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P R E S I D E N T ’ S  C O L U M N
Alan H. Matsumoto, MD, FSIR

R-E-S-P-E-C-T:  
It’s better for patient care

S everal years ago, someone gave me a two-part article 
by Leape et al. on a culture of respect (1,2). Perhaps 
the articles were for my interest or directed specifically 
to me. Who knows, but the message conveyed in 

the articles did resonate with me. Upon reading the articles, I 
realized that I could have been a better mentor and colleague and 
contributed more to the creation of a culture of respect. I have also 
come to recognize that the actions and interactions of physicians 
can either empower or disrupt teamwork and collaboration. 
Unfortunately, we physicians can become so focused on our own 
anxieties, frustrations and insecurities, and be so influenced by 
our individual narcissistic tendencies, that we fail to remember the 
common courtesy of treating members of our team with dignity 
and respect. 

Dr. Leape, a professor of health policy at the Harvard School 
of Public Health, and his co-authors outlined numerous acts of 
disrespect that, unfortunately, may be accepted as a way of life 
in medicine. They showed how these acts can result in harm to 
patients. “A substantial barrier to progress in patient safety is 
a dysfunctional culture rooted in widespread disrespect,” they 
explained. “Disrespect is a threat to patient safety because it 
inhibits collegiality and cooperation essential to teamwork, 
cuts off communication, undermines morale, and inhibits 
compliance with and implementation of new practices.” They 
also state that “a single physician can poison the atmosphere” 
through disruptive and dismissive behavior, humiliating 
or intimidating colleagues or staff in front of others, not 
acknowledging personal boundaries, outbursts of anger, lack of 
cooperation, demonstrating an unwillingness to compromise, 
or insensitive comments about gender, race, appearances, or 
socioeconomic or educational status. 

The leadership of any team or organization sets the cultural 
tone in the workplace environment. Physicians, as leaders, 
should hold themselves to the highest bar of professional 
conduct—demonstrating positive interactions and respectful 
behavior—and serve as role models who inspire and motivate 
others. We should be the drivers of collaborations and team-
oriented efforts that value every member of the patient 
care team. Each member of the team, no matter how large 
or small their perceived role may be, wants to contribute 
to patient care and, in doing so, desires and deserves to be 

treated with respect. Indeed, many of us have experienced 
disruptive and disrespectful behaviors during our training or 
in our workplace and have witnessed the resultant tensions, 
dissatisfaction, absence of teamwork and reduced quality of 
patient care. 

There are many tactics to help establish better interpersonal 
communications, more trust and a culture of respect: educating 
physicians and staff on appropriate behaviors; identifying those 
individuals who may need constructive feedback via personal 
conversations, annual performance evaluations, or specific 
counseling and training; holding individuals accountable for 
their actions and interactions; and developing team-building 
sessions (often with help from a professional facilitator). 

Creating programs that recognize the efforts of team members 
also helps to develop mutual respect. Additionally, encouraging 
and celebrating diversity of thought, gender and ethnicity 
are critical to establishing a positive and innovative working 
environment (see article on page 14 by Drs. Englander and 
Singh). Ultimately, the goal is to have a supportive and respectful 
atmosphere that is based on trust and respect in an effort to 
reduce medical errors, optimize patient care and enhance the 
professional gratification of all health care providers.

I encourage all of you to read these two articles and then 
take time to self-reflect. I wish I had been given advice on 
this simple but critical message or had access to these 
articles earlier in my career. Use the articles as a springboard 
and coaching mechanism to drive the creation of a culture 
of respect in your workplace. Your patients and colleagues 
will benefit from your leadership and your personal and 
professional gratification will also likely increase. 

References
1. Leape LL, et al. Perspective: A culture of respect, part 1: The 

nature and causes of disrespectful behavior by physicians. 
Academic Medicine 2012; 87: 845–852.

2. Leape LL, et al. Perspective: A culture of respect, part 2: 
Creating a culture of respect. Academic Medicine 2012; 87: 
853–858.
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E X E C U T I V E  D I R E C T O R ’ S  C O L U M N
by Susan E. Sedory Holzer, MA, CAE

Go out and get busy
“Inaction breeds doubt and fear. Action breeds confidence and 
courage. If you want to conquer fear, do not sit home and think about 
it. Go out and get busy.”—Dale Carnegie 

I don’t think anyone could say that IR has ever been 
equated with inaction: Consider the successive 
innovations that have propelled IR through the decades; 
the spectrum of disease states and patient populations 

in which IR has established new standards of care; the constant 
advocacy required to ensure fair reimbursement for and patient 
access to IR care; the generation of evidence and guidelines 
validating what we do; the enthusiasm and drive with which 
training programs are ensuring IR residencies will be ready to 
begin dual certification by 2020. 

Collectively, these actions have poised IR for success in this new 
era of accountable care, where better patient outcomes, cost-
effective options, advanced image training and innovative thinking 
is the powerful story patients, payers and trainees want to hear. 

So how do we keep moving forward confidently in this new but 
very much uncertain era? 

In the words of Dale Carnegie, by going out and getting busy. 

First stop, CMS. Now that the flawed SGR formula has been 
repealed through the MACRA legislation, the question remains 
if we’ve merely swapped the fear of a massive annual cut to 
physician reimbursement with greater uncertainty around 
what’s next. SIR is not just sitting at home and waiting to see 
what will happen. On Aug. 24, SIR Past President James B. 
Spies, MD, MPH, FSIR; SIR Foundation Quality and Outcomes 
Division Chair Jeremy Durack, MD; SIR Health, Policy and 
Economics Adviser Donald F. Denny Jr., MD, FSIR; and I met 
with representatives from CMS. We educated them on our 
rise to a primary specialty and demonstrated how today’s 
IRs improve quality and deliver value in health care while also 
being a force for innovation and provider of comprehensive 
patient care. We discussed the society’s ambitious programs 
in quality and outcomes measurement, clinical registries and 
automated data collection. 

And we listened. The CMS representatives shared their thoughts 
on how IR can best serve Medicare patients and what SIR needs 
to do to share our story with other legislative influencers. The 
success of our meeting was evident on both sides.

Second stop, training programs. Transitioning IR from a 
fellowship-based specialty to a primary residency is indeed a 
test of our mettle—and perhaps the toughest mile is the last 
one: ensuring that IR and DR training programs make the 
evolution. Yes, there has been hard work getting us through 
the administrative and regulatory obstacles. But I see IR 
moving confidently and successfully toward that finish line 
thanks to the manner in which all of IR is talking about and 
helping each other. For example, 

 • Three early applicants shared their experience with a 
virtually packed house webinar. 

 • By month’s end, more than 30 programs submitted their 
application to ACGME in time for the September deadline. 

 • Assuming successful reviews, as many as one-third of IR 
programs will be ready to match applicants a full year before 
the first opportunity in 2017. 

That’s what I call confidence. 

Next stop? In reality, there 
isn’t room in this column 
to talk in depth about all 
the ways SIR and you, our 
members, are busy every 
day advancing IR. If you 
follow the SIR Connect 
Open Forum, you see the 
daily engagement of the IR community coming together to 
discuss solutions to common questions. I also suspect that 
many of you who completed our recent Member Survey 
and were asked to rate the importance of our varied various 
programs and activities found yourselves saying, “Wow, I 
didn’t realize SIR did that for IR.” 

In each of these cases—just as in every patient, 
administrative or peer encounter you have every day—telling 
the story of IR and the work SIR is doing is an important part 
of the process. I am confident IR is poised for success and 
will always ensure that SIR is the multiplier behind what we 
can get done when we go out and get busy together.  

Telling the story 
of IR and the work 
SIR is doing is an 
important part of 
the process. 
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R E L A T E D  R E S O U R C E S

SIR meets with CMS to 
highlight IR’s role in delivering 
quality and value
On Aug. 24, SIR members James B. Spies, MD, MPH, FSIR, Jeremy C. 
Durack, MD, MS, FSIR, and Donald F. Denny Jr., MD, FSIR, and SIR Executive 
Director Susan E. Sedory Holzer, MA, CAE, met with Centers for Medicare 
and Medicaid Services (CMS) officials to explain how IRs provide services 
to Medicare beneficiaries and how SIR has worked to ensure quality patient 
outcomes and delivering value. 

“Telling the story of IR and the work we are doing in providing evidence-
based care is an important part of the process and, likewise, we appreciated 
hearing CMS’s ideas on how IR can be a multiplier in care coordination and 
care appropriateness, “ noted Dr. Denny, councilor, SIR Health Policy and 
Economics Division. 

For 2016, the SIR Foundation Quality and Outcomes Division has five new 
national measures under consideration, and has submitted 22 for 2017 
consideration. Also, the new national IR clinical quality data registry will be 
launching in the fall, further bolstering the work that SIR and SIR Foundation 
have implemented in quality and providing value.

Clinical practice case studies: 
Showing the power of image- 
guided therapies
SIR President Alan H. Matsumoto, MD, FSIR, recently explained in a video  
(bit.ly/1Q3JJmv) how the society is working with the American College of 
Radiology to showcase the limitless potential of interventional radiology via a 
series of Imaging 3.0 case studies. In another video (bit.ly/1OjigiD), Philip S. Cook, 
MD, FSIR, chair of the ACR Commission on Interventional and Cardiovascular 
Radiology, explains how the case studies may assist members in surviving and 
thriving as longitudinal care clinicians. The case studies provide information about 
the importance of establishing a clinical practice and raise awareness about the vital 
role of IR in patient care within the larger radiology community. 

bit.ly/1O3D2iU

Announcing 
JVIR Beacon 
The Journal of Vascular and Interventional 
Radiology (JVIR) announces JVIR 
Beacon, a pilot program to disseminate 
IR knowledge and education to 
interventional physicians in areas of the 
world with limited resources and access 
to IR science. JVIR will make this access 
available via a limited number of free 
electronic one-year online subscriptions 
to the journal for qualified practitioners in 
third-world, lower-income countries.

bit.ly/1HVColJ
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IR UP FRONT    

Get your IR Residency 
questions answered with 
SIR webinar 
SIR recently held a valuable 
webinar on IR Residency 
implementation. To access 
presentations from the recent 
IR Residency Implementation 
Webinar, visit the IR Store to 
download it at no cost  
(bit.ly/1KlRLTv). This webinar 
addresses all aspects of the IR Residency application process—from 
local steps through site visit—and features a 30-minute Q&A period. 

