefi t of being an AU is license portability. 
Once I became an AU, I was able to introduce a Y-90 program 
to several of our practice’s other hospitals, without having 
to depend on other physicians in radiation oncology or 
nuclear medicine, who might not be similarly motivated. 
With the exception of some minor hospital-specifi c nuances, 
the process of implementing the program at each different 
facility is nearly identical, thereby optimizing practice growth 
and development.

There is much information to be gleaned from SIR-
sponsored courses and journals, specifi cally on the subject 
of anatomical variations; however, there is no substitute 
for seeing these variants with your own eyes. The “classic” 
hepatic anatomy is rarely seen; each case is different, 
and each presents a unique challenge and learning 
experience. In addition, there is a defi nite skill and dexterity 
one develops with respect to equipment selection and 
catheterization/embolization techniques, especially in some 
of the very challenging geometries. 

Having performed many cases has enabled me to both 
promptly recognize and treat Y-90-related toxicities (e.g., liver 
disease, carcinoid crisis, potential radiation pneumonitis) 
when they occur. Experience has also allowed me to select 
patient candidates who are most appropriate for, and who 
will benefi t from, Y-90 therapy as well as better predict 
outcomes from treatment.

Overall, attaining and exercising my AU status has been both 
challenging and rewarding. The challenges can be mitigated 
by developing a strong support team, establishing a patient 
data management mechanism and collaborating with the 
hospital administration to ensure compliance within its 
regulatory framework. Once these challenges are overcome, 
one can begin to reap the wide spectrum of benefi ts awaiting 
the AU. There is no question that possessing AU status is a 
win–win situation for the IR practice as well as the medical 
community and the patients it serves. 

EDUCATION COLUMN
by Aaron Shiloh, MD

Once I became an 
AU, I was able to 
introduce a Y-90 
program to several 
of our practice’s 
other hospitals, 
without having to 
depend on other 
physicians in 
radiation oncology 
or nuclear medicine, 
who might not be 
similarly motivated. 
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Seeking Authorized User (AU) status? Already 
an experienced AU? Get the best of both worlds 
with Y-90: The Complete Course, Feb. 6-9, 2014, 
Scottsdale, Ariz. See details on the inside back 
cover and at www.SIRweb.org/Y-90.
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SIR 2014: Convergence 
IR Is Here
On behalf of the SIR Annual Meeting Committee, I am pleased 
to share this preview of the SIR 2014 Annual Scientifi c Meeting, 
taking place from March 22–27 in the beautiful harbor city of 
San Diego, Calif. This year’s theme, “Convergence,” refl ects 
the multidimensional nature of our specialty, the range of 
environments in which we practice and the array of individuals 
with whom we collaborate to deliver quality patient care. 

We’ve refocused our programming to surpass your expectations 
with more hands-on learning and more opportunities for direct 
interaction with experts and like-minded practitioners. We’ve 
also experienced a record number of abstract submissions 
this year (15 percent higher than our previous high)—a clear 
indication of the interest and excitement surrounding SIR 2014. 

Our goal is for all attendees—interventional radiologists, 
trainees and clinical associates alike—to return home with 
new tools, techniques and skills to help grow and strengthen 
clinical practices, expand reach and assist with even the most 
challenging cases essential to patient care. 

Below are just some of the notable changes we’ve made to 
enhance your overall educational experience:

• The symposia held on March 22 and March 27 have a 
new, modifi ed format: Rather than an exhaustive review of 
single service line areas over fi ve or six hours, the Thursday 
symposium will feature “How I Do It” discussions by the 
thought leaders within the specialty, while the Sunday 
symposium will focus on Morbidity and Mortality.

• Plenary sessions will cross multiple service lines while 
categorical courses will drill down into specifi c topics. Both 
will be highly relevant to private practice and academic 
interventional radiologists.

• The popular “In the Trenches” series will again be directed 
by Gary P. Siskin, MD, FSIR, from March 23–25. More than 
“bread and butter” interventional radiology, this series will 
delve into the political and economic challenges facing the 
practice of IR today and be of interest to members across 
the specialty.

ANNUAL SCIENTIFIC MEETING CHAIR’S COLUMN
by Daniel B. Brown, MD FSIR

Interventional Oncology Roundup at SIR 2014

Interest in interventional oncology (IO) continues to grow 
unabated. In a recent survey of SIR Annual Scientifi c Meeting 
attendees, respondents were asked to select their top three 
educational areas of interest: 47 percent ranked IO as their 
fi rst choice vote and nearly 75 percent named IO as one of 
their top three selections.

As Annual Scientifi c Meeting chair, one of my principal 
objectives is to ensure that a diverse array of topics is 

covered—and that includes an abundance of IO content in 
this year’s educational programming. 

At SIR 2014, categorical courses will include the Liver 
Tumor Board, a source of lively debate and unfi ltered 
opinions. Two separate Case-based Review courses 
directly relate to IO: the fi rst focuses on Palliative Care, a 
clear area of convergence for interventional oncologists. 
Our ability to deliver benefi t while preserving dignity as 
patients approach end of life is a hallmark of interventional 
oncologic excellence. The second Case-based Review course 
will review biopsy techniques in the age of personalized 
medicine with discussion of the increasing demand for 
repeat sampling for genetic profi ling. 

IO will be featured in the Saturday, March 22, symposium on 
Morbidity and Mortality and in the “How I Do It” symposium 
on Thursday, March 27. These sessions will resonate with IRs 
in both academic and private practice by providing lessons 
learned and practical instruction on how to successfully plan 
intra-arterial or ablative therapies. 
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• There will be more “Meet the Professors” segments in 
earlier time slots on March 23, 25 and 26. These sessions 
were extremely popular last year and are designed to 
encourage high interactivity and questions from the 
audience. In fact, many attendees come to the Annual 
Scientifi c Meeting with a handful of specifi c questions in 
mind, and this forum can provide a useful outlet.

A number of traditional topics will return as well:

• The Dotter Lecture, “Thirty Miles East of Samar,” 
given by James F. Benenati, MD, FSIR

• The IR “Gold Medal” Film Panel, organized by 
Robert K.W. Ryu, MD, FSIR

• “IR Debates: Controversies and Opportunities,” moderated 
by Daniel Sze, MD, PhD, FSIR

• Three Case-based Review courses with SAM credits available:

• Mesenteric and Renal Stenting (March 23)

• Palliative Care (March 25)

• Biopsy/Tumor Markers (March 26)

Finally, SIR 2014 workshop sessions have undergone 
extensive redevelopment by Jafar Golzarian, MD, FSIR, and 
attendees will be able to choose from fi ve new formats. 
Hands-on workshops will include several sessions dedicated 
to discussion and interaction with workshop faculty. 

Make your plans today to join us in San Diego! I look forward 
to seeing you there. 

