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

Steering SIR to continued success
As I assume the role of representing you on behalf of our society, I 
want to thank you, my colleagues and friends, for your confidence 
and trust in me. It is a great honor to serve you.

A s president, I understand that it will be up to SIR 
leadership to chart the course for the society through 
the ever-changing waters of health care. Please know 
that we will do our best, but also understand, as 

Vince Lombardi said, “The achievements of an organization are 
the results of the combined efforts of each individual.” Therefore, 
we will need every member to help us steer SIR along a path of 
continued success, whether it be at your local institution or at the 
national level by volunteering with the society.

As we look to this upcoming year, I know that the importance of 
our specialty remains underappreciated and misvalued at many 
different levels. Therefore, let me provide four areas upon which 
I believe we must focus the energy of SIR; but also understand 
that we will be working on many other activities in parallel. 

1. We must create applicable and actionable structured
reports and develop and fund registries and clinical trials
to generate the quality and longitudinal outcomes data to
better demonstrate the value of IR services. Empowered
with this data, we will be better equipped to generate
meaningful, evidence-based clinical practice standards
and guidelines; educate hospital administrators, legislators,
payers and patients on the significant role interventional
radiologists play in improving medical care; and, ultimately,
increase our sphere of influence in the health care arena.

2. SIR and its leaders are committed to facilitating the
implementation of the new IR Residency and creating
roadmaps for the process. Interventional radiology has 
become the 37th specialty recognized by the American 
Board of Medical Specialties. We must take advantage of this 
opportunity by reinventing our IR training programs to better 
educate and clinically train the next generation of IRs. We must 
also establish pathways for our trainees to develop a broader 
foundation in—and a greater knowledge of—how to perform 
outcomes research. 

3. We must continue to advance the positive impact that
IR has on patient care through innovation and the
development of new technologies, techniques, procedures
and clinical care pathways for our patients. More than ever, 
IRs must continue to support SIR Foundation and its spirit 
of discovery by embracing and employing our creativity and 
innovative ideas not only to advance our specialty but also to 

enhance the delivery of integrated patient care models based 
on outcomes data and through our direct involvement in the 
longitudinal care of patients.

4. We must move forward in unity, aligned as a single,
strong and proud society. So much of medicine is being
dictated by legislators and payers. We know that legislators
and payers respond in proportion to the voice being
heard and the size of PAC contributions, as well as the
perceived power of a society. Therefore, we must keep the
membership of SIR together and focused on its mission
to ensure that IRs have a significant and visible presence
with hospital administrators, payers, legislators and, most
importantly, patients.

We must leverage our positive working relationships with our 
diagnostic radiology colleagues and other societies to move 
our specialty forward. We cannot forget that many of the 
advancements that have been made in imaging technologies have 
allowed our specialty to increase its bandwidth and the diversity 
of the minimally invasive, image-guided procedures we perform. 
Collaborating with other medical societies to generate outcomes 
data, as SIR has recently done with the Society for Vascular 
Surgery with the PRESERVE trial, is also essential and, indeed, is 
being mandated by the U.S. Food and Drug Administration and 
many funding organizations like the National Institutes of Health. 

Unity in voice and representation is most compelling and 
influential. Henry Ford said, “Coming together is a beginning; 
keeping together is progress; working together is success.” We 
cannot allow shrinking health care dollars, turf wars, politics, 
egos and individual agendas to divide or erode our specialty or 
derail our efforts to improve the lives of the patients we serve.

On behalf of SIR, I pledge that your society will remain a strong 
advocate for the advancement and enhanced visibility of IR 
in the health care arena. As former GE CEO Jack Welch said, 
“Controlling your destination is better than being controlled by 
it.” For the benefit of our specialty and our patients, I challenge 
each and every member of SIR to contribute to your own vision 
to heal and to become engaged in controlling the destiny of 
our profession and specialty. What action will you be taking to 
help IR and your patients? Please feel free to send your ideas 
and thoughts to me at comm@sirweb.org. 

4    I R  Q U A R T E R LY    |   S P R I N G  2 0 1 5



2015
NEW YORK CITY  |  6-9 MAY

WCIO

6–9 MAY 2015  |  HILTON NEW YORK  

NEW YORK CITY  |  WWW.WCIOEVENTS.ORG 

Where Interventional Oncology Meets Globally 

WCIO 2015 will deliver a comprehensive program dedicated to Interventional  
Oncology by the world’s leading authorities in the field. In addition to presentations  
on innovative and state-of-the-art cancer managements from around the globe, the 
WCIO 2015 program will focus on small group discussions with medical experts  
and hands-on workshops in areas pertinent to interventional oncology practices. 

What’s new in 2015? 

WCIO 2015 provides tremendous educational opportunities for every stage of career 
in Interventional Oncology. This year, you can expect:

• Expanded tumor boards
• Best of APSCVIR
• Palliative Care/Symptom Management Session
• Old Cancers, New Treatments Session
• Comparative Effectiveness in Interventional

Oncology Session

• Programming for Early Career
Interventional Oncologists

• Scientific abstracts presented during the
plenary sessions and published in JVIR

• All accepted scientific abstracts published on
JVIR and WCIO websites

Visit www.wcioevents.org for the full educational program and to register for WCIO 2015.



IF you were part of the incredible physician turnout 
in Atlanta, or if you tuned in for any of the 10 
hours of live streamed sessions, I hope you’re 
still feeling the positive energy that permeated 

every aspect of the meeting; throughout the educational 
sessions, expo hall and numerous special events, attendees, 
faculty and corporate partners were “all in for IR.” 

Maybe you’ve already found ways to put into practice a new 
research finding, treatment approach or clinical care tip that 
you learned. Perhaps you’re curious to know more about some 
of the strategic accomplishments your SIR leaders highlighted 
throughout the week, some of which can be found within this 
spring issue of IRQ, including the latest information about the 
IR Residency (page 18) and quality improvement (page 24). 

If you are one of SIR’s volunteers or leaders, you may have 
already booked your flight for our next event. Chances are we 
tapped you as faculty for the Fellows Spring Practicum, plan to 
leverage your insights at one of our upcoming strategic planning 
meetings, or rely on you to represent our unified voice and share 
evidence with the many audiences who influence IR’s future. 

As staff, before we even start unpacking the boxes, we are 
sifting through the hard and soft data that we gather at the 
annual meeting and thinking about how to retool and rework 
our activities. As your society, we know we need the capacity 
and willingness to innovate and ensure that not just next year’s 
meeting but everything we do in-between is strategically 
moving us forward. 

One commonality is that none of us has time to slow down. In 
this era of rapid change, we’re all led to believe that only those 
who can keep one step ahead—in their processes, thinking 
and actions—are poised to succeed. But keeping one step 
ahead isn’t about being first or even fast; rather, it’s about 
organizational resilience and agility. 

You don’t need to search far to find numerous books and 
articles about resilience and agility (one of SIR’s new brand 
pillars). One article I recently came across1 characterized agility 
as a blending of strategic responsiveness and organizational 
flexibility. Specifically, the authors stress the importance of 

having both the ability to sense new risks and opportunities, as 
well as the facility to shift execution rapidly. 

Through stronger messaging and the means to collect quality and 
outcome metrics, IR is well positioned to make its way into the 
mainstream—a patient’s web search, a primary care physician’s 
waiting room, the hospital administrator’s office and the halls 
of legislature. If we’re successful, we will find many exciting new 
opportunities and hear many urgent calls for action for the field. 
Delivering on that success will mean having the capacity to take 
on ambitious and timely initiatives while also having the mettle to 
pass on what is not in the long-term interests of the specialty. 