 Listening posts
 @SIRspecialists

MT @MountSinaiIR: Historic day—
Completed ACGME site visit 4 new IR/
DR residency! @SIRRFS  
http://ow.ly/TpHKK 

RT @kevinmd: The NIH meets Kickstarter: DreamRCT is 
back for 2015 http://bit.ly/1k748g5  

MT @studentdoctor: Empathy make/break med career  via 
@adventuresinmed #interventionalradiology #patient_
driven http://ow.ly/TjgOU 

RT @MountSinaiIR: New plaque commemorating 
#IRad fellows! @SIRRFS   http://ow.ly/TdeBy  #agile 
#visiontoheal #confident

RT @Drshiloh: Can’t believe #ICD10 is finally here...are we 
ready? #irad #twittIR #agility

2015 Leadership 
Development Academy 
participants selected
The SIR 2015 Leadership Development Academy will take place on 
Nov. 12–13, 2015, in National Harbor, Maryland. The curriculum will 
focus on fundamental leadership, management and communication 
topics, as well as orient attendees to leadership in SIR. This dynamic 
leadership educational experience will provide participants with 
valuable information to assist them in inspiring and leading the future 
of IR. SIR congratulates the following members who have been 
selected to participate in the 2015 Leadership Development Academy:

Sean R. Dariushnia, MD 
Emory University

Adam Geronemus, MD 
Miami Cardiac & Vascular 
Institute

Stephen J. Hunt, MD, PhD 
University of Pennsylvania 
Medical Center

Alexander Y. Kim, MD 
Georgetown University Hospital

Charles Y. Kim, MD, FSIR 
Duke University Medical Center

Maureen Pearl Kohi, MD 
University of California, San 
Francisco

William B. Lea, MD 
Medical College of Wisconsin

Hesham H. Malik, MD 
UMass Memorial Medical Center

Kari Johanna Nelson, MD 
UC Irvine Medical Center

Isabel G. Newton, MD, PhD 
UCSD Health Sciences

Raj Pyne, MD 
Rochester Radiology Associates

Karun Sharma, MD, PhD 
Sheikh Zayed Institute for 
Pediatric Surgical Innovation

Collette Shaw, MD 
Thomas Jefferson University 
Hospital

Akhilesh K. Sista, MD 
Stanford University

David S. Wang, MD 
Stanford University School of 
Medicine

SIR partners with 
Medlantis
SIR is dedicated to providing lifelong opportunities for 
interventional radiologists and allied health partners. In a 
new partnership with Medlantis, founded by SIR member 
Kieran J. Murphy, MD, FSIR, Thieme Publishing and the 
Toronto University Health Network, SIR is poised to deliver 
a new venue for high-quality video lecture learning. Videos, 
derived from SIR educational events and other reputable 
sources, are packaged into learning modules along with 
radiology publications published by Thieme for a novel 
learning experience. As a partner, SIR members receive 
a free trial membership and a 50 percent discount on 
subscriptions. See the ad on page 11 for more information. 
This is another example of an SIR-navigated strategic 
collaboration to ensure that a wide array of educational 
formats is available to SIR members.
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IR UP FRONT    

SIR members 
defend PAD 
At a recent meeting of the 
Medicare Carrier Advisory 
Committee Evidence Panel, SIR 
members Sanjay Misra, MD, FSIR, 
Robert Lookstein, MD, FSIR, and 
Gerald A. Niedzwiecki, MD, FSIR, 
provided expert testimony on 
the current state of peripheral 
arterial disease (PAD) diagnosis 
and treatments. SIR thanks them 
for helping the society ensure 
that CMS continues to provide 
coverage for PAD patients.

Fellows application online
Election as a Fellow is one of 
SIR’s most distinguished honors 
and is the direct result of peer 
recognition. The deadline 
for SIR Fellows applications 
(and accompanying letters of 
recommendation) is Dec. 31. 
SIR Fellows are members who 
have demonstrated excellence in 
interventional radiology by virtue 
of research and published works, 

teaching and leadership within the field and SIR. Learn more at bit.ly/1JeI9bs and 
be honored at the Fellows Dinner at SIR 2016 in Vancouver, B.C., Canada. Read the 
full Fellowship Criteria Policy at bit.ly/1V0nCn4. 

Do you know an active or corresponding members you believe to be worthy of this 
distinction? Complete the SIR Fellowship Nomination/Recommendation Form at  
bit.ly/1NBjqnX by the Dec. 31 deadline. If you are not currently a Fellow but would like 
to apply, complete the online Fellowship Application.
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IR UP FRONT    

Allied Scientist Grant 
Lauren Jablonowski, PhD—Drexel University 
Stealth drug-loaded ultrasound contrast agent for ultrasound-
triggered treatment of hepatocellular carcinoma

SIR Foundation’s  
Cost-effectiveness Grant 
Sandeep Bagla, MD—Inova Alexandria Hospital
Cost comparison study of transurethral resection of the 
prostate (TURP) and prostatic artery embolization (PAE) in 
patients with BPH

Anil K. Pillai, MD—University of Texas Southwestern  
Medical Center 
Improving quality of care for patients with percutaneous 
nephrostomy through a dedicated interventional radiology 
driven follow-up program

Ammar Sarwar, MD—Beth Israel Deaconess Medical Center, 
Inc., Boston
Investigation of causes and rates of readmission after common 
interventional radiology procedures 

Minzhi Xing, MD—University of Pittsburgh
Interventional radiology-based multidisciplinary management 
versus endoscopic management of malignant biliary obstruction: 
A comparative and cost-effectiveness population study

Pilot Research Grant Supported by  
C.R. BARD
Waleed Brinjikji, MD—Mayo Clinic
Hemodynamic characteristics associated with growth and 
rupture of intracranial aneurysms

Stephen J. Hunt, MD, PhD—University of Pennsylvania 
Combination therapy with anti-vascular ultrasound and anti-PD-1 
checkpoint inhibition for hepatocellular carcinoma

Amine Korchi, MD—Centre Hospitalier de l’Université de Montréal
Role of neoangiogenesis and inflammation in the genesis of 
osteoarthritis: Validation in a canine model 

Gregory Nadolski, MD—University of Pennsylvania
Reduction of HCC oxygen tension following transarterial 
embolization activates the metabolic stress response to 
promote tumor survival

Jonathan Park, MD—Ronald Reagan UCLA Medical Center
Immunomodulatory effects of liver tumor ablation techniques

Yaoping Shi, MD, PhD—University of Washington
Intra-esophageal MRI-guided/radiofrequency heat-enhanced 
gene therapy of in-stent neoplastic stricture

Etay Ziv, MD, PhD—Memorial Sloan-Kettering Cancer Center 
Genetic determinants underlying tumor sensitivity and 
resistance to non-HCC embolization

Mubin I. Syed, MD—Dayton Interventional Radiology, Ohio 
Gastric artery embolization trial for lessening appetite 
nonsurgically (GET LEAN)

Radiology Resident Research Grant
Joong Chul Yoon, MD—McGill University Health Centre 
Superior hypogastric nerve block for post-uterine artery 
embolization pain management: Randomized, prospective, 
double-blinded study

Jessica K. Stewart, MD—Duke University Hospital
Creation of an extraluminal subcutaneous arterial bypass graft 
using percutaneous methods: Feasibility study in a porcine model

Bashir A. Tafti, MD—Ronald Reagan UCLA Medical Center 
Efficacy of ECG-gated irreversible electroporation (IRE) in 
ablating hepatic tumors

Dr. and Mrs. W.C. Culp Student 
Research Grant
Eric J. Keller—Northwestern University Feinberg  
School of Medicine 
Money, morals and patient care: The case of symptomatic  
uterine fibroids

Andrew Kuei—Ronald Reagan UCLA Medical Center 
TIPS-related hepatic encephalopathy: Does stent size  
really matter?

Travis Ladner—Vanderbilt University Medical Center
Using RNA interference to prevent cerebral vasospasm after 
subarachnoid hemorrhage: Improving vessel relaxation through 
heat shock protein 20 upregulation 

Brian Ng—University of Texas Medical School
Phase I dose escalation study of electrochemotheraphy in the 
treatment of locally advanced unresectable pancreatic ductal 
adenocarcinoma 

R E L A T E D  R E S O U R C E S

SIR Foundation congratulates the 
2015 grant recipients

A special thanks to the hundreds of donors  
who make these grants possible by giving a 

generous donation. 

sirfoundation.org/donate

sirfoundation.org/grants-awards/
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IR UP FRONT    

Compelling 
Conversations—We want 
to hear from you

The increasingly popular 
Compelling Conversations 
series returns for SIR’s 2016 
Annual Scientific Meeting. 

Compelling Conversations is a series of informal discussions on 
a range of IR topics led by subject experts. The conversations, 
which take place at SIR Central in the Expo, are small informal, 
engaging and inspiring sessions. Each lasts 30–60 minutes, with 
open-door attendance. 

As we gear up for SIR 2016, we want to hear from you! 
What topics would you like to see as part of the Compelling 
Conversation Series? Is there a specific topic you would 
like to discuss with your colleagues? Or, perhaps there is a 
conversation that you would be eager to lead?

Please send your suggestions to the society at  
ahunter@sirweb.org. 
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2015 Calendar
  sirmeeting.org:

Details on the SIR Annual Scientific Meeting

  bit.ly/1LmgtHB:

Details on other SIR educational opportunities

  sirfoundation.org: Details on SIR 
Foundation grants and awards
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 27 28 29 30 31

October 
National Liver Awareness Month 

October 1 
ICD-10 compliance begins (members.
sirweb. org/members/coding/icd-10.cfm) 

SIR 2016 registration opens 

October 3 
SIR volunteer program application  
process closes 

October 6
SIR 2016 Annual Scientific Meeting  
abstract deadline (5 p.m. EDT) 

October 9
SIR call for nominations deadline

October 20 
World Osteoporosis Day 

October 22–24 
Lower Extremity Arterial 
RevascularizatioN (LEARN), Orlando, Fla. 

October 23
SIR International Scholarship Program 
applications due; bit.ly/1JeIMBK

November 
Lung Cancer Awareness Month 

November 8 
International Day of Radiology 

November 15
SIR Foundation Research 
Awards applications due 

November 20 
SIR committee appointment notification

December 31
Last day to give a tax-deductible gift to 
support IR research

SIR Fellowship application deadline

Vancouver, BC, Cananda Orlando, Fla.
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F E A T U R E

The importance of 
embracing diversity in IR
By Meridith Englander, MD, and Harjit Singh, MD, FSIR

I
n the workplace of the future, 
according to some experts, how you 
think will be more important to an 
organization’s success than what you 

think (“Why ‘thought diversity’ is the 
future of the workplace.” businessinsider.
com). For example, diversity of thought 
will be key—fostering innovative problem 
solving and avoiding “groupthink” 
(in which a group of people strive for 
conformity to a degree that results 
in dysfunctional decision-making). It 
shouldn’t be surprising that thought 
diversity hinges on having a diverse 
population—a concept that should 
certainly be embraced within our specialty. 
After all, how can we claim to be the most 
innovative specialty in medicine today 
without embracing the most fundamental 
rule of innovation?

Why now?
Diversity itself incorporates a wide range 
of categories: gender, race, socioeconomic 
status and many other characteristics. 
However, some of those categories, 
such as women and minorities, are 
distinctly underrepresented in IR. While 
interventional radiology has the largest 
number of fellowships in radiology, our 
specialty represents the least amount of 
gender or ethnic diversity when compared 
to gender and ethnic percentages of 
AAMC-certified medical schools, all 
ACGME-certified residencies and ACGME-
certified medical fellowships, and ACGME-
certified radiology fellowships. 

These numbers are disappointing. 
In several ways, IR is not benefiting 
from the contributions of a significant 

population. Practices fail to reap the 
benefits of a diverse workforce, while 
patients may not have the option to see 
an IR physician with whom they may 
feel more comfortable because of their 
gender or race. Medical students are 
denied role models and mentors. 

Studies show gender 
diversity’s value
In examining gender diversity, our 
business colleagues demonstrate that 
more women in IR will likely be good for 
the field. A 2007 Catalyst report shows 
that Fortune 500 companies with at 
least three female directors on the board 
outperform companies with the lowest 
representation of women. Financial 
outcome measures were significantly 
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greater in companies with demonstrated 
gender diversity at the board level. 

This trend held true across most industries, 
including health care. It follows that more 
women in IR will likely be good for the 
field. McKinsey found that companies with 
gender-diverse leadership demonstrate 
higher profits and greater return on equity. 
Although no direct causation was proven 
with these findings, they suggest that 
companies that invite more women to 
serve on their boards are also investing 
in improved company performance. At 
the medical practice and national societal 
levels, women in leadership roles will bring 
their unique perspective and style to 
effect positive change.

Researchers in Spain at the University 
of Castilla-La Mancha showed that 
gender-diverse teams at R&D technology 
companies were significantly more likely 
to develop radical innovations. They 
hypothesized that radical innovation 
requires, among other things, a high level 
of communication, coordination and 
mutual support among team members. 
This was enhanced through gender 
diversity. Other research has shown that 
including women on a team improves 
the soft management skills and decision-
making processes that leads to increased 
creativity and innovation. Creativity and 
innovation are hallmarks of interventional 
radiology. Would increasing our gender 
diversity lead to even more radical 
innovations in IR?

Patients value diversity
Patients also will benefit from more ethnic 
and gender diversity in IR. Recent studies 
have shown convincing evidence of the 
need for ethnic diversity within health care 
professionals to deliver high-value medical 
education, advancements in research and 
health care access to under-represented 
minorities (URMs)1. For example, 
physicians from URMs are more likely to 
work in URM communities. Further, URM 
patients perceive higher contentment with 
medical care received when the care is 
provided by URM physicians. 