IO will be featured in sessions crossing service lines, 
such as a categorical course on practice building and a 
plenary session on success in the evolving health care 
environment. IO will also be included in the day-to-day 
practice series “In the Trenches.” Finally, IO will be in the 
spotlight in our “Meet the Professors” sessions, featuring 
an open question-and-answer format with thought leaders 
on matters of technique and patient selection. 

The IO arena is by far the most competitive for scientifi c 
submission. Last year’s meeting featured multiple 
ablation and chemoembolization sessions, plus sessions 
on radioembolization, translational science, oncologic 
imaging and biopsy. IO workshops are always popular, 
a trend that will doubtless continue with the expansion 
of hands-on sessions, providing attendees with the 
opportunity to “test drive” actual devices. 

IO is a prevalent pathway at SIR 2014, with plenty 
of opportunity for physicians to interact with faculty 
and industry to get the most from their educational 
experience. From March 22–27 in San Diego, 
interventional oncology is here!

Coming Soon! The SIR 2014 Annual 
Scientifi c Meeting Mobile App
The SIR 2014 mobile app, powered by FollowMe and 
created by Core-apps, LLC, is a native application for 
iPad, smartphones (iPhone and Android), and a hybrid 
Web-based app for Blackberry; there’s also a Web-based 
version of the application for all other Web browser-
enabled phones.

For attendees, the SIR 2014 mobile app provides easy-
to-use interactive capabilities to enhance their event 
experience:

• The Dashboard keeps you organized with up-to-the-
minute exhibitor, speaker and event information.

• My Schedule organizes your schedule with one touch.

• Rate the sessions you attend and comment 
on them, too.

• Alerts allow you to receive important real-time 
communications from the event organizer.

• Built-in Twitter feed allows you to follow 
and join in on the relevant conversations.

• An interactive fl oor plan map allows 
you to locate exhibitors.

• Connect with your colleagues using 
the Friends feature.

• Share your event photos and 
experiences with the Photo Gallery.

• And much more!

Visit the SIR 2014 Annual Scientifi c Meeting Web site, 
www.SIRmeeting.org, for easy instructions on how to 
download the SIR 2014 mobile app.

communications from the event organizer.

and join in on the relevant conversations.
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Q&A
Question: If a multitrauma patient presents with bleeding 
from the pelvis and the spleen, and both sites are embolized 
in the same session, are multiple embolizations reported?

Answer: Yes. In this setting, two embolization codes 
(37244) are reported with the appropriate modifier (e.g., 
modifier -59) because the pelvis and the spleen are two 
different surgical fields.

Question: Given that code 37210, uterine fibroid 
embolization (UFE, embolization of the uterine arteries to 
treat uterine fibroids, leiomyomata), has been deleted, which 
of the new embolization codes is used to report this service?

Answer: The new embolization code 37243 (Vascular 
embolization or occlusion, inclusive of all radiological supervision 
and interpretation, intraprocedural roadmapping, and imaging 
guidance necessary to complete the intervention; for tumors, 
organ ischemia, or infarction) is now reported for uterine artery 
embolization. Selective catheterizations needed to perform the 
embolization should be reported separately. For most situations 
SIR recommends using CPT code 36247 (Selective catheter 
placement, arterial system, initial third order or more selective 
abdominal, pelvic, or lower artery branch, within a vascular 
family), with modifier -50 (Bilateral procedure) appended to the 
catheterization code denoting access to both the right and left 
uterine arteries.

Although the new embolization codes allow separate 
reporting of diagnostic angiography codes, for the typical 
UFE patient, the presence of the fibroid(s) will have been 
previously confirmed, so no angiography code should be 
reported with a UFE procedure.

If a decision to treat angiogram is required for performance of 
UFE and the rationale for obtaining the angiogram is clearly 
documented in the medical record, the S&I code should be 
reported with a -59 (Distinct Procedural Service) modifier. 

Disclaimer: SIR is providing this billing and coding guide for educational and 
information purposes only. It is not intended to provide legal, medical or any other kind 
of advice. The guide is meant to be an adjunct to the American Medical Association’s 
(AMA’s) Current Procedural Terminology (2013/CPT®). It is not comprehensive and 
does not replace CPT. Our intent is to assist physicians, business managers and 
coders. Therefore, a precise knowledge of the definitions of the CPT descriptors and 
the appropriate services associated with each code is mandatory for proper coding of 
physician service.

Every reasonable effort has been made to ensure the accuracy of this guide; but 
SIR and its employees, agents, officers and directors make no representation, warranty 
or guarantee that the information provided is error-free or that the use of this guide 
will prevent differences of opinion or disputes with payers. The publication is provided 
“as is” without warranty of any kind, either expressed or implied, including, but not 
limited to, implied warranties or merchantability and fitness for a particular purpose. 
The company will bear no responsibility or liability for the results or consequences 
of the use of this manual. The ultimate responsibility for correct use of the Medicare 
and AMA CPT billing coding system lies with the user. SIR assumes no liability, legal, 
financial or otherwise for physicians or other entities who utilize the information in 
this guide in a manner inconsistent with the coverage and payment policies of any 
payers, including but not limited to Medicare or any Medicare contractors, to which 
the physician or other entity has submitted claims for the reimbursement of services 
performed by the physician.

NEW FOR 2014: VASCULAR EMBOLIZATION  
AND OCCLUSION PROCEDURES

For 2014, Current Procedural Terminology 
(CPT) codes 37204 (Transcatheter occlusion 
or embolization) and 37210 (Uterine fibroid 

embolization) have been deleted and replaced 
with a new family of four embolization codes. 

These new codes include moderate sedation, 
intraprocedural guidance and roadmap ping, 

and all associated radiological supervision and 
interpretation services necessary to document 

completion of the procedure. Therefore, code 
75894 for the imaging and code 75898 for 
the follow-up angiography are not reported 

separately. However, codes for catheter 
placement, ultrasound for vascular access and 

imaging for diagnostic studies (if the decision to 
intervene is based on the diagnostic study) may 

be reported separately with the appropriate 
modifier (e.g., 59) to designate separate and 

distinct procedures. The new codes are:

Code Short Descriptor

- 37241:  Embolization or Occlusion; venous (other 
than hemorrhage)

- 37242:  arterial, other than hemorrhage or 
tumor

- 37243:  for tumors, organ ischemia,  
or infarction

- 37244:  for vascular hemorrhage or 
extravasation (arterial, venous or 
lymphatic)

Question: Which embolization code(s) are reported if 
embolization is performed to treat emergent conditions such 
as pelvic trauma or postpartum hemorrhage? 

Answer: Code 37244 Vascular embolization or occlusion, 
inclusive of all radiological supervision and interpretation, 
intraprocedural roadmapping, and imaging guidance 
necessary to complete the intervention; for arterial or venous 
hemorrhage or lymphatic extravasation is now reported for 
trauma patients with bleeding from the pelvis. This includes 
postpartum hemorrhage.