As your executive director, I am grateful for the leadership 
and expertise afforded by our 2015–2016 Executive Council 
and officers. Through the power of this highly engaged group 
of volunteers—activated by a targeted strategic plan—I am 
confident about the purpose and the precision with which we 
approach our work. They ensure we balance member-centric 
strategic responsiveness with synergistic staff and volunteer 
organizational flexibility to deliver on our brand promise. 

Being “all in for IR” means applying strategic focus to the most 
meaningful programs and issues that will produce the greatest 
results. Staying “all in for IR” is up to each of us—members, 
volunteers and leaders—to keep our eyes on the horizon and 
move with agility around both opportunity and distraction. 

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

Staying “all in for IR,” with agility
How do you recover from the SIR Annual Scientific Meeting? 

1  Reference: K Shahabi, A Cusumano, S Sohonie. Agility Is Within 
Reach. strategy+business. March 16, 2015, Accessed online March 
24, 2015: strategy-business.com/article/00316?gko=9ee79. 

The new SIR brand incorporates five pillars 
that represent the core of our promise and  
guide our actions. 

 • innovative

 • agile

 • confident

 • collaborative

 • patient driven

To learn more, visit visiontoheal.org.
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IR Up Front    

SIR and SIR Foundation launch 
digital 2014 annual report 
SIR and SIR Foundation are pleased to announce the release of their joint 2014 
annual report, which can be viewed at sirweb.org/annreport. In addition to the year’s 
highlights and achievements that are the hallmark of the society and foundation 
annual report, the 2014 report takes a digital form that provides access to interactive 
videos and photo galleries, links to additional valuable information, and more. Please 
take time to review this report and share with your nonmember colleagues so they 
may see the role SIR and SIR Foundation play in the broader IR community and the 
impact membership can have on their practice of IR. 

Breaking news: 
On April 14, the U.S. Senate passed the “Medicare Access and Chip Reauthorization Act,” repealing the current sustainable growth 
rate (SGR) formula. SIR will provide a complete analysis of the bill and its implications to IR in the next issue of IR Quarterly.

SIR hosts radiation management lab for residents and 
fellows at SIR 2015
The SIR Safety and Health Committee and 
Emory Hospital paired together to offer 
a comprehensive radiation management 
lab at Emory Midtown on Feb. 28. The lab 
was in two parts—the first focusing on 
patient dose management and the second 
on reducing occupational dose. Topics 
covered included the relationship between 
the reference air kerma rate and patient 
skin dose rate and how that relationship 
is affected by procedural geometry and 
mode of operation, and how location 
within the room and procedural geometry 
affect scatter dose rates to the operator.

The faculty for the lab included practicing 
interventional radiologists and diagnostic 
medical physicists, all of whom are SIR 
members. Learners were asked to complete 

a pre-assessment and postassessment 
to measure changes in knowledge and 
competence as a result of the lab. The 
lab manual was developed through a 
collaborative effort by members of the SIR 
Safety and Health Committee, including A. 
Kyle Jones, PhD, Stephen Balter, PhD, and 
Bob Dixon, MD.

SIR thanks Unfors RaySafe AB and 
MAVIG GmbH for providing dosimetry 
equipment and protective garments 
and Steve Grimm and Rebecca Neill 
from Emory for providing phantoms and 
local support. The society also thanks 
the faculty, including Dr. Balter, Sean 
Dariushnia MD, Dr. Dixon, Chuck Gilliland 
MD, Steve Grimm, MS, Donald Miller, MD, 
and Alexander Pasciak, PhD.

Participant feedback regarding the 
lab was overwhelmingly positive. Amit 
Bhakoo (PGY4) of Mount Sinai in Miami 
commented: “This is phenomenal! This 
should be required for all residents.”
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IR UP FRONT 

SIR Foundation  
welcomes 2015–2016 
Board of Directors
Stephen T. Kee, MD, MMM, FSIR, Chair

Filip Banovac, MD, FSIR, Vice Chair

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

M. Victoria Marx, MD, FSIR, Treasurer

Sarah White, MD, Clinical Research Trials Division Chair

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

R. Torrance Andrews, MD, FSIR, Development Division Chair

Jeremy C. Durack, MD, Quality and Outcomes Division Chair

Alan H. Matsumoto, MD, MPH, FSIR, SIR President

Charles E. Ray Jr., MD, FSIR, President-elect

Donald F. Denny Jr., MD, FSIR, Health Policy and
Economics Division

Parag Patel, MD, FSIR, Graduate Medical Education Division

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

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

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

SIR welcomes  
2015–2016  
Executive Council
Alan H. Matsumoto, MD, FSIR, President

Charles E. Ray Jr., MD, PhD, FSIR, President-elect

Suresh Vedantham, MD, FSIR, Secretary

M. Victoria Marx, MD, FSIR, Treasurer

James B. Spies, MD, MPH, FSIR, Immediate Past President

Donald F. Denny Jr., MD, FSIR, Health Policy and
Economics Division

Stephen T. Kee, MD, MMM, FSIR, SIR Foundation Chair

J. Fritz Angle, MD, FSIR, Annual Scientific Meeting Division

Parag Patel, MD, Graduate Medical Education Division

Daniel B. Brown, MD, FSIR, Postgraduate Medical Division

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

Boris Nikolic, MD, MBA, FSIR, Standards Division

Michael D. Dake, MD, FSIR, Councilor-at-large

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

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

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

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

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

Tricia McClenny, Associate Executive Director (ex-officio)

2015–2016 Executive Council

2015–2016 Board of Directors
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IR UP FRONT    

SIR holds fifth Y-90 course
The sold-out SIR Y-90: The Complete Course was held on 
Jan. 11–14 and was once again extremely well received by  
all attendees.

This year’s training continued last year’s approach, which 
provided both beginner and advanced education for 
interventional radiologists and trainees interested in initiating, 
developing or strengthening their practice in intra-arterial 
Y-90 in the treatment of hepatic malignancies. The course,
designed with lectures, panel discussions, case scenarios
and hands-on workshops, also offered attendees a unique
opportunity to interact with experts in Y-90 by preparing their
own cases to present. Led by expert facilitators, the beginner
portion of this course incorporated the requisite training
and testing for official SIR validation of the IR attendee as
qualified to apply for AU status for intra-arterial Y-90 in the
treatment of hepatic malignancies. The advanced portion
presented more complex topics in the area of therapies
for specific primary and secondary hepatic malignancies,
radioembolization, retreatment, postprocedural care and
management of complications.
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IR UP FRONT 

Refreshing! Energized! 
New and exciting!
And these are just a few of the 
descriptors our corporate partners have 
used to describe SIR 2015 in Atlanta!

This Annual Scientific Meeting took a fresh, 
new turn this year, and exhibitors and 
attendees alike took notice.

What was different in and 
around the Expo?
 • Hands-on Learning Labs brought the

workshops into the Expo

 • Expo rest stops with complimentary
back, neck and foot massages

 • Hour-long lunch and breaks

 • Updated, informative app (with more
than 90,000 dashboard visits) and giant
touchscreen wayfinders

 • More than 760 trainees in attendance

 • New 70-foot JVIR historical timeline

 • The increasingly popular Compelling
Conversations series at SIR Central

 • New lunch time corporate satellite events, 
and more

Thank you for visiting our corporate 
partners in the Expo this year! They help 
make our mission possible in many ways 
and share our vision to heal.

Fun fact: Can you guess how much freight 
was brought into the Expo in Atlanta?

The answer can be found on page 27.

Corporate Corner

Customize your member experience with SIR sections
SIR has developed special sections for members who share 
a common area of interest or stage in their IR career. Each 
section is guided by a governing council elected by that 
section’s members. Sections actively engage with members 
through webinars, conference calls and in-person meetings 
held at the SIR Annual Scientific Meeting. 