Studies have also shown that women 
prefer female physicians for conditions 
that are perceived to be more intimate 
in nature. There are many interventions 
available for women’s health, including 
uterine artery embolization, ovarian 
vein embolization and varicose vein 
treatment. This could be an innovative 
marketing strategy for IR practices.

Health care tackles diversity
Gender and ethnic diversity is considered 
to be a key for long-term success in any 
organization or industry, making it an 
imperative in business and medicine 
today. In 1986, Congress established the 
Council on Graduate Medical Education 
(COGME) to assess physician workforce 
trends and training issues. In 1993 and 
again in 2005, the COGME reported on the 
advancement of goals to increase URMs 
in the medical profession. The reports 
emphasized that “increasing the number 
of URM physicians is an important step 
for improving health care for minorities 
and underserved populations” and that 
“more research is needed to evaluate 
obstacles or motivations for minority entry 
into primary care or specialty residency 
programs.” 

As a specialty, radiology has begun 
this process. In 2014, Chapman et 
al published a seminal article titled, 
“Current status of diversity by race, 
Hispanic ethnicity, and sex” in Radiology. 
Using data available from the American 
Medical Association, this article 
demonstrated a statistically significant 
difference between the percentage 
of women and under-represented 
minorities in the U.S. census population 
and all levels of training in radiology.

Our diagnostic radiology colleagues 
have already begun addressing diversity 
issues within radiology. In 2014, 
Lightfoote et al published a two-part 
article, “Improving diversity, inclusion, 
and representation in radiology and 
radiation oncology …,” which examined 
ways to improve diversity and inclusion 

within radiology, on behalf of the 
American College of Radiology. 

Other medical subspecialties are taking 
steps to increase the number of women 
in their ranks. Orthopedic surgery, 
neurosurgery and vascular surgery 
have published their goals for recruiting 
more URMs and women. Today, medical 
school populations are 50 percent 
female. To attract the best candidates to 
their specialties, academic institutions 
realize that they have to attract more 
women. Orthopedic surgery has 
developed a robust pipeline—a medical 
school summer training program 
geared to increase the number of 
competitive URM applicants, which has 
subsequently led to an increase in URMs 
entering the specialty. Vascular surgery 
has been successful; the percentage 
of women entering integrated 
vascular surgery residencies is almost 
double the percentage of women in 
vascular surgery fellowships. The IR 
Residency coming online represents an 
opportunity for us as well. 

Diversity in IR
A 2012 article in the Journal of Business 
Ethics emphasized that achieving 
sustainable diversity will only be 
possible when the workplace is inclusive, 
which leads to worker engagement, 
decreased turnover, improved 
recruitment and better decision-making. 
Doing more in interventional radiology 
to support underrepresented groups 
would markedly increase the innovation 
in thought at every level in the IR suite.

To effect this change, we must 
begin by understanding the arc of 
behavior that includes conscious bias, 
unconscious bias, microaggression 
and civility. We have many examples 
of conscious bias. It can be seen 

1  According to the U.S. Department of Health and Human Services, URMs are 
defined as “racial and ethnic populations who are underrepresented in a 
designated health profession discipline relative to the percentage of that racial 
or ethnic group in the total population.”

Background: Diversity  
& disparities

 Ethnic and gender 
diversity in interventional 
radiology fellowships. 
How do we compare?
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everywhere from the workplace to 
national conference settings.

At the same time, each one of us is 
subject to our unconscious bias—
attitudes or stereotypes that affect our 
understanding, actions and decisions 
in an unconscious manner, affecting 
our interactions with those around us. 
How many times, when working with a 
member of our own IR team, have we 
built the entire story of their lives in our 
heads, without getting to know them 
first? Whether we admit it or not, the 
stories in our head, the preconceived 
notions, can negatively impact how we 
function in that team setting. As the 
team leader, the IR physician must be in 
touch with his or her own biases. 

Most people believe they do not hold 
any biases. Research indicates that 
is simply not true. From the Kirwan 
Institute for the Study of Race and 
Ethnicity booklet on Unconscious Bias 
titled “State of the science: Implicit bias 
review 2014,” there are a few research-
proven truths. These include: 

1. Implicit biases are pervasive  
and robust. 

2. Everyone possesses them, even 
people with avowed commitments 
to impartiality. 

3. Implicit biases have real-world 
effects on behavior. 

4. Implicit biases are malleable; therefore 
they can be gradually unlearned. 

Key steps to overcoming our biases 
include understanding what bias is, 
identifying and addressing them, asking 
deep, uncomfortable questions and 
finally being patient with ourselves. 
Biases cannot be corrected overnight.

We most often express unconscious 
bias through “microaggression,” the 
”everyday verbal, nonverbal and 
environmental slights, snubs, or insults, 
whether intentional or unintentional, 
which communicate hostile, derogatory 
or negative messages to target persons 
based solely upon their marginalized 
group membership.” 

Research has shown that mindfulness 
and compassion exercises increase 
our empathy and our sense of well-
being. Just as with unconscious 
bias, we cannot address our own 
microaggressive behavior without 
understanding that it exists and then 
exploring solutions with an open mind. 

Next steps
We can all take steps to help create a 
respectful, inclusive work environment. 
First, it is important to acknowledge 
personal biases. For example, we often 
judge which medical students and 
residents seem interested in IR and 
we tend to focus our attentions on 
these individuals. It is easy to assume 
that a woman or a student of color on 
the rotation is just taking a look and 
is not seriously considering a career 
in IR. After all, there are such a small 
number of women and minorities in 
IR, odds are that we would be correct. 
It is possible that this becomes a self-
fulfilling prophecy. 

Second, including more female and 
minority speakers and presenters at 
national and regional meetings will 
give those speaking an opportunity 
that can lead to other opportunities, 
while members of the audience will 
see the women or minority speakers as 
productive members of the specialty. 
This inclusion and exposure may lead 
some to accept women and minorities 

as colleagues. For others, it will create 
role models and a feeling of inclusion. 
We encourage meeting organizers 
to evaluate their speaker rosters and 
consider how to include more women 
and minorities. 

The small number of women and 
minorities in IR is a problem that SIR 
wishes to address. Beyond decisions 
made at a committee level, it is 
incumbent on the members to also 
recognize and act on the imperative 
to increase women and minority 
representation in our field—not just for 
the benefit of the affected individuals 
but to ensure a successful future for 
interventional radiology. 
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Physician self-referral:  
An update
The application of the federal 
physician self-referral law 
(commonly known as the Stark 
Law) to IRs has long presented 
some thorny questions.

T he Stark Law precludes a physician from referring 
Medicare patients for “designated health services” to an 
entity that furnishes or bills for services with which the 
physician has a financial (ownership or compensation) 

relationship, unless one of several exceptions applies. Because 
IR procedures are not included on the list of designated health 
services, many interventional radiologists have considered the 
Stark Law to be largely irrelevant to their practices. 

Despite the exclusion of IR procedures from the list of 
designated health services, however, the Stark Law may be 
implicated in IR in several ways.

1 When, while treating a Medicare patient, an IR notes a 
clinical issue that calls for the performance of a diagnostic 

imaging procedure such as an MRI or CT, can the interventional 
radiologist refer the Medicare patient to the physician’s own 
practice (an entity with which the interventional radiologist has 
a “financial relationship”) for diagnostic service without violating 
the Stark Law? While the Stark Law includes an exception for 
radiology services ordered by a radiologist based on a request 
for a consultation by another physician (provided certain 
requirements are met), this special “radiologist exception” does 
not apply when an IR, acting as the patient’s treating physician, 
orders an imaging service. For this reason, it is generally 
advisable for an IR to request that the patient’s primary care or 
other physician order the imaging test and for the IR or another 
radiologist in the practice to perform the test in compliance with 
the “radiologist exception.” Alternatively, the practice may qualify 
for the in-office ancillary services exception to the Stark Law 
(commonly called the “group practice” exception). 

UPDATE  The continued availability of the in-office ancillary 
service exception to protect IRs’ provision of advanced 
diagnostic imaging services such as MRI, CT and nuclear 
procedures remains under legislative scrutiny: The president’s 
budget proposes eliminating the availability of this exception 

for advanced diagnostic imaging services, and some state 
legislatures have considered restricting the availability of 
similar exceptions under state physician-self-referral laws. 

2 Whereas IR services performed by a physician practice 
and billed to Medicare under the Physician Fee 

Schedule are not designated health services, any IR procedure 
that is performed in a hospital for hospital inpatients or 
outpatients and billed by the hospital qualifies as a “designated 
health service” because “inpatient or outpatient hospital 
services” are designated health services under the Stark Law. 
Therefore, any financial relationship between a hospital and 
an IR who performs services at, or otherwise refers patients 
to, the hospital, falls within the scope of the Stark Law and 
must be structured to meet one of the Stark Law’s numerous 
exceptions, several of which require any compensation paid to 
the physician to be at fair market value. 

UPDATE  Changes in the health delivery system have driven 
new financial transactions between hospitals and physicians, 
including new compensation arrangements, which should 
be scrutinized for Stark Law compliance. An increasing 
number of cases are being brought—and large settlements 
negotiated—that focus on hospital compensation relationships 
with physicians under which physicians allegedly receive more 
than fair-market value of the services they provide. Particularly 
in light of ongoing Office of the Inspector General (OIG) and 
administrative scrutiny of the medical necessity of certain 
interventional procedures, such as cardiac catheterizations, it is 
critical that any compensation arrangements negotiated with a 
hospital be defensible in terms of fair market value. 

L E G A L LY  S P E A K I N G
by Diane Millman, Principal of 

 Powers, Pyles, Sutter & Verville PC 

O N L I N E  R E F E R E N C E

For further details and to determine whether you are 
in compliance with the Stark Law, visit starklaw.org

continued on page 32
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I R S - I N - T R A I N I N G  C O L U M N
by Parag J. Patel, MD, FSIR,  

Councilor, Graduate Medical Education Division 

Another strong year  
for the match
Strong interest in IR continues

The National Resident Matching Program (NRMP) Match for the 
2016–17 IR fellowship class took place on June 17.

O f the available IR positions, 225 were filled (95 
percent)—just short of the high water mark in 2014 
(when 230 positions were filled). This is the fifth 
year in a row in which more than 200 IR fellowship 

positions were filled. This trend is a far cry from 10 years ago, 
when only 82 IR positions filled, representing less than 50 
percent of the available positions at the time. Congratulations to 
all of the matched applicants and programs!

This year’s results demonstrate that the interest in IR 
as a career remains strong and that the effort of SIR in 
conjunction with the SIR Resident, Fellow and Student 

Section (RFS) to foster interest among trainees has proven 
effective. This continued interest in IR as a career further 
strengthens the establishment of IR as a distinct clinical 
specialty and the future IR Residency.

A year from now, the first IR Residency programs will be 
interviewing candidates for entry into their programs. This 
year’s match results demonstrate the continued strong 
interest in IR as a career. The current IR fellowships will 
no longer continue after June 30, 2020, at which point all 
accredited training for IR will occur through IR Residency 
programs. 
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I R S - I N - T R A I N I N G  C O L U M N
by Chad Burk, MD

 

Despite the growing importance of IR-related research, 
a 2011 study conducted by the European Institute for 
Biomedical Imaging Research revealed that only 22 
percent of international diagnostic and interventional 
radiology research was published with a radiologist as a 
first, second or last author. 

The value of early-career research

GET EARLY
EXPERIENCE

R E L A T E D  R E S O U R C E S

For more information on how to support 
research, visit sirfoundation.org/donate or see 

the article on p. 28.

A s demonstrated by recent clinical trials involving the 
endovascular treatment of acute ischemic stroke, 
where poorly designed clinical trials discounted 
therapies that were proven in subsequent meta-

analysis to be life-altering, IRs need to be more involved in 
research so that their unique knowledge can more appropriately 
design basic and clinical research and we do not foolishly discard 
tomorrow’s therapies. 