CODING Q&A 
by Aaron Shiloh, MD
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Fostering CER

Through the American Recovery and Reinvestment 
Act (ARRA) of 2009, Congress provided $1.1 billion 
to encourage comparative effectiveness research 
(CER).1 Although amounting to merely 1.4 percent 

of the nearly $1 trillion allocated by the ARRA, the funding 
and infrastructure directed by the ARRA toward CER are 
nevertheless fostering the development of an important new 
fi eld of research.2 

The Institute of Medicine defi nes CER as:

“…the synthesis of evidence that compares the benefi ts 
and harms of alternative methods to prevent, diagnose, 
treat and monitor a clinical condition, or to improve 
the delivery of care. The purpose of CER is to assist 
consumers, clinicians, purchasers and policy makers to 
make informed decisions that will improve health care at 
both the individual and population levels.”3

In its Report to the President and Congress, the U.S. 
Department of Health and Human Services, which oversees 
distribution of the funding mandated by the ARRA, 
distinguishes CER from traditional medical research, termed 
“effi cacy” research:

“In effi cacy research, such as a drug trial for the 
U.S. Food and Drug Administration (FDA) approval, 
the question is typically whether the treatment is 
effi cacious under ideal, rather than real-world, settings 
… Comparative effectiveness is much more patient-
centered. Comparative effectiveness has even been 
called patient-centered health research or patient-
centered outcomes research to illustrate its focus on 
patient needs.”

Through their efforts over the years, SIR and SIR Foundation 
have already contributed signifi cantly to CER as it relates 
to interventional radiology. One example includes the 
recent endeavors of the Data Analysis Workgroup (DAW) 
under SIR’s Economics Committee. This group was tasked 
with completing and disseminating IR-relevant CER with 
an expeditious turnaround time. The deliverables of this 
workgroup were designed to complement longer-time-horizon 
projects such as prospective trials and the organization of 
national IR registries by SIR Foundation.  

Under the direction of Michael Brunner, MD, FSIR, 
investigators in the Data Analysis Workgroup made use of 
Medicare claims data to directly compare morbidity and 
cost differences between open surgery and percutaneous 
vetrebroplasty and kyphoplasty for pathologic vertebral 
fractures.4 The group found percutaneous intervention to 
be less morbid, less expensive and associated with shorter 
hospital stays than open surgery. The DAW also recently 
completed a study comparing outcomes of percutaneous 
thermal ablation versus sublobar resection of early-stage 
lung cancer using the National Cancer Institute’s Surveillance 
Epidemiology and End Results (SEER)-Medicare database.

Building on prior successes, the research efforts initiated 
by the DAW will now be transitioned to SIR Foundation’s 
Comparative Effectiveness Subcommittee under the Division 
of Quality and Outcomes. Co-chaired by Dr. Brunner and 
Sharon Kwan, MD, the new SIR Foundation Comparative 
Effectiveness Subcommittee aims to build a robust apparatus 
for fostering CER pertinent to interventional radiologic 
procedures and patients treated by interventional radiologists. 
The subcommittee welcomes SIR members with interest 
or experience in CER to collaborate on future projects. If 
you are interested in volunteering for the SIR Foundation 
Comparative Effectiveness Subcommittee and joining the 
effort to help to foster CER in interventional radiology, please 
contact Molly Astudillo, SIR Foundation research and grants 
manager, at mastudillo@SIRweb.org 
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FEATURE

The IR/DR 
Certifi cate and 
New IR Residency
an interview with john a. kaufman, md, ms, fsir, and jeanne laberge, md, fsir

In 2012, the 
American Board of 
Medical Specialties 
(ABMS) approved 
interventional 
radiology as a 

primary specialty in medicine. In 2013, the 
American Board of Radiology (ABR) 
announced that it would certify 
interventional radiology physicians in 
Interventional Radiology and Diagnostic 
Radiology, refl ecting that the essential 
components of competency include both IR 
and DR. Later that year, the Accreditation 
Council for Graduate Medical Education 
(ACGME) approved the formation of a new 
residency training program in interventional 
radiology. Successful completion of this 
training program will qualify graduates to 
sit for the ABR IR/DR certifi cate exams.

In this interview, John A. Kaufman, MD, MS, 
FSIR, chair of the SIR Advisory Task Force 
to ACGME, and Jeanne LaBerge, MD, FSIR, 
member of the ACGME Radiology Residency 
Review Committee (RRC), discuss the IR/DR 
certifi cate and the IR residency program. 

IRQ: Can you briefl y restate 
why the Primary Certifi cate 
in Interventional Radiology 
and Diagnostic Radiology was 
pursued in the fi rst place?

Kaufman: Training in IR has evolved 
steadily since the early 1990s, when 

fellowships were fi rst accredited 
by ACGME. Then ABMS recognized 
vascular and interventional radiology 
as a subspecialty of DR. Although 
IR has much in common with 
DR, especially the necessity for 
competence in image interpretation, 
over time the complexity of procedures 
and the role of the interventional 
radiologist in nonprocedural patient 
care have increased so much that IR 
is now distinctly unique from DR and 
any other specialty. Approval of IR as 
a primary radiologic specialty by the 
other member boards of ABMS was 
based on the unique combination 
of training and skills in diagnostic 
imaging, image-guided procedures, 
and nonprocedural patient care 
embodied within IR. In the end, the 
new training paradigm is intended to 
ensure that interventional radiologists 
of the future are prepared to provide 
excellent care for patients undergoing 
image-guided procedures.

IRQ: What reaction have you had 
from the IR community since 
it was announced? Has the IR 
community helped shape that 
development?

Kaufman: A formal poll hasn’t been 
conducted, but reaction in general 
has ranged from enthusiastic support 

to enthusiastic opposition. Since the 
detailed program requirements aren’t 
yet fi nalized, though, today’s opinions 
may change in the future. When SIR 
members were polled before the 
submission of the certifi cate to ABMS, 
roughly two-thirds were in favor of an 
IR-only certifi cate and even more in favor 
of a certifi cate that included competency 
in DR as well. It was a clear message, so 
the IR-only certifi cate was dropped. 

Since approval of the certifi cate 
by ABMS, SIR has formed a task 
force comprised of SIR members 
and stakeholders from key partner 
organizations. Members of this group 
have presented in open forums at the 
June ABR Oral Examinations and at 
the fall meetings of the Association 
of University Radiologists (AUR), 
Association of Program Directors in 
Interventional Radiology (APDIR) and the 
Society of Chairs of Academic Radiology 
Departments (SCARD). We’re currently 
developing Web content to provide a 
source of verifi ed information and a 
place that members can post questions 
or opinions. The SIR task force will 
provide comments on the proposed 
training program requirements.

IRQ: How did the AUR, APDIR and 
SCARD presentations impact the 
evolution of the certifi cate?