SIR sections provide:

 • A forum for the exchange of information between members
and the society

 • A means for the society to utilize the expertise of a discrete
group of members on specific issues

 • An opportunity for members with a special interest to speak
as a unified group to the leadership of the society

 • A pathway for professional leadership development within
the organization

SIR’s three existing sections represent approximately 2,000 
SIR members.

Resident, Fellow and Medical Student 
Section (RFS)
The purpose of the RFS is to promote the clinical paradigm 
of IR practice at the resident, fellow and medical student 
level by introducing the specialty to trainees passionate 
about the ideas that embody the future of IR, by stressing 

the necessity of becoming disease experts and by focusing 
on patient centered care. 

Chair: Dave Tabriz, MD

Early-career Section (ECS)
The ECS, which is composed of young professionals in their 
first eight years of practice, provides a platform in which 
members new to IR practice can develop a knowledge and 
resource base, network, participate in decision-making and 
serve as a resource to the SIR Executive Council.

Chair: Minhaj Khaja, MD
Chair-elect: Reza Rajebi, MD
Secretary: Devaraj Pyne, MD

Women in IR Section
On the basis of strong interest from women in the field, SIR is 
developing the Women in IR Section to enhance the careers of 
women interventionalists through the creation of professional 
development, mentoring and networking programs, and 
through the promotion of leadership opportunities within SIR 
and SIR Foundation.

If you have any questions about SIR sections or would like to 
learn more about getting involved in a section please contact 
volunteer@sirweb.org.
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Favorite book.
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Favorite way to not 
spend hours in 
a hospital room.

For patients with recurrent pleural effusions or malignant ascites, the PleurX® system provides 
easy, effective and safe fluid drainage they can manage in the comfort of their home.  
PleurX is the only tunneled catheter drainage system with documented infection rates  
< 3%*,† and unparalleled administrative support—helping ensure efficient implementation.  

PleurX helps patients spend less time in a hospital room and more time in the living room. 
Learn more at carefusion.com/PossibleWithPleurX. 

© 2014 CareFusion Corporation or one of its subsidiaries. All rights reserved. PleurX, CareFusion and the CareFusion 
logo are trademarks or registered trademarks of CareFusion Corporation or one of its subsidiaries. IS4422 (1214)

* Warren, W., Kim, A., Liptay, M. Identification of clinical factors predicting PleurX catheter removal in patients 
treated for malignant pleural effusion. Eur J Cardiothorac Surg, January 2008, 33(1):89–94. † Lungren, M., Kim, C., 
Steward, J., Smith, T., et al. Tunneled peritoneal drainage catheter placement for refractory ascites: single-center 
experience in 188 patients. J Vasc Interv Radiol, September 2013, 24(9):1303–1308.
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New resource for JVIR content: The news you need
JVIR has unveiled a new source for the latest news and information you need: JVIR Access (jviraccess.com). Journal website 
content is directed to JVIR readers at all levels and is posted on the 1st of each month at jviraccess.com. 

Selected monthly summaries and commentaries highlight important articles from the most recent issue of JVIR, place them 
into larger perspective and indicate how they may affect your daily practice. Recent posts include:

 • Covered vs. uncovered stents for malignant common bile duct obstruction: Which lasts longer?

 • New study examines the effectiveness of collateral vein embolization for nonmaturing fistulas.

 • Preoperative embolization in surgical treatment of spinal metastases shows no improvement in intraoperative blood loss.

Since its inauguration last fall, JVIR Access has already logged tens of thousands of views. Follow @JVIRmedia on Twitter 
and Instagram for notifications of the most recent postings. If you are interested in joining JVIR Access staff, please email 
your CV and cover letter to jviraccess@gmail.com.
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IR UP FRONT 

New SIR Fellows
SIR congratulates the newly inducted SIR Fellows. The following Fellows were presented at the SIR Fellows Business 
Meeting and Dinner held on Monday, March 2, in conjunction with the SIR 2015 Annual Scientific Meeting. 

Active Fellows
Nadine Abi-Jaoudeh, MD, FSIR 

Muneeb Ahmed, MD, FSIR

James T. Bui, MD, FSIR

Abbas Chamsuddin, MD, FSIR

Eric J. Hohenwalter, MD, FSIR

Sidney Lowell Kahn, MD, FSIR

Charles Y. Kim, MD, FSIR

Neil M. Khilnani, MD, FSIR

Kimi L. Kondo, DO, FSIR

Mark L. Montgomery, MD, FSIR

Dmitry Rabkin, MD, FSIR

Michael A. Savin, MD, FSIR

John D. Statler, MD, FSIR

Timothy L. Swan, MD, FSIR

Charles F. Tate, III, MD, FSIR

Thuong G. Van Ha, MD, FSIR

Aradhana M. Venkatesan, MD, FSIR

Daniel E. Wertman, MD, FSIR

Corresponding Fellows
Yasuaki Arai, MD, FSIR

Colin Cantwell, MD, FSIR

Ricardo D. Garcia-Monaco, MD, FSIR

Alexis Kelekis, MD, FSIR

Sundeep J. Punamiya, MD, FSIR

SIR Fellowship represents members who have demonstrated excellence in interventional radiology by virtue of research 
and published works, teaching, and leadership within the field of interventional radiology, along with contributions and 
involvement within the Society. 

JVIR app now available for iPad, 
iPhone and Android
You can now take the Journal of Vascular and Interventional Radiology (JVIR) on the 
go on your iPhone, iPad or Android. Visit jvir.org/content/mobileaccessinstructions 
for more details.

With the mobile app you can:

 • Download issues while reading: no need to wait

 • Get the content you want more quickly and conveniently

 • Interact with figures, tables, multimedia and supplementary content

 • Organize and manage articles and storage on your device

Access to the JVIR app is free to you as a benefit of SIR membership, but you must 
first create a JVIR account. 

IRQ is going 
digital
SIR will soon start providing IR Quarterly 
in a digital format to SIR members, but 
the society will continue sending the 
print version to those who request it. 
Want to keep receiving IRQ in print? Let 
us know at bhaefs@sirweb.org. 
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Annual Members’ Business Meeting features 
bylaws votes, changes
The Annual Members’ Business Meeting provided members 
with an update on progress made by the society and 
foundation during the past year to advance our strategic 
goals, more details on SIR’s new brand and an overview of 
the priorities for the coming year. Members voted on several 
bylaws amendments with the following results:

 • An amendment to clarify that voting by proxy is not allowed 
at the Members’ Business Meeting was approved.

 • An amendment to add an International Division Councilor 
position to the SIR Executive Council was approved.

 • An amendment to clarify the issues on which members 
can vote during the Business Meeting was tabled for 
further review.

Fellows Business Meeting
A bylaws amendment pertaining to the Fellows of the Society 
was voted on during the Fellows’ Business Meeting with the 
following result:

 • An amendment to clarify a quorum and that voting by proxy is 
not allowed at the Fellows’ Business Meeting was approved. 

ARIN Update
Improve patient outcomes with improved health literacy
By Greg Laukhuf ND, RN, CRN, RN-BC, NE-BC, 2014 President
Association for Radiologic and Imaging Nursing (ARIN)

The patient was given postprocedure instructions. When 
you asked if they had questions, they said no. You learn 
later, however, that they came to the ED after discharge 
for a postprocedure issue during the follow-up phone call. 
What happened? 

The answer lies in the patient’s health literacy. According 
to a 2003 Department of Health and Human Services 
(DHHS) report, only 12 percent of adults have sufficient 
health literacy to understand and use health information 
effectively. To change this statistic, radiology health 
professionals need to recognize that patient education is 
a team approach accomplished by physicians, nurses and 
technologists. The group should use proven strategies to 
ensure patient comprehension and compliance.