Increased involvement of IRs-in-training in medical research will 
further emphasize to colleagues and patients our role as clinical 
partners and physicians. Mahmood K. Razavi, MD, FSIR, is an 
IR who embraced research and innovation early in his career, is 
currently partner in a multidisciplinary private practice in addition 
to being the director of the Clinical Trials and Research Center at 
St. Joseph Vascular Institute, Orange, California. 

Before attending medical school, a faculty member at the 
Lawrence Livermore National Laboratories opened his eyes to 
the importance of scientific contribution. Acknowledging the 
significant influence his training environment and mentors have 
had on his career path, he encourages trainees to find mentors 
who can “open [their] eyes to new ways of doing things” and also 
serve as life advisers. He encourages residents to seek IR-related 
research but offers that the specific topic of IR research is less 
important compared to what role the resident has in the research 
and what the resident learns from their involvement. 

Dr. Razavi has observed a twofold problem that manifests during 
radiology residency that gets transmitted into the IR mindset and 
can weaken the field. The first is that radiology residents are not 
taught about the importance of practice development. The second 
and, possibly, more profound flaw is that radiology residents never 
learn the importance of large-scale clinical trials to the extent that 
other specialties such as cardiology and oncology do.

Largely because of the early emphasis on pioneering image-
guided therapies for various diseases, IR has traditionally focused 
on retrospective studies and feasibility testing. Feasibility, however, 
is only the first step. Newly devised therapies and devices must 
undergo prospective clinical trials to demonstrate efficacy, safety 
and cost-effectiveness. In the past, while IR may largely have been 

responsible for devising the devices and techniques, other specialties 
who performed the outcomes research were able to claim part 
ownership of the newly proven therapy. 

If IRs want to retain credit for and expertise in the therapies they devise, 
we must become “outcomes people” and not just “feasibility people.” 
Very few IRs are trained in the design of proper prospective outcome-
based clinical trials, which is evident in the literature, but that training 
must change for the successful maintenance of our field—and this 
change can start with medical students, residents and fellows. 

Despite the need for increased emphasis on outcomes research, the 
prioritization of clinical productivity continues to be a death sentence 
to protected research time, even in academia. Fellows must therefore 
make a concerted effort to prioritize research training early in their 
career. One of the best ways to accomplish this is to focus on an 
underserved niche within IR. 

While research productivity and the creation of knowledge initially starts 
within academic centers, Dr. Razavi also emphasizes that being involved 
in clinical research in a private practice can be productive, enjoyable 
and profitable. Clinical research can build the reputation of a private 
practice and allows exclusive access to novel devices and therapies. Both 
bring added value that the practice can market. Furthermore, because 
most clinical trial participants are recruited from community practices, 
community IRs are perfectly positioned to be principal investigators.

The need for minimally invasive therapies is projected to increase over 
the coming years and IR is perfectly poised to play a growing role in 
medical therapies as long as trainees pursue every opportunity to 
incorporate outcomes research into their training and future academic 
and community practices. Through the generosity of donors, SIR 
Foundation funds research grants and internships for radiology 
residents and medical students. SIR members who are IRs-in-
training can find more details about such programs and their early 
2016 deadlines at sirfoundation.org. 

20    I R  Q U A R T E R LY    |   FA L L  2 0 1 5

http://sirfoundation.org/donate
http://www.SIRfoundation.org




Campaign 400: A call for support
Do you ever think “this isn’t the way medicine should be?” Do the 
national discussions about insurance, reimbursement, authorization 
and radiology benefit managers frustrate you? You can help secure 
IR’s future and ease those frustrations by donating to SIRPAC, your 
voice in the government and on the national stage. 

T he strength of that voice relies on the funding that 
SIRPAC receives. Compared to our vascular surgery 
and cardiology colleagues, however, we are woefully 
undersupporting our political action committee—and 

by underfunding our committee, we underrepresent ourselves. 

Every two-year donation cycle, our society raises $100,000. 
That may seem significant, but we fall well short of 
competing specialties. 

 • Vascular surgery raises approximately $200,000 from its 
constituents every two-year cycle. 

 • Cardiology successfully raises $800,000–$1 million every 
election cycle. 

 • During the last cycle, approximately 6 percent of SIR 
members contributed money to the PAC with an average 
donation of $250. The American College of Radiology (ACR) 
receives contributions from approximately 15 percent of its 
membership with an average contribution of $393. 

 • While our numbers stay stagnant at $100,000 from year to year, 
other groups’ total donations are increasing with each cycle. 

Clearly, other organizations’ members have recognized the 
importance of remaining politically active for the good of 
their specialty, their patients and themselves. Interventional 
radiology has not yet accepted that challenge and reality. If 
just 10 percent of our membership contributed the average 
amount, we would almost double the amount we take in 
each year, which would significantly increase our advocacy 
leverage on Capitol Hill. 

Answering the call
In the last issue of IR Quarterly, I announced Campaign 400, 
SIRPAC’s new drive to increase IR’s ability to shape its future. 
Through this campaign, we hope to increase the total number 
of donations per cycle from $100,000 to $400,000. 

To this end, we ask all SIR members to start donating now 
or to increase your level of involvement. Some of your 
colleagues have already begun making annual contributions 
as a group or on an individual basis. Over the past few years, 
some members have contributed $500 or more to SIRPAC 
every year (see bit.ly/1MKJxIw for the full list).

As a group, the members of Baptist Cardiac and Vascular 
Institute (BCVI) in Miami have contributed anywhere from 

FIVE reasons to give
1. Organizations of a size similar to SIR, who are 

competing for the attention of Congress, routinely 
raise far more funds than are donated to SIRPAC.

2. Not only does our PAC act as our voice, it is also a 
watchdog. The PAC looks out for us, watching for 
attempts by other organizations to decrease our 
relevance in the medical field.

3. Increased funding will give us more options to 
meet with members of Congress and generate 
more relationships, which will allow us to confront 
problems before they happen.

4. Important initiatives like the proposed graduate 
medical education bill help ensure the strength of 
interventional radiology both today and tomorrow.

5. Neither SIR dues nor SIR Foundation donations 
support SIRPAC, which relies completely  
on direct donations.
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$500 to $1,000 over the past few years. In fact, they were the 
runaway winners of the inaugural SIRPAC donation challenge 
last year, taking the top prize by more than tripling the 
contribution amount of the nearest competitor. 

Asked why they feel giving to SIRPAC is so important, SIR Past 
President James F. Benenati, MD, FSIR, medical director of the 
BCVI Peripheral Vascular Laboratory, explained that it was “just 
the cost of doing business.” That is, the nominal amount that 
they could contribute would go a long way toward helping 
secure the future of IR as SIRPAC continues to fight for the 
rights of IRs and their patients. 

Turning the table
Over the past few years, I have gotten actively involved in 
advocacy through the SIR Grassroots Leadership Program 
and the ACR Rutherford Lavanty fellowship. In that time, I’ve 
learned first-hand that, if you’re not there in the meetings—if 
you’re not “at the table” and developing relationships with your 
government officials—you’ll be left behind. 

Increased funding will give us more options to meet with 
members of Congress, to advocate for the specialty and SIR 
members and to be taken seriously as key players on the national 
health care stage. Being able to participate in more functions and 
generate more relationships will allow us to confront problems 
before they happen. It will put us in a better position to prevent 
unfair quality practice measures and reimbursement cuts.

Other specialties like vascular surgery and cardiology that 
have markedly higher funding levels also have correspondingly 
higher influence. They are able to meet with more decision-
makers to voice their needs. In fact, these specialties are 

gathering their resources to be at the table as you read this 
article; if we’re not there as well, our interests will not be 
adequately represented before Congress.

The time is now
Beyond reimbursement and quality measures, one of our top 
issues this political season is SIR’s proposed graduate medical 
education (GME) bill. In each of the past three years, there have 
been more than 1,000 unfilled but CMS-funded residency slots 
spread out among all specialties in the United States. SIR’s GME 
bill seeks to place those underused residency slots into a pool 
for reallocation to all specialties. This reallocation would allow 
programs that wish to create an IR residency to pull from the 
pool of unused spots rather than taking spots from their own 
diagnostic program or other specialties’ spots at the hospital. 

I also want to make you aware of the unique opportunity at the 
SIR 2016 Annual Scientific Meeting (April 2–7, 2016, Vancouver, 
B.C., Canada). At a Townhall event (April 5, 4:45–545 p.m.), 
SIRPAC leadership will discuss how we and our efforts fit into 
the political process, as well as our goals for the coming years. 
A Q&A session will help you learn more about the political 
action committee and our advocacy initiatives to secure the 
future of our field. I encourage all of you to come and learn 
more about this complicated but critical part of medicine. 

F R O M  T H E  H I L L 
By Paul D. Rotolo, MD

We rely on your support!
Remember that SIRPAC is funded independently 
from SIR and SIR foundation. Your membership 
dues and your donations to the foundation cannot 
be transferred into the PAC, so SIRPAC relies 
completely on direct donations. Support of the PAC 
is purely voluntary.

A personal challenge
In my last IRQ article I promised that I would increase 
my donation from $100 a year to $50 per month. This 
amount is quite manageable for someone living on 
a fellowship salary. I encourage other residents and 
fellows to donate similar amounts. 

I challenge SIR member attendings to surpass that 
level of donation. Commit to making annual or 
monthly automatic donations to SIRPAC. It’s easy 
to do, taking just minutes once you log into your 
account at sirweb.org. 

PAC donations:  
Fact and fiction
A common misconception about the PAC process 
is that donations buy “political favors.” Although 
a valid concern, this could not be further from 
the truth. In reality, your SIRPAC contributions 
allow us to ensure that the members of Congress 
who are friendly to SIR remain in office to help us 
further our policy goals. Perhaps more importantly, 
your contribution to SIRPAC affords us access to 
members of Congress that we would not have 
otherwise. Unlike other specialties who attend PAC 
events with multiple other groups and advocates, 
the vast majority of SIRPAC-sponsored events are 
one-on-one events with the members, allowing us 
significant face time to discuss our issues.
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My experience as a  
volunteer IR in Vietnam 

S ince 1975, Vietnam has made major strides toward 
constructing a comprehensive health care system, 
including major improvements in the primary care and 
preventative medicine; percentage gross domestic 

product (GDP) spending on health care in 2012 was the highest 
in the Association of Southeast Asian Nations (ASEAN) region. 
The incidence of HIV and TB has fallen. Maternal health has been 
improved, perinatal mortality rates improved and more than 90 
percent of births are performed by qualified midwives. The 2008 
Health Act further increased government spending and set a 
goal to develop and deliver tertiary health care to international 
standards comparable to countries in the ASEAN region. This 
is challanging, due to cost, lack of capacity and the size of the 
rapidly growing population.

I have been a frequent traveller to Vietnam with my family since 
2000 and it is no exaggeration to say that I have developed an 
overwhelming affection for the country. When I get off the plane 
in Nam Phat airport in Ho Chi Minh City, or Saigon, I experience 
smells and sounds so familiar that I get a sense of being home, 
although clearly this is absurd as my home and my “real” job is 
8,000 miles away in Dublin, Ireland. Incidentally, the locals still 
refer to Ho Chi Minh City as Saigon, a name that conjures up 
images of mystery, beauty and war, and where stories of life, and 
death, have been captured in the writings of some of the great 
authors such as Marguerite Duras and Graham Greene, and have 
been beautifully told in evocative movies such as Indochine, 
Cyclo and The Scent of Green Papaya.

Some years back my family and I had just recently returned 
from Vietnam when I fortuitously ran into a colleague at 
Our Ladys Hospital for Sick Children in Dublin. It turned out 
that he had recently been to Vietnam at the invitation of the 
Christina Noble Childrens Foundation (CNCF), a renowned 
advocate organization for children, to visit Benh Vien Nhi 
Dong II (Childrens Hospital No. 2) in Ho Chi Minh City as part 
of Operation Childlife. The objective, in conjunction with the 
Vietnamese Ministry of Health, Childrens Hospital No. 2, and 
CNCF, was to identify clinical areas of medicine and surgery 
where they could help develop tertiary services to international 
standards. My colleague asked if I would be interested in 
supporting the program with interventional radiology input. 
Needless to say, I jumped at the opportunity.