DISCLAIMER: All information is accurate as of Nov. 24, 2013, but is subject to change until fi nal approval is granted by ACGME.
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Kaufman: These forums let members 
of the ACGME committee charged with 
writing the program requirements learn 
the areas of concern, confusion and 
potential unintended consequences. 
As the writing process has been 
confidential, however, it’s not possible 
to comment on the impact of 
these meetings until the program 
requirements have been released. 

IRQ: How is the ACGME IR 
Residency being created? How 
long will it take?

LaBerge: The process involves  
many steps:

• Drafting program requirements and 
obtaining input and feedback from 
involved parties

• Setting up a procedure log 
mechanism and rules

• Developing program application 
forms and site visit templates

• Setting up an application processing 
and review mechanism within the 
Radiology RRC

• Getting approval of all these by the 
ACGME committee on requirements 
and board of directors

[See the sidebar for the full anticipated 
timeline.]

IRQ: That’s clearly not an 
overnight process. Why are  
so many steps required? 

LaBerge: The creation of a new 
residency program within ACGME is 
uncommon, so it considers the need 
for any new program application very 
carefully. Once it’s approved, ACGME 
takes the time and effort needed to 
make sure it will be implemented 
wisely. As it fashions a program, 
ACGME considers input from all of the 
groups that may be affected by the 
change in training, working to meet 

the needs of both trainees and training 
institutions.

In the case of the new IR Residency, 
ACGME has asked SIR to form a task 
force composed of some of the key 
constituencies that will be affected: 
APDIR, APDR, SCARD, SIR and ACR. 
ACGME will rely on this task force for 
input and to communicate updates on 
the process to their constituencies.

IRQ: Have any other groups had 
to go through something similar?

LaBerge: The most recent new 
residencies at ACGME are the 
Emergency Medicine residency and 
the Vascular Surgery residency. The 
vascular surgery residency, which was 
approved in 2006, brought dramatic 
change in the training requirements. 

IRQ: The program requirements 
are still in development, but 
how would you envision the 
basic structure of the residency 
program?

LaBerge: It won’t be a stand-alone 
program, independent of the DR 
residency. A clinical internship is 
required. The first three years of training 
(PGY 2-4) is focused on diagnostic 
imaging and is identical to the DR 
resident schedule. The last two years are 
concentrated on IR training. A critical 
care rotation is required. Exposure to 
outpatient clinics and inpatient clinical 
consultation and hospital admissions is 
required. Upon completion of training, 
residents must have performed 1,000 IR 
procedures broadly covering the domain 
of IR. (See Table 1.)

IR Residency Timeline
1. Program Requirements: A Radiology RRC task force is currently drafting the 

program requirements.

a. January 2014: First draft available for review and comment
b. February 2014: Review and approval by Radiology RRC
c. April 2014: Open for Public Comment (45 days)
d. June 2014: Review by ACGME Committee on Requirements
e. November 2014: Approval by ACGME Board of Directors

2. In addition to the Program Requirements, the RRC will be preparing 
procedure logs, application forms, site visit forms and Web site changes to 
accommodate the new residents. 

3. It is anticipated that programs can begin to apply for IR Residency 
accreditation in January 2015. A site visit will be performed and the 
approval process may take six months. The first programs may be 
accredited by the end of 2015.

4. Residents may transfer into the program after accreditation is obtained. 
Residents in years R2-R5 may transfer into the program from a DR 
residency provided qualifications for transfer are met. Medical students 
may apply and match into the program following accreditation.  
The first medical school match will probably be in 2016.

5. The first graduates from the IR Residency will be residents 
transferring into the PGY6 (R5) year. The first IR Residents 
may graduate in 2017.

6. Discontinuation of IR fellowship accreditation. Once ACGME 
has approved the IR Residency, there will be a seven-year 
transition period after which time accreditation of 1-year 
fellowships will be discontinued. If the IR Residency were approved  
by 2015, then the last 1-year fellows would graduate in 2022.

In the end, the new 
training paradigm is 
intended to ensure that 
interventional radiologists 
of the future are prepared 
to provide excellent care 
for patients undergoing 
image-guided procedures.

PGY Rotations

Year DR IR ICU

1
2 12 1
3 12 1
4 12 1
5 2 10 1
6 13

Totals 38 26 1
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THE IR/DR CERTIFICATE AND NEW IR RESIDENCY

As it is currently envisioned, trainees may 
enter the IR residency at several points: 

• Medical school match into PGY2

• Transfer from DR into PGY 3-6 
(provided entry criteria are met)

• Transfer into PGY 6 (provided DR 
residents have completed 13 IR or 
IR-related rotations)

• Entry into R4 after completion of a 
DR residency

IRQ: How fl exible will the 
training requirements be? What 
options will trainees and training 
programs have?

LaBerge: ACGME’s Next Accreditation 
System (NAS) emphasizes training 
outcomes rather than process, 
recognizing that the value in giving 
training programs and institutions 
fl exibility to design curricula that work 
best in their individual circumstances. 

This approach also provides room for 
training innovation and improvement 
over time. The IR Residency is being 
designed with these NAS goals in 
mind. [See the sidebar for examples of 
training options.]

IRQ: What role has the 
IR/DR Certifi cate Task Force 
had in the development of the 
certifi cate?

Kaufman: SIR had a key role in the 
development of this certifi cate as it 
made the initial 2007 proposal to 
ABR, with whom it worked jointly 
over the next fi ve years. The SIR 
IR/DR Task Force is not the group 
that developed the certifi cate; it is 
charged to serve as a resource for the 
ACGME Radiology RRC and to provide 
accurate information about the new 
certifi cate to all key stakeholders. In 
addition, the task force is working to 

understand the funding aspects of a 
new residency.

IRQ: There are apparently rumors 
that the development of the 
Certifi cate represents a split of 
interventional radiology from 
diagnostic radiology. How would 
you address these concerns?

Kaufman: The IR/DR certifi cate is not 
intended to split IR from DR. In fact, DR 
is included in the name of the certifi cate 
in order to eliminate any possible 
confusion about the importance of full 
competency in imaging interpretation. 
The structure of the training program 
requires at least three years of training 
within a DR program, and the intended 
organization is for both the DR 
residency and IR residency to be within 
the same DR Department, with both 
program directors reporting to the same 
DR chair. 

Sample Training Options
As written, the Program Requirements are designed to give each department 
considerable fl exibility in fashioning a program to fi t their individual 
institutional constraints while at the same time achieving the required 
educational objectives of the new residency. Some examples include:

• Associate PD: The IR program director (PD) may work with an associate 
PD with designated responsibility for the fi rst three years of training 
focused on diagnostic imaging. 

• Call: Residents must take call throughout the residency; however, the call 
responsibilities in diagnostic imaging vs. IR is distributed at the discretion 
of each program. In particular, call in the PGY5 year can be determined 
by the individual program.