Several proposals recognizing the importance of health 
literacy have been implemented recently. In 2010, the 
Affordable Care Act, the Plain Writing Act and Action 
Plan to Improve Health Literacy were enacted. In 
addition, the Joint Commission standard on patient-
centered communication was recently released along 
with guidelines to assist health care providers in health 
literacy as part of the American Nurses Association 
competency standard 1. 

A patient’s health literacy cannot be determined by 
looking at them. Care should be taken to ensure that 
patients understand instructions to manage their care 
and improve their outcomes. Several strategies can boost 

understanding. Teach back, use of key communication 
strategies and a patient handout for tracking 
postprocedure instructions are proven interventions. Ask 
patients how they would prefer to get data. Speak slowly, 
avoid medical jargon, repeat key points, use illustrations 
and cover material in small units. These methods have 
been proven effective in improving patient information 
comprehension.

Teach-back is a powerful tool to ensure a patient 
comprehends what has been shared. When asked, “Do 
you understand,” many patients will reply “Yes” rather 
than admit they do not understand. In the teach-back 
method, the patient is asked to teach the health care 
provider the information. For example, the patient may 
be asked by the care provider “I want to be sure that I 
explained when it’s necessary to call the department 
with postprocedure issues. Can you tell me how and 
when you would call the department?” Teach-back can 
ensure that a patient understands the information and is 
more likely to adhere to the instructions, thus reducing 
the likelihood of complications and costly readmissions.

The current health care climate is holding health care 
professionals accountable for meeting their client’s 
health literacy needs. Legislation, professional standards 
and facility policy could be mentioned in litigation 
resulting from insufficient patient education. To meet this 
challenge, radiology teams need to evaluate how to best 
handle their patient’s educational needs. 
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  www.SIRmeeting.org: 
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Details on other SIR educational opportunities
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April 8
SIR RFS Webinar: Pediatric IR  
Training Pathways

April 11
SIR Endorsed: 2015 Tulane University  
C02 Conference: Where Pumping Gas 
Improves Your Image!

April 24
Deadline for submitting suggestions  
for SIR 2016 (April 2–7, Vancouver,  
BC, Cananda)

April 24
SIR Endorsed: TREAT (TransRadial 
Endovascular Advanced Therapies) 
Symposium

May 6–9
Jointly Provided: WCIO 2015,  
New York, N.Y. 

May 14–16
SIR Fellows' Spring Practicum,  
Chicago, Ill.

May 21–23
SIR International Collaborative Meeting:  
2nd International IR Meeting, Lima, Peru

June 1
SIR Foundation research consensus panel: 
Image-guided biopsy in the era of 
personalized health care, Herndon, Va.

Vancouver, BC, Cananda New York, N.Y.

Lima, Peru

Chicago, Ill
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The IR 
Residency 
takes one 
step closer

 
By M. Victoria Marx, 
MD, FSIR 
The Accreditation 
Council for Graduate 
Medical Education 

(ACGME) application for IR Residency 
accreditation is now available, and 
program directors are beginning the 
application process. 

The first step is local—that is, a given 
IR Residency proposal must first be 
approved by the sponsoring institution’s 
Graduate Medical Education Committee 
(GMEC). The completed application may 
then be submitted to ACGME. This step 
is done by the Designated Institutional 
Official (DIO). The application is 

designed to ensure that the program 
has the resources (faculty, case volume, 
facilities, etc.) required to provide the 
education outlined in the program 
requirements. 

After application submission, ACGME 
will schedule a site visit. The site 
visitor’s report is then reviewed by 
the Radiology Residency Review 
Committee (RRC), the body that 
is authorized to approve program 
accreditation. 

The entire application process 
typically takes many months. The 
RRC is planning an extra meeting in 
the coming year in anticipation of the 
new applications. Once a program is 
approved, the resident recruitment 
process in individual programs may 
begin for Integrated residencies. 

As detailed in prior IR Quarterly 
articles, the IR Residency is designed 
to be flexible in implementation to 
ensure that it can be incorporated 
into as many departments as possible. 
The Integrated format is five years 
of training after one internship. The 
PGY2–PGY4 years are identical to 
diagnostic radiology (DR) residency. 
The PGY5–PGY6 years focus on 
procedural and clinical IR and include 
a critical care rotation.

It is anticipated that only a small 
number of Integrated IR Residency 
programs will participate in the 2016 
match. It is likely that a larger number 
will be recruiting medical students 
in the 2017 match. That means that 
the first sizable class of Integrated IR 
residents will graduate in 2022. 

The growth and sustainability of the 
Integrated IR residency depends 
on the interest level of medical 
students. Interest now is very high; 
more than 300 students attended the 
recent SIR annual meeting in Atlanta. 
Continued local and national outreach 
to medical students is an important 
aspect of SIR activity.

Special Section: IR Residency
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The Independent model is a two-year 
residency (PGY6–PGY7) that takes 
place after completion of a residency 
in DR. Candidates who complete an 
Early Specialization in Interventional 
Radiology (ESIR) curriculum during 
DR training may enter an Independent 
residency at the PGY7 level. 

DR programs may provide an ESIR 
curriculum; each institution’s ESIR 
curriculum must be approved by 
ACGME. ESIR applications are 
now available to DR program 
directors; approval does not require 
a site visit. ESIR components 
must include a total of 12 IR or 
IR-related rotations and a critical 
care rotation. IR-related rotations 
may be procedural or clinical. The 
exact number of allowed IR-related 
rotations has yet to be finalized.

To qualify for advanced placement in an 
Independent IR Residency, ESIR residents 
must have done 500 IR procedures. 
Active collaboration between IR and DR 
program directors is necessary to ensure 
broad availability of the ESIR option, and 
the Association of Program Directors in 
Radiology (APDR) and the Association 
of Program Directors in Interventional 
Radiology (APDIR) are in actively 
exploring these needs.

ACGME-accredited one-year VIR 
fellowship programs can continue for the 
next five years. However, after that time all 
accredited IR training must be conducted 
within approved IR Residencies. At 
present, ACGME plans to allow enrollment 
in Independent residencies beginning 
July 1, 2020. This means that the first 
Independent residency match would take 
place in the 2018–2019 academic year. 
This implementation plan is designed to 
avoid confusion that might arise if one-
year fellowship programs and two-year 
residencies co-existed. 

2015 will be a big year for IR. SIR 
applauds all of the programs working 
now to make IR residency a reality. 

An 
interview 
with M. 
Victoria 
Marx, MD, 
FSIR

By Jeremy  
Collins, MD
M. Victoria (Vicki) Marx, 
MD, FSIR, is a professor 
of clinical radiology, the 

vice chair for education, and director of 
the radiology residency training program 
at the University of Southern California. 
The current SIR treasurer, she has been 
an active SIR volunteer for more than 25 
years. Dr. Marx chairs a committee tasked 
with the development of IR material for 
the American Board of Radiology (ABR) 
Core Exam. This recent role, coupled with 
her background in education and current 
vantage point as director of a radiology 
residency program, places her in a 
unique position to consider the future of 
education in IR.

The opinions expressed by Dr. Marx in 
this interview are those of her alone, 
and should not be taken to imply that 
she is representing the perspective of 
the ABR or any other stakeholder in 
interventional radiology education.

COLLINS: What are the  
unique educational needs of IR 
trainees beyond what is offered 
in a traditional diagnostic 
radiology program?
MARX: The unique educational need that 
will be clearly addressed in the new IR 

Residency is patient care education—not 
just during the procedure, but specifically 
education in clinical decision-making 
before and after the procedure. The new 
IR Residency program requirements 
include clearly defined clinical 
components that address these issues.