The role of Operation Childlife embodies a combination of 
administrative, clinical and educational inputs. It was always 
believed that simply going to Saigon to do challanging cases 
would never in itself be useful in helping to develop tertiary 
services. From the outset, the program emphasized training and 
education, which were considered to be of equal importance to 
the success of the program as the clinical work. It took several 
years to get up and running but now the program is at a point 
where several disciplines are of exceptional standard and where 
other disciplines are currently being developed (hematology and 
oncology). Doctors from Childrens Hospital No. 2 continue to 
regularly come to Ireland for training as part of the program. 

Prior to the first trip, I spent months assembling my travelling 
IR equipment, equipment that I was not at all sure that I 
would get to use! I had expected this to be a fact-finding 
mission but my biggest fear was that I would be of limited 
use to the group and end up being a “hanger-on.” They had 
a pediatric cardiology suite and a C-arm, so from an imaging 
point of view I knew if cases could be identified, then at 
least I would have somewhere to do procedures. I needn’t 
have worried. When I arrived in Saigon I went to clinic with 
the hospital chief of surgery and with my colleague from 
Operation Childlife. We identified some cases where I could 
assist and within 24 hours I was doing my first cases. 

The workload has been diverse and challenging and always gives 
a great sense of fulfillment and, indeed, reminds me why I chose 
medicine as a career in the first place. I feel that I have performed 
some of the most rewarding cases of my career in Saigon. I have 
done biopsies and abscess drainages, renal artery stenting, a 
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pulmonary artery stent, an aortic stent, vascular malformations 
and lots of straightfoward esophageal work. 

A case that comes to mind is a child who swallowed a caustic 
liquid (a common occurrence in Vietnam due to storage of 
the fluids in reused plastic bottles). The child had developed 
complete occlusion of the esophagus from the injury. He hadn’t 
swallowed anything including his own saliva for some time. 
He was being fed by a gastrostomy tube. I used the C-arm to 
perform a rendezvous, approaching transorally from above, and 
retrogradely via the gastrostomy, to recannulize his esophagus 
and balloon dilate the occlusion. 

We recognised that a single-session dilatation of the stricture 
was not going to solve his problem so I left a suture extending 
from his nose through the esophagus to exit his gastrostomy 
so that the surgical team over a period of many months could 
continue to dilate with dilators pulled from above and out 
through the gastrostomy, without fear of losing access through 
the stricture. The child did very well as a result. 

Other cases that are memorable are of two children with liver 
tumours that I embolized. I also performed an embolization 
procedure to treat a complex vascular malformation in the liver 
causing liver dysfunction and cardiac difficulties. I have been 
told that these were the first cases of pediatric transcatheter 
embolization procedures done in Vietnam. 

As I have already alluded to, the aim of our work is always to do 
the cases with the local doctors so that they can ultimately learn 
to do the procedures themselves. They embraced interventional 
radiology from the outset and were keen to get scrubbed into 
cases. The talent and enthusiasm of the medical graduates that I 
encounter in Saigon is on a par with any that I have encountered 
anywhere in my career. 

On each trip I give a series of lectures and tutorials, and I have 
been impressed by how enthusiastically the audience have 
embraced the possibilities of IR, indeed often challenging my 
own thinking on the subject. As a junior interventional radiologist 
I was lucky to have mentors who were generous with their time, 
knowledge and expertise, so I now consider myself fortunate to 
be in a position to spread the word about IR. I know that some of 
the colleagues that I have worked with in Saigon have had their 
interest piqued by the IR cases that they have seen in Benh Vien 
Nhi Dong II. Hopefully, some will pursue a full time career in IR. 

I would encourage any IR who has the inclination towards 
volunteering in a developing health system to grasp the 
opportunity with both hands. It will be one of the best 
experiences of your career.

I thank my friends and colleagues in Operation Childlife 
(operationchildlife.com) for their vision and their extraordinary 
commitment to the program, and for inviting me to be part of the 

team. I thank my colleagues in Childrens Hospital No. 2, Saigon. 
We have become firm friends and I am grateful to them for their 
hospitality and warmth. I acknowledge the Medical Aid Program 
of the Christina Noble Childrens Foundation (cncf.org) for their 
unstinting support, and also members of the Irish Society of 
Interventional Radiology who have given their support. 
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The secret of my 
[funding] success
Grant writing pearls for the new investigator

I
Rs are no stranger to competition, 
but when the goal is to obtain 
funding for one’s research, 
“competition” can quickly become 

a fight to the finish. Each year, SIR 
Foundation helps by awarding several 
seed grants at a range of levels for 
critical research in IR. Many of the 
recipients use the funding to not only 
begin their work but to secure additional 
funding from such agencies as the 
National Institutes of Health (NIH). 

Because these individuals have 
learned what it takes to beat out the 
competition, IRQ asked them to share 
their secrets and top tips for writing a 
successful grant application. For more 
information on publishing your research, 
see the article on p. 28.

Jeff H. Geschwind, 
MD, FSIR 

 (Dr. Ernest J. Ring 
Academic Development 
grant)

1. Never send a “me too” type grant. 
The grant must be based on a novel 
research idea. It should not be a sort 
of rehash from previous research. It 
is the novelty and innovation that will 
result in successful funding.

2. Do not pursue the grant but rather 
pursue the research. This is a 
common mistake—researchers go 
after the grant for the sake of getting 
a grant, but they should instead 
focus on the novelty of their research 

ideas. If the research is good, it will 
eventually get funded. 

3. Make sure the methodology is fully 
sorted out. The methods section 
of the grant is what can transform 
a fundable grant into an absolute 
disaster. The description of all 
methods to be used in the grant 
must be clear and free from holes. 

4. Have some idea of the results before 
submitting the grant. In fact, some 
people say the grant must be done 
before you submit it to an agency 
for funding. This is especially true 
with NIH. The key is to not disclose 
too much in the grant application 
but let the reviewers know that you 
already know what to expect. This is 
why robust preliminary data is critical. 
Without it, there is virtually no chance 
of getting funded. 

Timothy P. 
Murphy, MD, FSIR
(Pilot Research grant)

My tips apply to clinical trials—not lab or 
animal research: 

1. Choose a topic of considerable public 
health importance and a question that 
can be answered with a reasonably 
sized clinical trial in a reasonable 
period of time (at reasonable cost). 

2. Engage experts from all training 
backgrounds that treat the disease 
and incorporate their suggestions 
by consensus.

3. Use professional statisticians and  
a bona fide data coordinating  
center with a strong track record  
of NIH funding. 

4. Have compelling preliminary data.

Reed A. Omary, 
MD, MS, FSIR
 (Clinical Fellowship 
Research Training 
Program grant)

1. Apply early and often. Just like 
learning a new musical instrument 
or sport, grant writing takes lots of 
practice.

2. Listen well: use feedback from your 
mentors to improve your research 
and from reviewers to improve your 
resubmission. 

3. Write clearly, with minimal jargon. 
Remember Mrs. Catron from high 
school English class who hammered 
you on the importance of writing? 
She was actually right.

Weibin Shi, MD
(Pilot Research grant)

1. You need to write a research proposal 
that is capable of convincing experts 
in the field why your research is worth 
an investment and why you are best 
suited for this research. 

F E A T U R E

GET FUNDED
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2. The proposal must address an 
important problem or a critical 
barrier in the field (Significance), 
the proposed research must be 
highly novel in terms of concepts or 
methodologies (Innovation), and there 
must be well-thought and appropriate 
research strategy, methodology, and 
analyses to reach the goal (Approach). 

3. You need to assemble an excellent 
team of investigators with 
experience and qualifications to 
carry out the project (Investigators) 
and a perfect environment to 
conduct the work (Environment).

4. Don’t give up if your application 
does not get funded. Keep trying!

James R. Stone, MD
(Pilot Research grant)

1. Try to view every grant proposal as 
an opportunity to educate those who 
will review the planned work. Many 
potentially impactful projects don’t 
receive funding because the take-
home points of the proposed effort are 
buried under impenetrable layers of 
technical detail. Illustrations outlining 
major themes of the research can be 
very helpful to reviewers who may 
have only peripheral familiarity with 
science related to the proposed effort. 

2. Try to understand the target 
audience. Each funding entity has 
specific priorities and it’s important 
to ensure the planned effort is 
aligned and written toward those 
goals. Program officers or foundation 
representatives are often open 
to dialogue prior to the proposal 
submission process and can provide 
key guidance on whether a planned 
effort would be of interest to their 
funding portfolio. 

3. Capitalize on available local expertise 
to provide feedback at both early 
and later stages of the experimental 
design and proposal writing effort. 
Seek out individuals with prior success 
in receiving funding, those who may 
be familiar with your research, and 
individuals who may work in another 
unrelated field. Reviewers often 

come from varied backgrounds and a 
proposal must be accessible to those 
without prior knowledge of your field 
while being sufficiently technically 
detailed to provide a comprehensive 
blueprint of the proposed work.

Clifford R.  
Weiss, MD
 (Dr. Ernest J. Ring 
Academic Development 
grant)

1. The Specific Aims page is the most 
important single page of a grant 
application. It sets the timbre of your 
grant and gives reviewers their first 
insight into your thought process. 
Be sure to keep your introductory 
paragraphs clear and keep your 
aims well organized, concise and 
hypothesis driven (if possible). Feel 
free to use subaims if needed, but do 
not overreach the scope of the grant. 

2. Aspects of any given grant are 
celebrated by some reviewers and 
less appreciated by others. Under no 
circumstances give the grant reviewers 
a reason to throw your grant out on 
technical review. Adhere to word/page 
limits, margin requirements, figure 
limits, deadlines, etc.

3. Brevity (and clarity) is the soul of 
wit. Your grant is merely one in a 
stack that each reviewer has to 
examine, score and critique. Make 
the reviewers’ job easy and your 
score will improve. Write clearly, use 
flow charts and figures liberally, and 
present preliminary data in a concise 
and effective fashion. If English is not 
your first language, have your grant 
edited by a language editor.

4. Your team of research collaborators 
is essential both to the success 
of your grant and your research. 
Include co-investigators that have 
the experience and skill set you lack. 
This will allow reviewers to “forgive” 
some gaps in the grant application 
and will balance out your relative 
inexperience. Most importantly, 
engage your team in the grant 
writing process. Ask collaborators to 
edit and re-edit your Specific Aims 
page early in the writing process, 

as well as review the Scientific Plan 
section of the grant near completion.

Xiaoming Yang, 
MD, PhD, FSIR
(Pilot Research Grant)

1. Make scientific research an essential 
part of your career: Pay attention to 
major contemporary health issues 
that need significant improvement; 
follow trends in the development 
of new ideas and innovative 
techniques; believe that, as an IR, 
you can make unique contributions 
to clinical translation.

2. Build a track record: Start as a 
collaborator on others’ research 
projects; learn effective strategies 
from experienced researchers; 
network with the goal of building a 
multidisciplinary team for your own 
projects; understand the research 
process, including institutional 
support and common roadblocks; 
publish articles and become a trusted 
source in your particular field. 

3. Gather primary data and craft 
a research proposal: Initiate 
pilot projects on a particular 
topic with seed funding, such as 
from SIR or RSNA. The goal is 
to gather primary data and get 
it published in one of the field’s 
top journals. Write your major 
research proposal in a way that 
demonstrates a logical strategy 
using concise language. Clinical 
translational proposals tend to be 
more competitive. Writing requires 
a major investment of time and 
energy, but you can be successful 
by maintaining optimism and 
persistence. And don’t be afraid to 
ask for assistance from others. 

Every discovery starts as a 
seed that is planted...visit 

sirfoundation.org to find out what 
resources could help fund the 
next big discovery in IR—yours.