• IR Rotations: During PGY 5 and 6 years, training in IR-specifi c content 
can be achieved within the IR section or through IR-related rotations 
outside of the IR section proper. Examples of IR-related activities may 
include rotations on vascular surgery, medical oncology clinic or interventional procedural services housed within a 
diagnostic radiology section (e.g., abdominal imaging with exposure to biopsy, ablations, etc.). However, residents 
must perform a minimum number of designated IR procedures during training. Consequently, rotations outside of IR 
proper must be carefully tailored to ensure that all of the procedural requirements of the residency are met.

• Entry Points: Residents may enter an IR residency from a DR residency at any level (PGY 3–6) provided the resident 
has the prerequisite training experience. Transfers into PGY6 require at least 13 IR or IR-related rotations and 
documentation of at least 500 procedures covering the broad domain of IR. It is also expected that residents may 
transfer from IR into DR at the PGY 3–5 levels
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Starting Research Early: 
Internships

S IR is increasingly turning attention toward trainees 
to tap their enthusiasm and energy, with the outlook 
that engaging young physicians early in their medical 
careers is an ideal way to enhance interest in the 

practice of IR. In the spirit of engaging trainees early in their 
education, SIR Foundation has established a summer research 
internship for medical students. The goal of the program is to 
introduce them to either basic science research in interventional 
radiology or the R&D pathway for medical devices, to stimulate 
interest not only in IR but also in discovery and innovation.

The program was initiated in summer 2012 with a single 
corporate sponsorship site at Bard PV, and a single interventional 
radiologist basic science research mentor, Jeff H. Geschwind, 
MD, FSIR, at Johns Hopkins University. The students received 
a stipend to allow them to participate, sponsored by Bard and 
SIR Foundation. This pilot program was very well received, 
both by the selected students and by the sponsor/mentors. The 
students, Hans Mitchell and Massimo Tarulli, had an opportunity 
to present their experiences at the Medical Student/Resident and 
Fellow Section (RFS) brunch at the SIR 2013 Annual Scientifi c 
Meeting in New Orleans, La., through a travel stipend provided 
by SIR Foundation, and their enthusiastic reports led to growth 
in the program through both increased sponsorship and 
increased medical student interest.

This past summer, our two original sponsors elected to continue 
in the program, and the program grew to incorporate a new 
corporate sponsorship site, Cook Medical, and two additional IR 

mentor sites: Edward Lee, MD, at UCLA and Erik Cressman, MD, 
at University of Minnesota. Through a competitive application 
process, fi ve medical students were selected and assigned to 
program locations, and the feedback from the students and 
sponsors again was immensely positive.

Priscilla Vu, who spent the summer working with Dr. Lee at 
UCLA summarizes her experience: “I was fi nally able to connect 
my basic fi rst-year medical education, which didn’t include 
pathology, to a real patient and see an actual treatment option 
that was so minimally invasive.” 

The opportunity for students to distinctly apply their science 
education to the care of the patient is powerful, reaffi rming 
the core meaning of their studies. She states that, “this was so 
valuable because I became more motivated to study textbook 
knowledge during my second year, imagining all the patients I 
could one day apply my knowledge to. Most importantly, I saw 
how innovative and creative medicine could be.”

The experience at Bard PV prompted Anand Parikh to state that 
“working in industry and seeing the other side of medical 
devices was an invaluable experience. It will aid me a lot in 
my career as I now am able to appreciate what goes behind 
the development of medical devices and it certainly will play 
a factor in the type of clinician I will be in the future.”

The embedded experience clearly allows students to get a 
much more realistic and exciting perspective on what it means 
to practice IR. Ryne Dougherty, who spent the summer with 
Dr. Cressman, indicated that his exposure prior to his summer 
internship had consisted only of shadowing. With this program, 
he got an intense exposure to the procedural elements of IR, 
and stated, “This experience has deepened my commitment 
to interventional radiology as I can now confi dently say I truly 
enjoy the fi eld.”

As we look toward the future of interventional radiology, 
SIR Foundation continues to be committed to inspiring 
medical students about the innovation and patient care that 
interventional radiology offers as a career. So much of our future 
depends on the commitment of young IRs to investigation and 
discovery. This year we expect to continue to grow the program, 
with increasing enthusiasm shown both by industry partners 
and by our interventional radiologist scientists in mentoring our 
future leaders. 

IRS-IN-TRAINING COLUMN
by Laura Findeiss, MD, FSIR
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IRS-IN-TRAINING COLUMN
by Dave Tabriz, MD

Starting Research Early: 
Other Opportunities

T he spirit of interventional radiology has always 
been in creating and refi ning minimally invasive 
treatments, driven by novel technique and device 
developments. Starting with the pioneering efforts 

of early innovators like Charles T. Dotter, MD, and Julio 
Palmaz, MD, FSIR (amongst many others), it doesn’t take 
more than a stroll down an interventional suite supply closet 
or the Annual Scientifi c Meeting Technical Exhibit Hall to see 
that the innovation ingrained in IR continues to this day. 

Device design and technique development naturally require 
translational research, usually animal studies. However, health 
care focus shifts toward comparative effectiveness, quality 
metrics and patient outcomes, additional emphasis is needed 
on true basic science and clinical research in IR.

Whether it is basic science, translational or clinical, robust 
research remains a necessity as interventional radiology 
grows and proves its value in the modern health care 
landscape. Early research experience at the medical student, 
resident or fellow level allows the trainee to learn about a 
focused IR topic and how to prove how IR therapies are 
improving patient care. Starting early lets a trainee explore 
multiple areas of IR research that he or she may want to 
focus on and learn from different mentors who have been 
through the process.

How does a trainee get involved in IR research early? One 
option for medical students is the yearlong NIH Medical 
Research Scholars Program (formerly the Clinical Research 
Training Program [CRTP] and HHMI-NIH Research Scholars 
Program, which have merged) and the SIR Foundation 
Medical Student Summer Internship program. I was lucky 
enough to participate in the CRTP program between my 
third and fourth year of medical school. Having a year to 
conduct dedicated research under Bradford Wood, MD, and 
Karun Sharma, MD, PhD, at the NIH Center for Interventional 
Oncology was an amazing experience. In one short year, 
I gained experience with complex fl ow analysis during 
embolization procedures, fusion-image guided procedures, 
and catheter device design and development. The SIR 
Foundation Medical Student Summer Internship, a relatively 
new opportunity, has already awarded seven students grants 
in its short history. Both are phenomenal opportunities to 
begin IR research early in one’s career. 

For residents, research grants for projects, while competitive, 
are available and worth the effort. Alternatively, fi nding a 
local mentor at your home institution or state by sending 
emails or using the free SIR mentor search feature can help 
fi nd a nearby research mentor. Also, the rapidly growing SIR 
Resident and Fellow Section (RFS) is an easy way to network 
with trainees at similar stages in training. Want to learn from 
other medical students, residents or fellows? The RFS Web 
site (http://rfs.SIRweb.org) is an easy way to connect with 
other trainees at sim ilar stages in training. 