COLLINS: How will the recently 
approved IR Residency strengthen 
IR education?
MARX: In addition to the clear patient 
care component, there will be added 
procedural education because the 
entire program is longer. There are 
also articulated opportunities for 
interdisciplinary education that current 
IR fellows could avail themselves of but 
that are rarely taken advantage of by 
many programs. 

For example, it is indicated in the 
FAQs on the ACGME website that 
you can do interdisciplinary clinical 
interventional radiology-related 
rotations with hematology-oncology, 
hepatology, vascular surgery, etc.—any 
rotation that might be pertinent to IR 
education. With the clinical education 
in the IR Residency, there is clearly an 
expectation that IR residents will be 
exposed to in-patient, consult and out-
patient experiences in the world of IR.

COLLINS: What unique skills will 
graduates of the IR Residency have 
to improve patient care beyond 
those acquired in the traditional 
pathway of a DR residency 
followed by an IR fellowship?
MARX: The close integration 
of imaging and procedures with 
longitudinal patient care. This defines 
the specialty of interventional radiology 
as unique from other specialties 
performing image-guided interventions.

COLLINS: In your opinion, how 
will the recognition of the IR/
DR Certificate and dedicated 
residency pathway influence 
the public’s perception of 
interventional radiologists?

Special Section: IR Residency
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MARX: I think it’s a little soon to 
tell. That being said, a community 
of physicians who view themselves 
as a unique specialty, rather than a 
subspecialty, may develop a culture 
that can present itself in a more forward 
fashion to the public.

COLLINS: Now that medical 
students need to select the IR 
Residency, how can SIR and 
practicing IRs increase the 
visibility of our specialty to 
medical students?
MARX: The first way is to have a 
faculty member become an adviser for 
interventional radiology interest groups. 
The SIR resident and fellows section 
website has an interactive map that 
shows where these interest groups exist 
and materials on their website provide 
detailed support to develop an interest 
group at a medical school. 

Second would be to quickly develop 
radiology electives or “selectives.” 
Medical schools now have a large 
number of elective options that can be 
two, three or four weeks in duration. Our 
medical school just started a month-
long elective for senior students to do 
two weeks in subspecialties that they 
might not otherwise get any experience 
in. This has been classified a “career 

decision-making” elective. There are 
many options that need to be made 
available to medical students. 

Third, someone in the IR division needs 
to work with the DR clerkship director 
to make sure that IR has a presence in 
the existing clerkship. In most schools, 
this is an elective, although in some it is a 
requirement. Finally, an IR faculty member 
must be willing to act as a medical 
student adviser. The need for a faculty 
adviser has already become apparent to 
me—yesterday, three third-year medical 
students met with me to discuss strategies 
for pursuing a career in IR.

COLLINS: Can you comment on 
the role of simulation in radiology 
education and IR education in 
particular?
MARX: Although I have limited 
simulation experience related to a 
pilot program at our institution, our 
culture is increasingly risk adverse and 
patients don’t expect to be anybody’s 
first case. Increasingly, simulators 
are present in many surgical training 
programs—we have a simulation 
lab at USC that the surgeons use. 
The surgeons also use cadavers for 
teaching in this lab.

We do use phantoms to credential 
our residents for paracentesis and 
thoracentesis procedures. The 
only procedures that radiology 
residents are allowed to do without 
direct supervision, according to 
the DR program requirements, are 
PICC insertion, paracentesis and 
thoracentesis. However, one must 
document that residents are competent 
before you can let them perform these 
procedures with indirect supervision. 

So what we have done is develop 
a training program where a faculty 
member gives the residents a didactic 
conference, has them all go through 
simulated US-guided thoracentesis 
procedures using a phantom that has 
ribs and intercostal blood vessels that 
have to be identified and avoided. 
Subsequently, residents have to 
perform five thoracentesis procedures 
under direct supervision and get signed 
off; the goal is for all first-year residents 
to get signed off by the end of the 
PGY-2 year. This is the first year that we 
have implemented this program and we 
will have to see if all 10 of our residents 
will be deemed competent by the end 
of the pilot.

COLLINS: Can you comment on 
the advantages and disadvantages 
of computer-based testing to 
assess a trainee’s IR knowledge 
base compared to the traditional 
oral examination strategy?
MARX: A computer-based exam 
is absolutely fair. Everybody gets 
essentially the same exam. So from 
the standpoint of objectivity and 
fairness you can’t beat this approach. 
The problem with the computer-
based exam where every question 
has to have one right answer is that 
there are a lot of scenarios in IR that, 
by the nature of clinical practice, 
have more than one right answer. 
And testing trainee judgment and 
response to the unexpected is, I 
would say, easier to do with the more 
subjective oral exam format.

●  Residents tour SIR Expo at the SIR 2015 Annual Scientific Meeting

20    I R  Q U A R T E R LY    |   S P R I N G  2 0 1 5





Special Section: IR Residency

COLLINS: How is the ABR trying 
to address this challenge?
MARX: To the extent that I am 
aware, I believe that the certification 
exam leading to the ABR certificate in 
diagnostic and interventional radiology 
will have a computer-based and oral 
exam component. The computerized 
component will cover DR with some 
interventional radiology material; the 
oral component will cover IR with 
material similar to what the vascular and 
interventional radiology CAQ covers, 
with the addition of a patient care focus.

COLLINS: Although I realize it is 
difficult to predict the future, do 
you foresee the ABR eventually 
replacing the oral examination in 
IR three months after completion 
of training with a computer-
based exam?
MARX: I would say that I can’t predict 
the future. However, I would like the 
future to continue to have an oral-based 
exam component. 

COLLINS: What do you think of 
the changes in IR education due to 
the new IR Residency?
MARX: I think that it is a huge change 
involving many people and that it is 
very, very exciting. Five years from now 
it will be great. A lot of us are doing a lot 
of work to get to that point. 

IR 
residencies: 
High 
demand, 
low supply

By Dave Tabriz, MD 
The American Board 
of Medical Specialties 
(ABMS) approved 
the IR/DR Certificate 

in September 2012, changing the basic 
IR training schematic from the 1-4-1 
(internship—DR training—fellowship) 
model to a 1-3-2 approach. The proposal 
was contingent on a mandated timeline 
to transition from traditional IR fellowships 
to IR residencies. John A. Kaufman, 
MD, FSIR, has been instrumental in this 
lengthy process, and has summarized the 
current state of the IR/DR Certificate in 
the November 2014 issue of Radiology.1 In 
that same issue, Darl E. Heitkamp, MD, and 
Robert E. Gunderman, MD, PhD, discuss 
concerns about the eventual transition.2 

Over the past three years, the SIR 
Resident, Fellow and Student Section’s 
(RFS’s) Medical Student Council has done 
phenomenal work facilitating IR interest 
at the medical student level. To date, there 
are more than 50 dedicated IR interest 
groups across the nation, and SIR medical 
student membership has risen 355 
percent since 2012 (2012: 132, 2013: 134, 
2014: 610). The interest has followed suit 
at the resident level, possibly influenced 
by the current radiology job market, 
where IR fellowship applicants have risen 
from 165 in 2010 to 275 in 2014. In 2012, 
the number of applicants surpassed 
the number of listed Accreditation 
Council for Graduate Medical Education 

“I think that it is 
a huge change 
involving many 
people and that 
it is very, very 
exciting. Five 
years from now it 
will be great. A lot 
of us are doing a 
lot of work to get 
to that point.”
—M. Victoria Marx, MD, FSIR
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(ACGME) programs (~221), meaning that 
unmatched applicants are now a reality. 
Concurrently, U.S. medical student interest 
in DR residencies has decreased, with 
the number of U.S. applicants filling DR 
residency spots decreasing between 2010 
and 2014, from 799 to 695.