R E L A T E D  R E S O U R C E S
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Help us grant more resources 
to foster innovative IR care
Next time you treat a patient—whether you’re removing a clot to 
treat for stroke, ablating a tumor or placing a newly approved stent—
imagine if the procedures you perform were unknown. 

C ertainly, as an innovator you are accustomed to finding 
new solutions to long-standing challenges but as a 
provider of high-quality health care you also understand 
the critical importance of research to what you do every 

day—and its ultimate value to the lives of your patients. 

No matter how important the research is, though, or however 
many lives its findings may touch, it can’t be conducted without 
funding—and that’s where SIR Foundation comes in. The 
foundation’s robust portfolio of grant programs are designed 
to benefit researchers at all levels. Indeed, it is through SIR 
Foundation grants that many interventional radiologists have 
begun their work in solving long-standing health care challenges. 
Below are just a few of these IRs’ stories and the impact that 
foundation grants made on their research and on their careers.

Reed A. Omary, MD, MS, FSIR
Then: In 2005, Dr. Omary received the 
SIR Foundation Clinical Fellowship 
Research Training Grant. The grant was 
used to fund a training program for 
IR fellows interested in research and 

helping other trainees get interested as well. The grant 
was over three years and assisted one IR per year. 

Impact: The project was well known for its butterfly 
effect. One of these IR fellows was Ron C. Gaba, MD, 
FSIR, who became a leading IR physician-scientist with a 
superb track record of research and extramural funding. 
A host of Dr. Omary’s other trainees subsequently went 
on to receive awards for their IR research, including 5 SIR 
Medical Student Grant Awards, 9 SIR Dr. Constantin Cope 
Medical Student Research Awards, 2 Resident/Fellow 
Research Awards, 2 SIR Distinguished Poster Awards, 1 
JVIR Distinguished Laboratory Investigation Award and 2 
Howard Hughes Medical Institute Medical Fellow Awards. 
Dr. Omary became the chair of radiology at Vanderbilt 
in 2012 and was able to mentor medical students who 
formed the Vanderbilt IR interest group.

Now: The foundation has greatly catalyzed Dr. Omary’s 
career as a mentor, leading to a “fly wheel” of success 
and subsequent mentors. For instance, Dr. Gaba has 
become a leading academic IR at University of Illinois-
Chicago who has now mentored many medical students 
and has been asked by the current chair of radiology at 
University of Illinois-Chicago, Charles E. Ray Jr., MD, PhD, 
FSIR, to develop a year-long seminar series to inspire 
trainees and faculty to engage in research.

SIR Foundation’s impact is real and it is growing day by day, donor 
by donor. Few organizations, if any, stand by you in advancing 
your profession the way the foundation does. We are boldly 
addressing today’s challenges and fostering a research culture 
that will ensure IR’s promise continues well into the future. Will you 
help us achieve more for you by donating today? Your support 
could just be what’s needed to discover the next big thing in IR. 

Clifford R. Weiss, MD
Then: An interventional radiologist from 
Johns Hopkins University, Baltimore, 
Dr. Weiss received a Dr. Ernest J. Ring 
Academic Development Grant from 
SIR Foundation in 2009 for his project, 

“MR-guided transplantation of magneto-encapsulated 
human pancreatic islet cells in a diabetic swine model.”

Impact: About five or six years before receiving the Ring 
Grant, Jeff W.M. Bulte, PhD, and Aravind Arepally, MD, 
FSIR, originated the idea of encapsulating islets using 
MRI-visible particles, for which they received an R01 grant. 
Dr. Arepally later served as Dr. Weiss’ mentor, as well as 
his research mentor on the Ring Grant. Dr. Weiss wanted 
to demonstrate the possibility of encapsulating islet cells 
in magnetocapsules that are visible on MRI and then 
delivering them into the livers of pigs. The work showed 
that the cells could indeed survive and produce insulin.

Now: In addition to running a clinical practice, Dr. 
Weiss continues his research program. He received a 
National Institutes of Health (NIH) R01 based in part on 
preliminary work funded by the Ring Grant in 2013.
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SIR Foundation makes it easy with a host of ways to donate 
and ensure a strong future for the specialty. Below, you’ll find 
some of the many ways your colleagues have made donations 
to SIR Foundation.

‘Tis the season 
As we round the corner to the last quarter of 2015 and as you 
begin to think about organizations that you may support during 
the upcoming season of giving, we know we won’t be your only 
choice, but we ask that you make us one of your choices. Here 
are a few ways you could make a difference for IR this year:

 • Are you a guest speaker for an upcoming meeting? Gift your 
honorarium to research in IR.

 • Why not honor a friend or colleague through a  
tribute donation? 

 • Holding appreciated securities? They could be worth more to 
you as a donation (visit sirfoundation.org/legacy). 

 • A monthly recurring donation could be a small amount to 
you but means a lot to us. 

You might also consider a planned gift. 
Some popular planned gifts include a simple bequest, a 
donated life insurance policy, or naming SIR Foundation as 

a beneficiary in your retirement or life insurance. If these 
interest you, please visit sirfoundation.org/legacy for more 
information about strategies for making a planned gift, or 
contact Julie Wolfe, development director, at (703) 460-5591 
or jwolfe@sirweb.org.

You can help by encouraging others to give, too:
 • Ask your institution to match your gift.

 • Send a note to your personal contacts with a link to 
sirfoundation.org/donate.

 • Ask us for donor materials to share with your AngioClub. 

 • Ask your academic or private group to consider a gift 
from the group.

It’s easy to donate:
 • Online at sirfoundation.org/donate.

 • By phone at (703) 460-5598.

 • Mail to SIR Foundation, 3975 Fair Ridge Drive, Suite 400 
North, Fairfax, Virginia 22033.

SIR Foundation is a 501 (c)(3) charitable organization. 
Donations are deductible to the extent of current IRS 
regulations. 

Gifts of cash  • Gifts of cash enable the foundation to 
immediately move forward with vital programs 
and services.

 • Immediate income tax deduction based on 
current IRS guidance for charitable gifts.

Foundation benefits from immediate financial resources 
to support mission.

Cash pledges 
given over time

 • Gifts of cash can be pledged over a period 
of time, usually up to five years and enable 
a reliable sources of funding for important 
programs and services.

 • Immediate income tax deduction for gift(s)/
installments paid on pledge annually.

Foundation benefits from sustained financial resources 
given over time.

Appreciated 
securities

 • Consult with your investment adviser to transfer 
the securities to the foundation’s investment 
custodian. Contribute long-term appreciated 
stock or other marketable securities.

 • The foundation sells the securities and uses 
proceeds to fund our mission.

 • Immediate income tax deduction for fair 
market value of the securities on the date of 
transfer, regardless of what you originally paid 
for securities.

 • Avoid capital gains tax on donated securities.

 • Afford a larger gift.

Foundation benefits from immediate financial resources 
to support mission.

IRA  • Contact your plan administrator to find out how 
to transfer a portion of your IRA proceeds to SIR 
Foundation (you can give now or establish SIR 
Foundation as beneficiary).

 • Consult with your adviser about tax advantages—
special benefits apply based on age. 

Foundation benefits from immediate financial resources 
to support mission.

Popular options for gifts
We encourage you to consult your financial adviser so that you can identify which of the below approaches may be of most 
benefit to you, and that will match your intent and goals in giving the gift. 
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Journal entry
Tips to getting your research published in JVIR

By Ziv J Haskal, MD, FSIR

The impact of 
your research is 
greatly limited 
until you publish 
your findings in a 
reputable scholarly 
journal relevant to 
the field, such as the 

Journal of Vascular and Interventional 
Radiology (JVIR). As with any journal, 
each manuscript undergoes a rigorous 
review process to ascertain its merit 
as a publishable paper. Here are some 
tips on how to best design and write a 
paper that will be both published and 
have lasting impact on readers and the 
research community. 

General advice
Have something important to say.
 • Make sure your paper’s focus is in 

some way new.

 • Use the introduction to build a 
“case” by pointing out its scientific 
merit. Review the previous literature, 
identify the gaps and explain how 
your research advances existing 
knowledge. Do not assume readers 
(or reviewers) will naturally know. 

 • Finish your introduction with a 
hypothesis or purpose statement.

Why do manuscripts get rejected?
 • Lack of a stated clear purpose or 

hypothesis

 • Reporting inaccurate or inconsistent 
data

 • Inaccurate or outdated review of 
literature; citations that do not match 
or support your text

 • Presenting insufficient data

 • Defective tables or figures; numerical 
or statistical inconsistencies

 • Overreaching conclusions that are 
unsupported by data

 • Inappropriate or suboptimal methods 
of testing/data collection

 • Sample size too small or biased

 • Text difficult to follow because of 
poor language, including word choice, 
incorrect grammar, spelling or usage

Why is language important?
 • Incorrect use of language may confuse 

or confound the reviewers and block or 
delay the publication of your paper.

 • Do not assume the publisher will 
correct your language. Run your 
manuscript by a colleague fluent 
in English prior to submission or 
consider professional language 
editing (also available at webshot.
elsevier.com/language edit).

 • Be aware of the sentence structure 
you use. 

 • Write neutrally and concisely. Avoid 
casual, colloquial verbiage.

 • Construct your sentences in direct, 
factual bursts. Use short sentences—
often only about 12–17 words.

 • Use one piece of information per 
sentence. 

 • Use the past tense for reporting 
methods and results. Describe 
what actually took place, not what 
typically occurs.

Avoid leaning into grandiosity.
 • Do not claim primacy, impact and 

scope beyond that of the research (e.g., 
“This is the first report that … ”; “This 
has not previously been described.”; 

“This is the first description of … ”). 
Your results will speak for themselves 
without such claims.

 • Do not overstate or overinterpret 
your results. Modesty is important in 
science. Studies bear replication.

Be rigorous and honest in stating 
study limitations. 
 • Stating study limitations will not 

diminish your chances of acceptance; 
it might even improve them and 
define the roadmap to subsequent 
research, adding value.

Beware of unwitting authorship. 
 • Pressure to publish or curry favor 

may lead to inclusion of unsupported 
collateral authorship without the 
co-authors’ permission.

 • Obtain all co-authors’ permission to 
include their names on the author list, 
and ensure a meaningful role (and 
duty) for each.

Disclose conflicts of interest.
 • JVIR subscribes to the International 

Committee of Medical Journal Editors 
(ICMJE ) conflict of interest (COI) 
disclosure policy. 

 • JVIR does not accept submissions 
without a COI declaration. Be 
prepared to complete the ICMJE 
disclosure form on JVIR’s submission 
site before submission. Visit  
ees.elsevier.com/jvir/ for details.

Educate yourself in publishing 
misconduct.
 • Understand publishing ethics and how 

to avoid misconduct.

 • Understand the risks and varieties of 
plagiarism and self-plagiarism.

F E A T U R E

GET PUBLISHED
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Book it!
Sometimes the work you want to publish is more appropriate for a book format than 
in a scholarly journal. If you’ve developed a book concept but aren’t sure where to 
get it published (or how to even get started), the SIR Physician Education Advisory 
Committee (PEAC) and the society’s publishing partner, Thieme Publishers, can help.

Your first step is to submit a proposal to William Lamsback, executive editor at Thieme, 
at william.lamsback@thieme.com. Your formal, concise proposal should include:

 • Description of the book idea

 • Intended audience and your book’s value to them

 • Table of contents outlining the book’s organization and structure

 • The book’s unique positioning (e.g., is it an especially hot topic, a strong core topic, or 
a board review book)

 • Whether there are any special text features or perhaps a CME or a  
digital component

If the proposal merits publication and SIR will publish the book, staff will contact the 
submitter to outline next steps.

If Thieme will act as publisher, and the proposal is approved, Thieme will send a contract 
to the author that states the page and illustration count, manuscript submission date 
and royalty information. If the book is a contributor book, the proposal author will secure 
informal agreements from the chapter contributors.