Whether it is basic science, translational 
or clinical, robust research remains a 
necessity as interventional radiology 
grows and proves its value in the modern 
health care landscape.
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Introducing “Tips and Tricks”

C ompleting a diffi cult case often requires using 
common tools in innovative ways. I have learned 
a number of techniques independently from 
partners and teachers that frequently make 

potentially diffi cult situations a lot easier. This new column 
will serve as a venue for our readers to share their best 
proven tips that they’ve learned over the years.  

In starting this column, I spoke with Aubrey Pasterant, MD, 
FSIR, former long-time coordinator of the popular SIR Annual 
Scientifi c Meeting Pearls Workshop, which offers the same 
kind of valuable information. His insight and suggestions 
were greatly appreciated.  

Here are a few “Tips and Tricks” that have saved me time, 
effort and radiation. 

• Finding the obscure IMA is made easier with a quick and 
forceful 12 cc injection through an endhole catheter at L3 
in the 30 degree LPO projection.

• A 4 Fr. 40 cm angled catheter placed coaxially through 
your biliary access catheter improves tensile strength and 
directional control when crossing tight strictures.

• A manual blood pressure cuff on the upper arm briefl y 
infl ated between arterial and systolic pressure helps 
refl ux across and visualize the anastamosis in a native 
arteriovenous fi stula at the wrist or forearm.

I hope these are helpful to you in your practice and encourage 
all IRQ readers to share your ideas for upcoming editions of 
this column. Please email me at j1barker@nch.org with your 
own best “Tips and Tricks.” 

TIPS AND TRICKS
by Jonathan Barker, MD
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IR Fellowship Program 
Founded in Israel

Gabriel Bartal MD, FCIRSE, FSIR, Head of ILSIR, and 
Eli Atar, MD, FSIR, Secretary of ILSIR

E stablished 10 years ago, the Israeli Society of 
Interventional Radiology (ILSIR) consists of more 
than 55 active members who practice in all fi elds 
of IR. We have 21 recognized IR units all over 

Israel. About a third of ILSIR members are fellowship 
trained in the United States, Canada or the United Kingdom. 
Unfortunately, most of the units are a one-person show—a 
disparity that has limited the development of IR in Israel. 
We are seeking ways to attract more young radiologists into 
our great specialty; the foundation of a fellowship program 
is clearly one of the milestones of progress. 

In order to raise the level 
of interventional radiology 
as well as to increase the 
number of certifi ed IR 
fellows in Israel, we have 
built a fellowship program, 
structured in accordance 
with the recently ratifi ed SIR 
Fellowship program, with 
the active help of John A. 
Kaufman, MD, MS, FSIR. 

We designed the fellowship in 
a way that ensures complete 

coverage of state-of-the-art imaging with vascular and 
nonvascular interventions. Our goal is to make sure that IRs 
will dominate in all fi elds of image-guided interventions as 
the most competent professionals. Following an approval 
by the Israeli Radiological Association, we presented the 
program to the Committee of Medical Internship of the 
Isra eli Medical Association (IMA). IMA recently ratifi ed a 
one-year program in medical centres with clearly defi ned 
active and comprehensive IR services.

We will strive to implement the IR fellowship program in 
as many hospitals as possible in Israel and look forward to 
active cooperation with SIR.

How SIR 2013 Scholarship 
Impacted My Practice
Anas Ismail, MBBS, FMCR, Nigeria

Last year, SIR asked the participants in the 2013 International 
Scholarship Program to describe their experience attending the 
SIR Annual Scientifi c Meeting and how it had impacted their 
practice of IR. 

My presence at the SIR 2013 Annual Scientifi c Meeting in New 
Orleans provided me with a good opportunity to interact with 
young fellows and world leaders in the practice of interventional 
radiology. I also interacted with some Nigerians who are practicing 
in the United States, who later came to Nigeria and have already 
started helping my institution develop its interventional radiology 
practice. I especially thank Dr. Adewumi Amole for donating lots 
of angiography consumables (catheters guide wires angioplasty 
balloons and embolisation particles) to our institution. 

Additional impacts:

1. I have educated clinicians in our hospital about the 
availability of IR services in our hospital, which have yielded 
much interest in my unit. Although I am still doing a lot of 
diagnostic work, I have noticed a remarkable increase in 
requests for ultrasound-guided interventions.

2. I have also trained my fellow colleagues in performing 
angiographic procedures and percutaneous nephrostomy.

3. I now have little problem with antegrade femoral punctures, 
thanks to advice I received from experts in the course of 
personal interactions during SIR 2013.

4. I have successfully started vacal fi lters and have successfully 
conducted several intra-arterial pulmonary thrombolyses in 
patients with pulmonary thromboembolism.

5. I have maintained a close relationship with other scholars; we  
have at times exchanged ideas in solving clinical problems.

6. I am currently making contact with other IRs in Africa to form 
a strong African network, which will help grow the theory and 
practice of IR in Africa.

The knowledge and skill acquired at SIR 2013 have 
empowered me to make a series of presentations in many 
medical conferences in Nigeria. I thank the scholarship award 
committee and the corporate supporters of the program for the 
opportunity given to me (as a beginner), to further the practice of 
interventional radiology in Nigeria. 

INTERNATIONAL IR COLUMN
by Brian F. Stainken, MD, FSIR

We are seeking ways 
to attract more young 
radiologists into 
our great specialty; 
the foundation of a 
fellowship program 
is clearly one of 
the milestones of 
progress. 

creo




36  IR QUARTERLY   |   WINTER 201436  IR QUARTERLY   |   WINTER 2014

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.

Pulmonary Artery Denervation to Treat 
Pulmonary Arterial Hypertension: The 
Single-center, Prospective, First-in-man 
PADN-1 Study (First-in-man Pulmonary 
Artery Denervation for Treatment of 
Pulmonary Artery Hypertension).

J Am Coll Cardiol. 2013 Sep 17;62(12):1092-100. doi: 10.1016/j.
jacc.2013.05.075. Epub 2013 Jul 10.

Chen SL, Zhang FF, Xu J, Xie DJ, Zhou L, Nguyen T, Stone GW.

OBJECTIVES: This study was designed to test the safety 
and efficacy of pulmonary artery (PA) denervation (PADN) 
for patients with idiopathic PA hypertension (IPAH) not 
responding optimally to medical therapy.

BACKGROUND: Baroreceptors and sympathetic nerve 
fibers are localized in or near the bifurcation area of the 
main PA. We previously demonstrated that PADN completely 
abolished the experimentally elevated PA pressure responses 
to occlusion of the left interlobar PA.