More and more medical students 
are interested in dedicated IR 
residencies and the clinical training 
that traditional DR residencies lack. 
The complexity of starting an IR 
Residency is paramount, taking into 
account funding, accreditation and 
the integral relationship required 
with the DR residency program 
and program director. However, the 
opportunity to increase a DR program’s 
competitiveness through IR residencies 
should be considered; demand is high.

To provide rising medical students 
with guidance on pursuing IR training 
pathways, the RFS Section Training 
Pathways Committee has created a 
centralized online resource for information 
(rfs.sirweb.org/wordpressnstall/training-
pathways-in-ir/) and a current database 
of IR training programs (rfs.sirweb.org/
wordpressnstall/training-pathways-in-ir/
irtp-spreadsheet/); unfortunately, less 
than five programs are currently profiled 
and highlighted. If you are an IR program 
director, please update your program’s 
information by emailing IR.training.
pathways@gmail.com.

Special thanks to Jordan Castle, MD, 
RFS Section IR Training Pathways 
Committee Chair. 

1  Kaufman JA. The Interventional 
Radiology/Diagnostic Radiology 
Certificate and Interventional Radiology 
Residency. Radiology. 2014;273(2):318–
321. doi:10.1148/radiol.14141263.

2  Heitkamp DE, Gunderman RB. The 
Interventional Radiology/Diagnostic 
Radiology Certificate: Asking the Hard 
Questions. Radiology. 2014;273(2):322–
325. doi:10.1148/radiol.14140002. 

Drawing 
medical 
students  
to the field
One institution’s 
experience hosting 
their first dedicated 
educational event

Taj Kattapuram, MD, Rahul Sheth, 
MD, Suvranu Ganguli, MD, and  
T. Gregory Walker, MD

SIR, through the activities of its 
RFS Section (Resident Fellow and 
Student Section), is continuing 
its effort to expose IR to medical 
students earlier in their education. 
Many institutions across the 
country are contributing to the 
effort by holding medical student 
symposia, such as the one 
described below. 

On October 25, 2014, the division 
of interventional radiology at 
Massachusetts General Hospital (MGH) 
hosted its first IR symposium for 
medical students. The symposium was 
designed to promote the IR specialty 
to medical students and educate them 
on the new DR/IR Residency track. 
Although the medical students who 
attended the event were primarily 
from Harvard, Yale, Brown, Boston 
University, University of Massachusetts 
and Tufts University, students from 
Florida, New Jersey and New York also 
attended. The symposium garnered 
substantial interest, with more than 

More such examples can 
be found on the RFS 
website at rfs.sirweb.org/
wordpressnstall/medical-
student-section/medical-
student-interest-groups/
recent-irig-events/. 

100 registrants and more than 40 
medical student attendees. 

MGH IR faculty and fellows delivered 
introductory lectures that outlined 
the scope of the specialty, reviewed 
the proposed training paradigm for 
the new IR Residency, highlighted the 
types of procedures, interventions 
and clinical services offered by 
our specialty, and gave examples 
of current medical research that 
is underway in IR. Attendees also 
participated in hands-on simulation 
workstations where they could 
ablate livers with cryoablation and 
radiofrequency probes, deliver 
endovascular coils in aneurysm flow 
models, use endovascular simulators 
and perform ultrasound-guided 
biopsies on specially constructed 
phantoms. A Q&A session between 
the medical students and a panel 
composed of the MGH IR faculty, 
fellows and residents covered a broad 
range of topics, including life as an IR 
fellow and women in IR. 

The symposium was extremely well 
received by the medical students who 
attended. Data from surveys given 
to the medical students before and 
after the symposium showed a strong 
agreement that the IR symposium was 
educational and a program that should 
be offered annually. An overwhelming 
majority of medical students who 
already had some interest in pursuing 
IR prior to the symposium felt a 
stronger interest in pursuing IR as a 
career. This attests to the benefits 
of having a symposium to share our 
dynamic and evolving specialty. 
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As part of the continuing SIR and SIR Foundation effort to provide 
tangible value to members, domain experts are producing a first-
of-its-kind resource on important, though oft-perplexing, quality 
and safety topics. The Quality and Safety Toolkit, stewarded by 
Joseph R. Steele, MD, FSIR, is intended to evolve into an up-to-date 
source of information for Interventional Radiologists as regulations, 
requirements and standards change. 

W hat are the toolkits? Are they collections 
of published resources? Are they new 
resources? Are they interactive? Do they 
provide practical information that can be 

applied to clinical practices (like a how-to) or are they just 
generally informative?

Quality
This first toolkit will address issues and provide practical 
resources pertinent to the full spectrum of IR practices. The 
toolkit will discuss:

 • Why everyone should become well versed on health care
quality matters; James R. Duncan, MD, PhD, FSIR, will explain
why quality indicators and outcomes assessment are essential
at a time when the regulatory environment is tightening and
payment models shift toward pay for performance

 • The nuts and bolts of quality reporting

 • Regulations and expectations from the Joint Commission
and Centers for Medicare and Medicaid Services (CMS),
including common questions about how to avoid
reimbursement penalties and incorporate quality measures
into practice

 • The roles SIR, SIR Foundation and IR Service Lines are
playing in the development of relevant performance
measures and large-scale data registries

 • Value-based purchasing, internal quality control/quality
assurance programs, maintenance of certification
requirements and guidance for completing individual,
group or national MOC projects

Safety
In our specialty, the safety of our patients and health care 
team is paramount. To address that need, the first SIR toolkit 
will contain substantial information on:

 • Radiation and MR safety, including educational resources/
primers, safe practice parameters and links for participation
in the American College of Radiology’s (ACR’s) CT dose
index registry

 • A planned collaboration between SIR Foundation and
ACR to determine diagnostic reference levels for common
IR procedures

 • Practice quality improvement project models related to
radiation and MR safety

 • The implications of Hospital Compare and Physician
Compare on medicare.gov and the Sunshine Act

This new toolkit will be made available to SIR members in 
the near future via sirweb.org. If you have questions in the 
meantime, contact Tresha Russell at trussell@sirweb.org. 

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 Jeremy C. Durack, MD, MS 

SIR and SIR Foundation release 
Quality and Safety Toolkit 
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SIR 2015 provides many 
highlights for attendees

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

updates in current events sessions 
and much more, the SIR 2015 Annual 
Scientific Meeting in Atlanta offered 
countless educational opportunities 
for the attendees who gathered from 
around the world. The society thanks the 
Annual Scientific Committee, volunteers, 
corporate supporters, attendees and 
all else who made the meeting such a 
tremendous success.

Digital didactics
More than 270 people from 29 countries 
attended VIRtual SIR 2015, which 
occurred simultaneously with the annual 
meeting in Atlanta. The virtual meeting 
is a yearlong event and includes free 
on-demand access to eight educational 
sessions that were webcast live during 
SIR 2015. According to one participant, 
the virtual meeting was a “Wonderful 

experience—everything has worked 
well.” Sessions are still available for 
viewing, so register today at  
vts.inxpo.com/scripts/Server.nxp?LAS 
Cmd=AI:4;F:QS!10100&ShowKey=23689 
if you missed this opportunity or would 
like to experience the sessions again.

SIR’s increasingly popular annual 
meeting mobile app returned for its 
fourth year with even more features 
to enhance attendees’ meeting 
experience. The mobile app was 
accessed 7,057 times by mobile 
download or mobile website; with 
243,292 total session and event 
views (increases of 57 percent and 62 
percent from last year, respectively), 
more attendees than ever found the 
app to be an incredibly helpful tool. 
Even after the meeting, you can read 
news articles and abstracts and follow 
up with exhibitors by downloading 
the app from the app store or mobile 
marketplace (search for SIR 2015).