Responsibilities in the book development process are as follows:

The author:

 • Submits the table of contents and contributor contact information to Thieme

 • Ensures that contributors follow the basic blueprint for the book and forward 
completed chapters to Thieme

 • Works with contributors to review and correct design proofs

 • Completes a marketing questionnaire regarding the book’s strengths and features, 
suggestions on journals for book reviews, key conferences for displaying the book, etc.

Thieme:

 • Sends contributors guidelines for manuscript preparation, information regarding the 
deadline and a contributor’s agreement

 • Sends periodic deadline reminders to contributors and works with the author to 
collect the manuscripts

 • Copyedits and typesets the chapters and processes illustrations 

 • Proofreads designed pages and sends the book for printing and binding

 • Markets the book using the author marketing questionnaire

 • Remains in touch with the author regarding the book’s promotion and its progress in 
the marketplace

 • Suggested resources: elsevier.com/
editors/publishing-ethics and http://
publicationethics.org/resources/
guidelines.

Specifics
Follow the journal’s Instructions  
for Authors
 • Be aware of different article types and 

their respective requirements. See which 
format your research meets, review similar 
published papers in JVIR and mimic the 
format.

 • Conform to SIR reporting standards 
documents, and complication grading, 
where applicable. 

Use a compelling title.
 • Aim to attract readers’ attention. 

Identify the main focus of your paper 
but make the title concise and to the 
point.

Make the abstract interesting and 
understandable. 
 • The abstract is the advertisement of your 

article. Keep in mind that the abstract may 
be the only thing a researcher sees on 
PubMed and use it to decide whether to 
download the full version of your paper. 

 • Make it concise, accurate and specific. 
Make sure it includes actual details of the 
research and outcomes.

Make materials and methods section 
focused and detailed.
 • Describe how the problem was studied. 

Include detailed information on the nature of 
the subjects, methods of selection, materials 
and all procedures. But do not report which 
analyses were done when their conduct is 
plainly obvious in the results section.

 • Identify the equipment and describe 
materials used, including manufacturers’ 
names and locations (city and state or 
country).

Make results section clear and easy to 
understand.
 • Highlight the main findings and feature 

any unexpected finding. 

 • Report your results in a natural temporal 
order or in the order of your study 
endpoints.

 • Provide statistical analyses,  
where suitable. 

Use references correctly.
 • Nothing tips off an editor more than 

sloppy use of citations whose source 

papers do not actually contain the 
cited information—it raises questions 
of the authors’scientific rigor, 
research methods and ethics.

 • Use strong primary source 
references; perform detailed 
reference searches and review of 
prior literature.

 • Cite references where needed—no 
unsupported remarks.

 • Avoid excessive self-citation (unless 
truly relevant). 

An expanded version of this article appeared in 

the October 2015 issue of JVIR.

Ziv J Haskal, MD, FSIR, 
is editor-in-chief of the 
Journal of Vascular and 
Interventional Radiology 
(JVIR).
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C O D I N G  Q & A  C O L U M N
by Matt Hawkins, MD

SIR answers your coding questions
IR is consulted for management of potential 
intraoperative hemorrhage in a high-risk patient 

undergoing obstetric or gynecological surgery. After full 
evaluation, bilateral internal iliac artery balloons are placed 
through bilateral common femoral artery accesses. How should 
this procedure be properly coded?

When temporary balloon occlusion of an artery 
is anticipated to prevent or control intraoperative 

hemorrhage, the IR will usually catheterize the artery with a 
balloon catheter prior to surgery. For gynecological surgery, 
the ideal position for these occlusion balloons is within the 
proximal internal iliac arteries. To delineate internal iliac artery 
anatomy and to ultimately determine balloon size and position, 
diagnostic pelvic arteriography is generally required. During 
balloon catheter placement, adequate occlusion should be 
confirmed by contrast injection with the balloon inflated. These 
procedural steps should be coded with standard catheter 
placement codes (35246-50 for bilateral catheterization of 
proximal internal iliac arteries from contralateral common 
femoral artery approaches) and diagnostic pelvic angiography 
codes (75736-50 for selective pelvic angiography). 

If balloon inflation is indicated during the surgical procedure to 
prevent hemorrhage, 37242-52 (vascular embolization, arterial, 
other than hemorrhage or tumor) should be reported once. 
Please note that, because both internal iliac arteries are within 
the same surgical field (as defined by CPT), 37242 may be 

reported only once despite bilateral occlusion balloon catheter 
placement. This code (37242) is inclusive of all radiological 
supervision and interpretation, intraprocedural road mapping 
and imaging guidance necessary to complete the intervention. 

Alternatively, if balloon inflation is indicated during the 
surgical procedure as a therapeutic maneuver to control/
treat hemorrhage, 37244-52 (vascular embolization, arterial 
or venous hemorrhage or lymphatic extravasation) should 
be reported once. If hemostasis is not achieved by temporary 
balloon occlusion, and conventional permanent embolization 
is undertaken to control the hemorrhage, 37244 should be 
reported only once without the -52 modifier. Again, note that 
37244 includes all radiological supervision and interpretation, 
intraprocedural road mapping and imaging guidance necessary 
to complete the intervention. 

Procedure Codes

Placement of balloon catheters into bilateral 
internal iliac arteries and selective pelvic 
arteriography

35246-50 
75736-50

Temporary balloon inflation to prevent 
hemorrhage

37242-52

Temporary balloon inflation to control 
hemorrhage

37244-52

Permanent arterial embolization to control 
hemorrhage

37244

3 Any imaging center joint venture between a hospital and 
a radiology practice should be carefully structured if an 

IR who is a member of the radiology practice refers Medicare 
patients to the imaging center. Any such referrals would likely 
trigger application of the Stark Law to the joint venture, and 
the in-office ancillary services exception usually would not be 
available to protect the transaction. Hospital/radiology joint 
ventures may avoid this problem by ensuring that individual 
diagnostic radiologists, rather than the radiology practice, hold 
any ownership interests in a diagnostic imaging center joint 
venture with a hospital or by ensuring that all imaging services 
(including those provided by interventional radiologists) are 
provided only to Medicare patients referred by outside physicians. 

UPDATE  As the Centers for Medicare and Medicaid Services 
(CMS) attempt to adjust Stark Law regulations to allow 
for emerging health delivery systems, the rules remain 

in flux. For example, CMS has waived the application of 
the Stark Law to certain accountable care organization 
(ACO) transactions. ACO waivers include: 1) the Pre-
participation Waiver, which applies to ACO-related start-up 
arrangements; 2) the Participation Waiver, which applies 
to ACO-related arrangements in place during the term 
of the ACO’s participation agreement with the Medicare 
program; and 3) the Patient Incentive Waiver, which 
applies to medically related incentives offered by ACOs 
to beneficiaries for preventive care and compliance with 
treatment regimens. These waivers are self-implementing, 
so the ACO need not apply to CMS in order to take 
advantage of a waiver. CMS is continuing to review whether 
similar exceptions should be provided for other alternative 
delivery models. In these changing times, interventional 
radiologists and others are well advised to stay current on 
Stark Law regulatory changes. 

L E G A L LY  S P E A K I N G
continued from page 17
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Innovation and 
entrepreneurship
Early challenges in the  
commercialization pipeline

By Sudhen B. Desai, MD

M
any IRs have those “eureka!” 
moments in which we 
wonder if we have finally 
found the solution to a 

problem that has long vexed us. The 
majority of those ideas, unfortunately, fall 
onto the back burner, due to lack of time, 
lack of knowledge on how best to proceed, 
cost or simply not knowing whether 
the idea has true commercial potential. 
Developing even the best of ideas, then, is 
an endeavor to not be undertaken lightly. 
So how does one determine whether an 
idea is worthy of the time and money 
required to develop it further? 

An early understanding of a few key 
steps along the commercialization 
process is absolutely necessary to 
achieve future success. In this article, 
three experts in the area of life sciences 
development and entrepreneurship 
share their thoughts on how to get 
an idea off the ground and into the 
commercialization pipeline. 

Project, product  
or company
Is your idea a research project 

that’s not ready for prime time, a stand-
alone product that should be licensed to 
an existing company or the basis for the 
creation of a new company? It is critical 
to stop and answer this question before 
embarking on a journey that could end 
in failure if not properly addressed from 
the get-go. 

First on the to-do list is a brutally honest 
evaluation: 

1. Project: Do you have a working 
prototype? Do you have adequate 
data to prove clinical relevance? 
Will you get a higher valuation if 
you advance it further internally? 
Answers to these questions might 
suggest that your idea should 
continue as a research project for a 
while longer.

2. Product: Be realistic about the 
market size and commercial interest. 
Many products are more interesting 
as add-ons to a company’s existing 
offerings. Is your product only 
marginally better than current 
technologies? If so, a better 
strategy might be to out-license to 
a company that can improve on an 
existing product.

3. Company: Do you have a novel 
idea that potentially is a game-
changer? Does your product solve 
a significant unmet medical need? 
These questions are just a sampling 
of critical matters to be considered 
if you’re going to take the leap of 
starting a new company.

Jacqueline R. Northcut
President and CEO, 
BioHouston 
CEO, Texas BioAlliance

AUTHOR’S NOTE  Along with evaluating 
the potential of your idea, it’s also 
important to confirm that it is 
protectable. As the idea is increasingly 
refined and value is created, 
protection of the idea is paramount. 
Strong intellectual property (IP) 
protects the time and efforts of the 
physician developer and investors, by 
preventing someone from swooping 
in after the hard work is done and 
developing a copycat product, which 
can lead to devaluation. Additionally, 
a well-developed IP portfolio can 
add value to a company as much as 
if not more than the product itself. 
Cognizance (or lack thereof) of IP 
issues and how to navigate them can 
position the idea advantageously or 
make it not investable. 

An important aside: The U.S. Patent and 
Trademark Office (USPTO) has changed 

“When we think 
innovatively and act on 
that innovation, we are 
entrepreneurs.”
—Donna M. De Carolis, PhD, 
Founding Dean, Charles D. Close 
School of Entrepreneurship at 
Drexel University

F E A T U R E
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its filing policy from “First to Paper” 
to “First to File.” As such, submitting 
your idea for review by USPTO as soon 
as possible can save you significant 
headache further down the line.

Intellectual  
property (IP)
IP is the cornerstone of 

enabling eventual commercialization 
of your technology. Ultimately, it 
is the IP that is licensed or sold 
to a commercial entity. Within 
academic as well as some community 
medical centers, a formal policy 
exists requiring the disclosure of 
your technology to a technology 
transfer office within the institution. 
Following this disclosure process, a 
decision is made whether to file one 
or more patents and pursue steps to 
licensure with an industry partner. 
Often, the institution’s technology 
transfer office is overwhelmed with 
technology disclosures and has limited 
resources to evaluate their commercial 
potential and patentability, so many 
technologies are not pursued. 

If the institution passes on the 
technology and decides not to pursue 
commercialization, the inventor may 
be able to pursue commercialization 
through a formal return to inventor 
(RTI) or similar agreement. The 
inventor is then free to file a patent, 
approach potential strategic partners 
from industry and seek licensure. This 
process can be extremely expensive 
and time-consuming; approximately 6 
percent of patented medical devices 
reach the marketplace and spending 
$50,000–100,000 in patent filing fees, 
legal fees and freedom to operate 
searches is common. Some IP attorneys 
will consider contingency agreements, 
whereby the inventor pays patent 
filing fees but the attorney’s fees are 
paid upon licensure of the technology. 
Another alternative is to structure a 
licensing agreement on co-filing of 
patents with a commercial partner at 
their expense. All of these scenarios are 
contingent on the commercial viability 
of the technology, how crowded the IP 
space may be around the technology 

and the expected regulatory hurdles in 
obtaining FDA clearance.

Timothy Clark, MD, FSIR
Associate Professor  
of Clinical Radiology  
and Surgery
University of Pennsylvania 

Perelman School of Medicine

AUTHOR’S NOTE  Once commercial 
viability of the idea has been confirmed 
and it is likely protectable, funding its 
development is usually the next step. 
Many life science innovations require 
tens of millions of investment dollars 
prior to their first sale in the U.S. 
market. It is rare that the entire amount 
is self-funded, and teams generally go 
hat-in-hand to raise capital and create 
strategic alliances. 