METHODS: Of a total of 21 patients with IPAH, 13 patients 
received the PADN procedure, and the other 8 patients 
who refused the PADN procedure were assigned to the 
control group. PADN was performed at the bifurcation 
of the main PA, and at the ostial right and left PA. Serial 
echocardiography, right heart catheterization, and a 6-min 
walk test (6MWT) were performed. The primary endpoints 
were the change of PA pressure (PAP), tricuspid excursion 
(Tei) index, and 6MWT at 3 months follow-up.

RESULTS: Compared with the control group, at 3 months 
follow-up, the patients who underwent the PADN procedure 
showed significant reduction of mean PAP (from 55 ± 
5 mm Hg to 36 ± 5 mm Hg, p < 0.01) and significant 
improvement of the 6MWT (from 324 ± 21 m to 491 ± 38 
m, p < 0.006) and of the Tei index (from 0.7 ± 0.04 to 0.50 
± 0.04, p < 0.001).

CONCLUSIONS: We report for the first time the effect of 
PADN on functional capacity and hemodynamics in patients 
with IPAH not responding optimally to medical therapy. 

Further randomized study is required to confirm the efficacy 
of PADN. (First-in-Man Pulmonary Artery Denervation for 
Treatment of Pulmonary Artery Hypertension [PADN-1] 
study; chiCTR-ONC-12002085).

Safety of Ultrasound-guided 
Thoracentesis in Patients With 
Abnormal Preprocedural Coagulation 
Parameters.

Chest. 2013 Aug;144(2):456-63. doi: 10.1378/chest.12-2374.

Hibbert RM, Atwell TD, Lekah A, Patel MD, Carter RE, 
McDonald JS, Rabatin JT.

BACKGROUND: Despite a low incidence of hemorrhagic 
complications following thoracentesis, correction or 
attempted correction of abnormal preprocedural coagulation 
parameters is still commonly performed. We aimed to assess 
hemorrhagic complications following ultrasound-guided 
thoracentesis in patients with abnormal preprocedural 
coagulation parameters.

METHODS: We analyzed 1,009 ultrasound-guided 
thoracenteses performed between January 2005 and 
September 2011 on patients with international normalized 
ratio (INR) > 1.6, serum platelet values < 50 × 109/L, or 
both. Procedures were divided into two groups: those in 
whom abnormal preprocedural coagulation parameters were 
not corrected before the thoracentesis (group 1) and a second 
group in which patients received a transfusion of platelets 
or fresh frozen plasma prior to thoracentesis (group 2). All 
procedures were evaluated for hemorrhagic complications 
as defined by the National Institutes of Health Common 
Terminology Criteria for Adverse Events.

RESULTS: A total of 1,009 ultrasound-guided thoracenteses 
were included in our study, consisting of 706 procedures in 
538 patients in group 1 and 303 procedures in 235 patients 
in group 2. There were four hemorrhagic complications out 
of 1,009 procedures (0.40%; 95% CI, 0.15%-1.02%): zero in 
group 1 (0 of 706 or 0.0%; 95% CI, 0%-0.68%) and four in 
group 2 (four of 303 or 1.32%; 95% CI, 0.51%-3.36%).

CONCLUSIONS: Hemorrhagic complications are infrequent 
after ultrasound-guided thoracentesis, and attempting 
to correct an abnormal INR or platelet level before the 
procedure is unlikely to confer any benefit. We consider 
the procedure safe in patients with abnormal preprocedural 
parameters when performed by expert personnel.

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

Endovascular Repair of Type B  
Aortic Dissection: Long-term  
Results of the Randomized 
Investigation of Stent Grafts  
in Aortic Dissection Trial.
Circ Cardiovasc Interv. 2013 Aug;6(4):407-16. doi: 10.1161/
CIRCINTERVENTIONS.113.000463. Epub 2013 Aug 6.

Nienaber CA, Kische S, Rousseau H, Eggebrecht H, 
Rehders TC, Kundt G, Glass A, Scheinert D, Czerny M, 
Kleinfeldt T, Zipfel B, Labrousse L, Fattori R, Ince H; 
INSTEAD-XL trial.

BACKGROUND: Thoracic endovascular aortic repair 
(TEVAR) represents a therapeutic concept for type B aortic 
dissection. Long-term outcomes and morphology after TEVAR 
for uncomplicated dissection are unknown.

METHODS AND RESULTS: A total of 140 patients with 
stable type B aortic dissection previously randomized to 
optimal medical treatment and TEVAR (n=72) versus 
optimal medical treatment alone (n=68) were analyzed 
retrospectively for aorta-specific, all-cause outcomes, and 
disease progression using landmark statistical analysis of 
years 2 to 5 after index procedure. Cox regression was used 
to compare outcomes between groups; all analyses are based 
on intention to treat. The risk of all-cause mortality (11.1% 
versus 19.3%; P=0.13), aorta-specific mortality (6.9% 
versus 19.3%; P=0.04), and progression (27.0% versus 
46.1%; P=0.04) after 5 years was lower with TEVAR than 
with optimal medical treatment alone. Landmark analysis 
suggested a benefit of TEVAR for all end points between 2 
and 5 years; for example, for all-cause mortality (0% versus 
16.9%; P=0.0003), aorta-specific mortality (0% versus 
16.9%; P=0.0005), and for progression (4.1% versus 
28.1%; P=0.004); Landmarking at 1 year and 1 month 
revealed consistent findings. Both improved survival and less 
progression of disease at 5 years after elective TEVAR were 
associated with stent graft induced false lumen thrombosis in 
90.6% of cases (P<0.0001).

CONCLUSIONS: In this study of survivors of type B aortic 
dissection, TEVAR in addition to optimal medical treatment 
is associated with improved 5-year aorta-specific survival and 
delayed disease progression. In stable type B dissection with 
suitable anatomy, preemptive TEVAR should be considered to 
improve late outcome.

Long-term Outcomes Following Tumor 
Ablation for Treatment of Bilateral 
Colorectal Liver Metastases.
JAMA Surg. 2013 Jul;148(7):597-601. doi: 10.1001/
jamasurg.2013.1431.

Karanicolas PJ, Jarnagin WR, Gonen M, Tuorto S, Allen PJ, 
DeMatteo RP, D’Angelica MI, Fong Y.

IMPORTANCE: Ablative therapies extend the capability of 
delivering potentially curative treatment for bilateral hepatic 
colorectal metastases.

OBJECTIVE: To compare the long-term effectiveness of 
ablation with that of resection in patients with bilateral 
hepatic colorectal metastases.

DESIGN: Review of a prospective database of 2123  
operative cases of hepatic colorectal metastases.

SETTING: A large institution with expertise in ablation  
and resection.

PATIENTS: Patients with bilateral colorectal liver metastases 
undergoing operation with a curative intent. A total of 141 
patients had been treated with bilateral resection (BR) and 95 
had undergone ablation.