26    I R  Q U A R T E R LY    |   S P R I N G  2 0 1 5

https://vts.inxpo.com/scripts/Server.nxp?LASCmd=AI:4;F:QS!10100&ShowKey=23689
vts.inxpo.com/scripts/Server.nxp?LASCmd=AI:4;F:QS!10100&ShowKey=23689


SIR 2015 meets the press
As part of its public relations efforts, 
the society showcased IR innovations, 
developed four news releases 
(sirmeeting.org/index.cfm?do=cnt.
page&pg=1008) based on scientific 
abstracts, hosted a preconference 
telebriefing with reporters and worked 
with media representatives both 
remotely and on site in Atlanta. By 
working closely with reporters, 294 
print and/or broadcast articles about 
IR research appeared in consumer 
publication/broadcast outlets, such as 

Fox Health News, the New York Daily 
News, HealthDay and RunHaven.com—
reaching 138 million potential readers, 
viewers and listeners. Visit the society’s 
Facebook and Twitter sites to see how 
social media conversations continued 
throughout the meeting (search 
#SIR15ATL and #visiontoheal).

Read all about it in the digital version of 
the show daily, SIR Today at sirtoday.com, 
or view full issues online. 

Join our Facebook and Twitter  
(@SIRspecialists) conversations. 

➜ Answer to question on p. 10

How much freight was brought into 
SIR Expo? The answer is 200 tons—
or 400,000 pounds of cutting-edge 
products and vibrant displays!
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SIR Foundation 
Gala celebrates the 
possibilities of IR 
Hundreds join in to raise awareness and 
support for IR research

S
IR Foundation’s fifth annual 
Gala was as successful as it 
was an incredibly memorable 
experience at the Georgia 

Aquarium. The night was filled with 
celebration of advances in the specialty, 
opportunities to connect with colleagues, 
and views of the world’s most enchanting 
sea creatures. SIR Foundation is grateful 
to all those who contributed to the 
evening and who so generously showed 
their support of its mission. 

This was truly an evening of generosity. 
The 350 IRs and guests, techs and 
allied health professionals, and industry 
friends came together to raise more than 
$370,000 to support building IR’s future 
through research. In addition to tickets 
and table funds raised through individuals, 
industry and physician groups, the night 
offered other ways to ensure advances in 
IR through research, such as the annual 
Raise Your Paddle for IR Research. 

From the anonymous donor who gave 
a $5,000 proxy donation to ensure a 
significant start for the paddle raise, to the 
delivery by Frank Facchini, MD, FSIR, of a 
compelling and personal plea to support 
research, attendees were inspired to 
respond through a record-breaking paddle 
raise: more than 60 donors participated, 
helping to fund SIR Foundation’s mission. 
Donors once again found much to get 

excited about with this year’s silent 
auction, which raised additional support 
for research. Unique raffle items helped to 
raise several thousands of dollars, too.

Celebrating inspirational 
philanthropy
Frederick S. Keller, MD, FSIR, 
presented the philanthropy award 
to two distinguished honorees: John 
F. Cardella, MD, FSIR, and Katharine 
L. Krol, MD, FSIR. Each has been 
instrumental in the growth of the 
foundation’s grants and research 
programs through dedicated 
volunteerism and leadership giving, 
as well as through their roles in 
inspiring others’ to similar generosity. 
During the Gala, Dr. Cardella shared a 
few thoughts on why he chooses to 
support SIR Foundation:

“Innovation requires resources of 
human intellect, research laboratories 
and equipment, informatics, and the 
resolve to conduct the research work 
to bring new procedures into existence. 
The ideas that we dreamed about 
in 1986 are standards of care today 
because of that research and the hard 
work of many IRs across the globe. That 
research costs money. IR has treated 
me very well throughout the years, 
and I chose to give back some of that 
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good fortune to the foundation as a 
thank you for the best career anyone 
could have. Tonight, as I have said to 
my close colleagues in the past, I ask 
you all to look at your lives as IRs, or as 
someone who has been touched by IR, 
and I strongly encourage everyone to 
give generously, so that the forward-
thinking, cutting-edge research that 
IR is known for can continue for years 
to come. I encourage you to give early 
and give often—and, for those who 
can, to give a lot. Contributions to our 
foundation are the best investments 
you can make in our future!”

Dr. Krol shared her own personal thoughts 
about the importance of SIR Foundation:

“IR is a small but mighty aspect of U.S. 
medicine. It is made mighty by all of 
you who do its magic every day, helping 
patients in small and huge ways. No one 
loves IR the way we do. No one else will 
invest in IR the way we think it should 
be invested in. If we all make a habit of 
giving to the foundation on a regular 
basis, we can all together help push the 
science of our specialty forward. The 
foundation’s mission is aligned to help 
each of you continue to be successful in 
your practices. It is providing you with 
tools to validate the therapies you provide 
to patients, to validate the quality of the 
services you provide, and it is committed 
to innovating the therapies of tomorrow 
that will give you the vision to heal.”

Special guest speaker delivers 
his own patient story
Scott C. Goodwin, MD, FSIR, SIR past 
president and longtime SIR Foundation 

donor, shared his incredible story 
of survival after stroke and shared 
with attendees his gratitude to SIR 
Foundation for its role in encouraging 
research, and researchers, leading to 
innovation in so many areas, including 
stroke therapy. His moving recounting 
of his personal experience helped to 
highlight the important reason that 
attendees were gathered at the Gala.

Gala support is vital 
to sustaining SIR 
Foundation’s mission
SIR Foundation relies fully on the 
generous support of its donors to carry 
out its mission. As we do not receive 
funding from SIR dues, donations from the 
Gala and the annual fund are essential to 
advancing IR through research and quality 
initiatives, for example: 

 • A global IR registry

 • Nearly $400,000 in annual research 
grants and awards funding available

 • Fostering the development of IR clinical 
trials and registries through the research 
consensus panel proceedings process

 • Building new evidence and data

 • Research investigator training

 • Medical student research internships 
and awards

If you would like to support our work 
but missed the Gala, consider making 
a gift online at sirfoundation.org/
donate, or contact Julie Wolfe, SIR 
Foundation development director, at 
(703) 460-5591.

In gratitude
SIR Foundation is grateful to the 
hundreds of people who supported 
the success of the 2015 Gala through 
attendance, silent auction item 
donations and participation, and 
through donations during the event. 
Please see sirfoundation.org/gala for 
highlights of the event.

Corporate Supporters/Donors
Platinum 
Medtronic

Gold 
Argon, BARD, Guerbet

Silver 
Stryker 

Bronze 
AngioDynamics, Endocare, Inc., Sirtex 

Physician Group Supporters
Research Voyagers
Albany Medical Center Division of 

Interventional Radiology

The Dotter Institute

Fully Leaded

Patti and Richard Shlansky-Goldberg 
and the Bella and Seymour 
Goldberg Foundation

SIR Leaders Table 

The Grumpy Old Men Table

The Mayo Clinic, Rochester, Minn.