Funding
Physicians attempting to 
run the innovation gamut, 

especially for the first time, will run into a 
significant funding challenge. Generally, 
developing new medical technologies 
takes much more capital than physicians 
can self-finance. Early funding options 
include self-funding, friends and family, 
grants, incubators, and private or 
institutional angel investors. 

In these places, you will find advice as 
well as like-minded entrepreneurs who 
will empathize with your challenges. 
Unfortunately, most medical 
innovations will require significant 
capital to navigate the later stages 
of product development and clinical 
trials. This usually means institutional 
venture capital. At any stage of the 
process, you need to be able to 
intelligently address the following 
topics. However, when talking to life 
science venture capitalists, these are 
the key points to bear in mind: 

1. A clear pain point that you are 
addressing with your innovation. The 
greater the pain point, the better 
(read: larger commercial market).

2. An understanding of how your 
solution will fit into the market 
you are addressing—e.g., which 
physicians “own” the patent, who 

is actually going to be paying for 
the product, who stands to lose and 
who stands to gain, and who is the 
current and future competition. This 
should be distilled into a quality 
deck or PowerPoint presentation. 
A formal business plan, contrary to 
what they teach in business school, 
is usually not necessary.

3. The right team. This means people 
of the right background and 
integrity to be investable. This 
doesn’t necessarily mean a good 
CEO. It may be a good project 
manager. But someone has to be 
there to move the ball down the 
field each day, with a background 
that inspires and can be referenced.

Joe Cunningham, MD 
Founder/Principal,  
Santé Ventures

AUTHOR’S NOTE  The innovation 
process is long, tedious and filled 
with many important decisions. A 
single misstep can scuttle even the 
best of ideas. However, there are 
resources that exist that might be of 
use to those in IR who are considering 
entering the entrepreneurship arena. 
Organizations like the Society of 
Physician Entrepreneurs (SoPE) 
and Health 2.0 are flourishing and 
universities and business schools are 
marketing entrepreneurship programs 
daily. The specialty itself is filled 
with people who have jumped into 
the innovation arena—look at your 
shelf inventory and the names on the 
packaging. Take advantage of these 
myriads of resources to help move 
your ideas from the proverbial napkin 
to the production line. 

Sudhen B. Desai, MD 
(sudhen.desai@gmail.
com), is president of 
the Houston chapter 
and member of the 
international board of 

directors of Society of Physician 
Entrepreneurs (SoPE).
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Corporate Ambassador Program (CAP) Leader Level 
companies share their thoughts 
In this issue, we highlight our corporate game changers—SIR’s 
Corporate Ambassador Program (CAP) leaders, who share why they 
have chosen to significantly support SIR and SIR Foundation.

W e thank the companies below for their 
generous funding, which has helped bring 
to life and sustain some of the initiatives you 
have read about in IRQ. To learn more about 

CAP, visit sirweb.org/cap. In addition to the full version of this 
article (including the perspectives of Metronic), please read 
why they choose to become Leader Level supporters and what 
value they bring to the IR community with their product lines.

 

Jeff Mirviss,  
Senior Vice President 

and President, Peripheral 
Interventions

What do you feel are the keys to advancing 
IR as a specialty?
The breadth of diseases treated by the IR is staggering, and 
the number of interventional procedures performed each 
year continues to grow. With that growth comes an increased 
responsibility to ensure that physicians are supported 
with the right clinical science, are equipped with the most 
advanced tools and have access to the training they need to 
help improve patient care. 

 • Boston Scientific continues to invest in research that 
supports evidence-based medicine and advances our 
understanding of the complex disease states frequently 
treated by the IR, including cancer, hypertension, venous 
disease and peripheral artery disease.

 • Our company continues to generate breakthrough 
innovation, from today’s market-leading tools for peripheral 
embolization and endovascular interventions to tomorrow’s 
drug-eluting and renal denervation technologies.

 • We continue to partner with leading physicians and 
societies to provide educational programs on the latest 
science, procedures and technologies, including programs 

for experienced physicians, IR fellows and allied health 
professionals.

What is your company’s vision for IR’s future?
The leaders in the IR community, including individual physicians 
and societies such as SIR, will ultimately establish the vision for 
the future of the specialty. This may include an elevation in the 
role and visibility of IR, widespread recognition of the economic 
and clinical value of image-guided interventional procedures 
and, most importantly, continued innovation and advancement 
in the quality of patient care.

As a corporate participant, Boston Scientific hopes to be a catalyst 
for this evolution, with a regular cadence of innovation including 
breakthrough new technologies and clinical research. We expect 
to continue to do our part in helping the IR community expand 
into new procedures, new disease states and ways to improve 
the lives of patients. We’ll also continue to support organizations 
such as SIR, who will help to establish areas of focused investment 
while creating the necessary forums for discussion and debate, 
and we’ll encourage continued productive dialogue among policy-
makers and health care providers. 

 

Dame Louise  
Makin 

Chief Executive 
Officer

Ken Pugh,  
Vice President, 

Commercial 
Development and 

Interventional 
Oncology Marketing, 

The Americas 

What do you feel are the keys to advancing 
IR as a specialty?
The trend towards minimally invasive, locoregional treatment 
is growing, enabled by advances in imaging technologies and 
by the development of innovative products that allow IRs to 
undertake new procedures. To forge ahead as a specialty, IR 
must continue to explore ingenious ways to meet patient needs. 
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G A M E  C H A N G E R S  C O L U M N
Perspectives from society and foundation donors

New tools and techniques associated with helping clinicians 
“see more, reach further and treat smarter” will support the 
advancement of the specialty. Another key to success involves 
getting the word out to a broad audience (patients, caregivers, 
payers and other HCPs). We think interventional medicine is the 
place to be—and we’re telling everyone.

What is your company’s vision for IR’s future?
The future of IR is contingent on sustained investment in product 
innovation and development. It’s also about ensuring that all 
addressable patients are treated with quality products that 
provide a real benefit. We believe interventional procedures are 
and can become standards of care with differentiated products 
backed by clinical data. BTG cannot do it alone. We can only 
achieve these goals in partnership with IRs. 

Our competitive advantage is our dedication to finding smart, 
often unconventional solutions to complex medical problems. 
Many of our products combine medicines, device technology 
and new techniques in order to deliver more targeted 
treatments. We also invest in the clinical evidence that helps 
demonstrate the value of our products to doctors, patients 
and health care systems. Doing what’s right for patients is 
what gets us to work in the morning. It’s part of our DNA. Our 
customers are at the center. By staying true to this principle 
and our values, we’ve earned a strong reputation for the quality 
of our products and our commitment to innovation. Whether 
developed in our own labs or in partnership with clinicians, 
academics and other companies, we believe passionately that 
medical innovation has the power to improve human health. 
This is our vision of the future.

MEDICAL
 

Dan ”DJ” Sirota,  
Vice President, Global 
Business Unit Leader  

at Cook Medical 

What do you feel are the keys to advancing 
IR as a specialty? 
Innovation has been and will continue to be the most important 
way to advance the specialty. Minimally invasive procedures have 
revolutionized medicine in the last century, because of creative, 
innovative and passionate doctors working with industry. Together 
we have found safer, more economical, and less traumatic ways 
to help patients with acute and chronic conditions. New products 
and technologies—both disruptive and iterative—are inextricably 
linked to the growth and advancement of IR. 

In order for IR to grow as a specialty, we need better data to 
support IR procedures becoming a standard of care for disease 
states and conditions. For example, interventional oncology will 
advance when it is proven that IO procedures have outcomes 
that surpass or are supportive of well-studied surgical, medical, 
and radiation oncology courses of treatment. In an era of 
accountable care in which doctors are measured on clinical 
outcomes, data is critical. 

In addition, training and education initiatives are key to attracting 
doctors to IR. The dual certificate creates opportunities for SIR 
and industry to work together to reach physicians-in-training 
earlier in their training. For example, Cook Medical’s Vista 
Collaboration and Learning Program aligns nicely with SIR’s 
focus on education, and industry investments in SIR’s Corporate 
Ambassador Program provide funding for research and 
education that are important for IR. 

What is your company’s vision for the future?
Cook Medical is working with physicians to develop and 
study applications that might very well become the minimally 
invasive, image-guided procedures of the future. These include 
procedures that:

 • Enhance patient and clinician safety

 • Improve clinical outcomes

 • Allow for more cost-effective care and measurable 
economic value

 • Are accessible to a greater number of patients for a wider 
variety of conditions

And, as minimally invasive procedures become the standard 
of care across many medical specialties, collaboration will be 
important for the future of the specialty. 
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Q U A L I T Y  I M P R O V E M E N T  C O L U M N
by Kevin M. Baskin, MD 

Each year in the United States, 10 million central venous catheters 
are placed. Related complications add some $20–60 billion in health 
care costs. Most of these complications are believed to occur outside 
intensive care units, outside acute care conditions. 

W e know little about these complications—we 
don’t know in whom they’ve occurred, where 
or why. We are essentially lacking substantive 
multidisciplinary, multi-institutional evidence, 

resulting in a lack of consistent, evidence-based guidelines and 
standards for best practices. We even lack a consistent terminology 
and established channels of communication that would permit the 
meaningful dialogue and rigorous analysis necessary to improve 
care and reduce costs related to central venous access.

The SIR Foundation Quality and Outcomes Division has 
started its road into big data by investing in IR registries. A 
recent foundation-sponsored research consensus panel (RCP) 
focused on central venous access led to the development of 
the VANGUARD initiative, which stands for “Venous Access 
National Guideline and Registry Development.” This initiative 
has four major goals: 

 • Develop a unified terminology of venous access that 
is digitally interoperable and acceptable to all major 
stakeholders in the field

 • Identify what needs to be known in this field in order to 
develop best practices, assessing what is already known 
to find the significant gaps in our knowledge base and 
organizing what is not yet known into research priorities to 
better guide and coordinate the efforts of patients, payers, 
regulators, industry, academicians and practitioners

 • Design and develop registry and large database tools and 
related mechanisms for standardized data acquisition, 
storage, transmission and analysis through iterative steps 
and with broad stakeholder involvement. 

 • Develop a system that will put these data to work at the 
point of care, informing decisions and incentivizing the 
use of best practices, in a continuing cycle of assessment, 
analysis and quality improvement. 

This project in its entirety is beyond the scope and resources 
of SIR or any other individual society, agency or organization. 
However, the society, empowered by its members and staff, 
has the unique and broad experience necessary to lead this 
effort. We are currently coordinating SIR committees and 
service lines in collaboration with other medical societies, 
industrial and government representatives, patient groups 
and other interested partners. Participation in a public–private 
partnership with the U.S. Food and Drug Administration 
(FDA) in the Medical Device Epidemiology Network 
(MDEpiNet) has also strengthened early efforts. 

The evidence we need to guide our practice exists in the 
thousands of practices across the clinical spectrum that treat 
patients who require chronic central venous access and in the 
millions of interactions and experiences of these providers and 
their patients. Unfortunately, without a common terminology 
and a medium to archive and share experience, this evidence 
evaporates even as it occurs, and these vital questions remain 
unanswered. The relatively small amount of evidence in the 
literature tends to be sequestered into silos of expertise, 
reinforcing the disparate beliefs of special interest groups and 
lending credibility to isolated pockets of consensus that stand 
in for the missing synthesis of science.

As the emphasis in medical care in this country shifts away 
from process and procedures toward quality and outcomes, 
VANGUARD stands as a very strong and forward-thinking 
strategic response. Research registries have an increasingly 
important role to play in this new paradigm. We must capitalize 
on our strengths as a specialty and society to demonstrate 
with unequivocal evidence that our approach to the practice of 
medicine can deliver high-quality and cost-conscious health care. 

For more information, please contact Eleanore Hernandez 
Moye, SIR Foundation senior manager of clinical research, at 
emoye@sirweb.org. 

Introducing VANGUARD: Venous 
Access National Guideline and 
Registry Development
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