INTERVENTIONS: Radiofrequency or microwave ablation alone 
or in combination with resection (A/R) compared with BR.

MAIN OUTCOMES AND MEASURES: We compared 
tumor characteristics and operative and postoperative 
outcomes using 2 or Wilcoxon tests as appropriate and 
assessed overall survival differences between the 2 groups 
using the log-rank test.

RESULTS: During the study, 141 patients were treated 
with BR and 95 patients with A/R. The A/R group was a 
significantly poorer prognostic group than the BR group as 
judged by the Clinical Risk Score (P < .01). There was no 
difference in median operative time (A/R: 280 minutes,  
BR: 282 minutes; P = .52), but a lower blood loss  
(A/R: 300 mL, BR: 500 mL; P < .01) and a shorter length 
of stay (A/R: 7 days, BR: 9 days; P < .01) was achieved in 
the A/R group. Long-term outcome was not significantly 
different between the groups (5-year overall survival,  
A/R: 56%, BR: 49%; P = .16).

CONCLUSIONS AND RELEVANCE: Treatment of 
bilateral, multiple hepatic metastases with combined 
resection and ablation was associated with improved 
perioperative outcomes without compromising long-term 
survival compared with bilateral resection. Ablative therapies 
extend the capability of delivering potentially curative 
treatment for bilateral hepatic colorectal metastases. 
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Keep Your 
Prose Clean
by ziv j haskal, md, fsir

A
s described throughout this issue 
of IRQ, the need for research 
and good published outcomes in 
IR has become more important 

than ever. In the rush to publicize 
fi ndings, though, it’s equally critical to 
ensure ethical conduct. Although most 
of us would never deliberately commit 
publishing misconduct (any more than 
we would knowingly commit any other 
breach of professional ethics), some 
may act unethically without knowing 
it—tarnishing their own reputation, that 
of the publishing journal and potentially 
even others’ perception of the fi eld. 

To avoid these pitfalls, a researcher and 
author is obliged to become familiar 
with the ethical boundaries to scientifi c 
publishing in all their many forms. This 
article explores some of the main forms 
of publishing misconduct, as described 
on the Elsevier Ethics in Research 
& Publication website, www.ethics.
elsevier.com.

DUPLICATE SUBMISSION describes 
the submission of a paper (or portions 
of a paper) that has been published 
elsewhere without disclosing the prior 
submission(s). Publishing the same 
study results in multiple resources can 
lead to inadvertent double-counting or 
inappropriate weighting of the results 
of that study, distorting the available 
evidence.

RESEARCH FRAUD is publishing 
invented or manipulated data 
or conclusions that were not 
generated by scientifi c process. Both 

fabrication—making up research 
data and results—and falsifi cation—
changing or omitting data or results, 
research materials, images, etc. such 
that the research is not accurately 
represented—are both serious forms 
of misconduct because they result 
in a scientifi c record that does not 
accurately refl ect observed truth. 

PLAGIARISM refers to an author’s 
deliberate use of another’s work without 
permission, credit or acknowledgment. 
Plagiarism can take the form of 
verbatim copying (in whole or in part), 
substantial copying, paraphrasing, or 
text recycling. Journals use many means 
to try to detect this. Self-plagiarism 
is another concern; it ranges from 
unacknowledged republication of an 
authors’s prior work—a major form 
of publishing misconduct—to copying 
only segments from prior self-authored 
papers. Even the latter is an issue, as 
that published earlier text is owned (by 
copyright) by its publisher. Authors are 
not free to simply repeat identical text, 
even in smaller forms.

AUTHORSHIP problems refer to 
deliberately misrepresenting a scientist’s 
relationship to the submitted work, 
which undermines confi dence in the 
reporting of the work itself. Criteria for 
authorship are important—meaningful 
contributions are essential, rather than 
“courtesy” or “collateral” authorship.

CONFLICT OF INTEREST represents a 
failure by an investigator, author, editor 
or reviewer to disclose a fi nancial or 

personal interest or belief that could 
affect his or her objectivity. Such confl icts 
can undermine the credibility of the 
research, its authors and the journal.

SALAMI SLICING is the “slicing” of 
research that would naturally fi t in in one 
manuscript into several different papers 
(i.e., the “least publishable unit.”) This 
infl ates the authors’ curricula vitae but 
can lead unsuspecting readers to believe 
that data presented in each article is 
derived from a different subject sample.

Quiz Yourself
Valuable information on all these 
forms of publishing misconduct, how 
to avoid them, and much more can 
be found on the Ethics in Research 
& Publication website offered by 
JVIR publisher Elsevier. Visit www.
ethics.elsevier.com to learn how to 
differentiate between scientifi c and 
publishing misconduct and what 
constitutes a breach of publishing 
ethics. The Publishing Ethics Resource 
Kit (PERK) and other tools also help 
you make sure you’re avoiding the 
potential problems outlined in this 
article. You can even take an ethics 
quiz and determine for yourself 
just how well you know your 
publishing ethics. 

Ziv J Haskal, MD, FSIR, is 
editor-in-chief of the 
Journal of Vascular and 
Interventional Radiology 
(JVIR).
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NEW FOR 2014
SIR combines the best of two premier learning

opportunities—Y-90/AU and  Y-90/Advanced—into a
new, three-day complete course designed with lectures,

panel discussions, case scenarios and hands-on
workshops on the treatment of hepatic malignancies.
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Attend the only educational 
opportunity dedicated to
Authorized User (AU) and advanced
practice Y-90 treatments.
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˘ SIR’s curriculum is the most comprehensive and

challenging radioembolization learning
experience available to IR practitioners and
trainees.

˘ Launch your Y-90 IO practice or add an exciting
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portion can help you strengthen and grow your
practice.

˘ Attended a previous Y-90 course? Hone your
techniques, learn about current algorithms and
outcomes, and benefit from the latest, state-of-
the-art Y-90 literature.

˘ Earn CME credits.

˘ Trainees may attend the complete course at
discounted rates.
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This program will be approved for self-assessment module (SAM) credit by the Society of Interventional Radiology
(SIR). SIR is awarded Deemed Status by the American Board of Radiology (ABR). The SAMs offered at this live
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 À What’s new in 2014, common IR  
 procedural coding and helpful FAQs

 À Coding updates critical to physicians,  
 administrators and coders

 À Expanded sections on 
 concurrent procedure codes

 À Category III codes
 À RS&I
 À Cervicocerebral arterial studies
 À Moderate sedation
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INTERVENTIONAL RADIOLOGY 
CODING UPDATE
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Cervicocerebral arterial studies

INTERVENTIONAL RADIOLOGY
CODING UPDATE

FORMAT IS 
SEARCHABLE 

PDF

SIR MEMBER PRICE: FREE
NONMEMBER PRICE: $ 299.00  
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