University of Colorado

University of Miami 

University of Virginia 

Washington University School of 
Medicine, Mallinckrodt Institute 
of Radiology

Research Challengers
Cleveland Clinic

Dr. John C. Lipman

MD Anderson 

Medical College of Wisconsin

University of Minnesota  
Interventional Radiology 

University of Texas Medical Branch 
at Galveston

● Below: Drs. Cardella and Krol were honored as the 2015 Frederick S. Keller, MD
Philanthropists of the Year by Dr. Keller

S P R I N G  2 0 1 5    |   I R  Q U A R T E R LY   29

www.sirfoundation.org/gala


April 2–7 \ Vancouver, British Columbia, Canada

Vancouver Convention Center

SIR 2016

SET YOUR SIGHTS ON VANCOUVER
The world’s most comprehensive IR education 
experience continues

For more meeting information, contact SIR at:  
(703) 691-1805 | annualmeeting@sirweb.org

#SIR16VAN

MARK YOUR 
CALENDAR!



S I R  2 0 1 6  C H A I R ’ S  C O L U M N
By John Fritz Angle, MD, FSIR

SIR 2016: Vancouver

Captain George Vancouver explored the Pacific Northwest in 1792 
and the great city named in his honor will host our 2016 meeting. 
I’ve come to realize that the SIR annual meeting is a celebration of 
our own explorer’s determination with all the hard work put into 
developing new procedures, designing and testing novel tools, and 
nurturing academic curiosity for our growing and diverse IR society. 

W e take pride in sharing our knowledge and our 
highly visual and technical field still requires 
us to come together to sustain our growth 
and diversification. What better place than in 

Vancouver, the city of glass, a cultural nucleus for the Northwest. 

Our annual meeting should be the time to share what we have 
learned over the last year and to soak up knowledge from our 
colleagues in our wide-ranging field. We have a unique society, 
made up of specialists who work in very different clinical 
arenas but who all share a common goal of providing the latest 
in image-guided therapy to an ever-growing range of disorders 
and clinical needs. This goal can only be achieved through 
constant exploration and we are fortunate our society has so 
many talented people willing to come together every spring 
to map the best way to diagnose and treat the multitude of 
disorders we are presented with in our own practices. 

Our meeting has become an international event and, if there’s one 
thing I’ve learned this year, it’s that the IR world is becoming more 
level. There is no corner of the globe where there aren’t talented, 
dedicated IRs who have something great to contribute to our 
meeting. Vancouver is the perfect location for an international 
meeting. Come join us, share your ideas, learn from your 
colleagues around the world, delve into the unique international 
culture and beauty of Vancouver and, above all, celebrate our 
amazing society of interventional radiology. 

Help us chart our future in Vancouver. 

SIR 2016 Annual Scientific  
Meeting Committee

John Fritz Angle, MD, FSIR
Chair, SIR 2016 Program 

Robert Lewandowski, MD, FSIR
Chair, Workshop Program

Brian Funaki, MD, FSIR
Chair, Scientific Program

Jafar Golzarian, MD, FSIR
Chair, SIR 2015 Program

Gail Egan, NP
Clinical Associates Committee Liaison
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Vein center accreditation: 
Now a reality 
The history behind venous practice accreditation

By Neil M. Khilnani, MD, FSIR, Chair, SIR’s Venous Service Line

T
he care of venous disorders 
of the lower extremities has 
changed significantly in the 
last 25 years.  

When venous care was done in hospitals, 
the professionals involved and the process 
of care were monitored using a variety 
of quality control measures. As care 
has moved to outpatient practices and 
away from hospital oversight, there is no 
easy way for patients to determine who 
provides safe and quality care. In addition, 
providers from multiple specialties, many 
of whom had no prior background in 
vein disease, have become involved in 
vein care. The participation of physicians 
from diverse primary disciplines is not 

a bad thing: in fact, it is the diversity of 
backgrounds that has moved vein care so 
far forward in such a short time. This influx 
of physicians with varying levels of venous 
education, training and experience has 
contributed to a wide variability in practice 
standards in our communities. This 
presents challenges to patients seeking 
safe and effective treatment as well as 
for organizations trying to distinguish 
themselves and for referring physicians to 
know where to send their patients. 

Credentialing practitioners is one  
way to address the challenges of 
variances in care and training. As we have 
seen in other clinical areas, it is difficult to 

develop a consensus on what constitutes 
adequate training and experience. 

The American College of Phlebology 
and the Society for Vascular Medicine 
conceived the idea of a voluntary, 
inclusive vein care accreditation program 
administered by an independent 
accrediting organization and chose the 
Intersocietal Accreditation Commission 
(IAC), an organization with over 20 
years of success with forming consensus 
standards among multidisciplinary 
board memberships, to oversee the 
fledgling accreditation process. The IAC 
has 36 different sponsoring medical 
societies including the SIR.

Accreditation overcomes many  
challenges to certification. 
Using standards created by the 
multidisciplinary board to establish the 
floor for safe and effective care, the 
process looks at the overall organization. 
The assessment examines the physical 
space, equipment, processes, protocols, 
quality programs and clinical outcomes 
as well as the training, skills and 
experience of the involved physicians, 
nurses and technologists. This approach 
has been an effective and established 
model for ensuring patient safety and 
minimal standards of care in many areas 
of health care. 

The vein center
Standards—superficial venous disease
The standards consider three 
basic elements of a vein center’s 

IAC Vein Center Accreditation
The Intersocietal Accreditation Commission (IAC) (intersocietal.org/vein/) 
is now accepting applications for accreditation of vein centers specializing 
in superficial venous disease. Vein center accreditation is a voluntary 
process by which physicians involved in caring for patients with superficial 
venous disease can demonstrate a commitment to quality care and to 
distinguish themselves from other providers in their region.

As of this writing, 137 applications have been started; 32 have been 
completed and 19 sites have been accredited. 

SIR encourages its members to visit the IAC website (intersocietal.org/vein/) 
and review the IAC Standards for Vein Center Accreditation; Superficial 
Venous (intersocietal.org/vein/standards/IACVeinStandards2013.pdf), written 
by a multidisciplinary board from many societies, which included SIR (and SIR 
Venous Service Line) members Mark J. Garcia, MD, FSIR, and Venous Service 
Line Chair Neil M. Khilnani, MD, FSIR. 
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practice. The first relates to the 
organization, the second considers 
the process and the third specifies 
the requirements for the center’s 
quality improvement program.

The board’s primary goal was to create 
minimal standards of care that would 
identify a safe and effective care facility, 
not to identify centers of excellence. 
Responsible for monitoring the progress 
of care in each specific clinical area, it 
provided for the opportunity to elevate 
the standards of care by consensus 
through an IAC protocol at a minimum 
every two years.

Centers could be accredited to 
provide superficial, deep or lymphatic 
care as separate elements or in any 
combination and that the capabilities 
of the center would be distinguished 
by the areas in which they attain 
accreditation; the superficial standards 
were developed first and a “Superficial 
Vein Center” accreditation is the only 
one available to this point.

Personnel
Each center is required to have a 
medical director who is responsible 
for ensuring the center’s compliance 
with the standards. The criteria below 
describe medical director eligibility:

Medical director requirements
 • Valid medical license

 • Must be or have been certified by the 
ABMS, AOA, RCPS or LCMD 

 • If certification is not active, letters of 
recommendation from physicians in 
their community are required

 • Two years of clinical experience 
beyond GME training

 • Basic life support certification

 • Case volumes:

 • 200 over the prior three years

 • 50 in two of the four required 
center capabilities 

 • 100 cases over the prior three 
years if completed a residency or 
fellowship that includes venous 
disease and its interventional 
treatment and venous duplex 
imaging in its core curriculum

 • Hands-on ultrasound skills 
documented during 100 diagnostic 
or therapeutic procedures

 • 30 hours of venous specific CME 
needs to be documented (except 
for physician completing venous 
curriculum containing GME training in 
the prior five years)

Similar standards, with lower thresholds, 
were created for other staff physicians 
and provisional staff physicians (those 
just beginning vein care and under the 
mentorship of the medical director), as 
were training and experience standards 
for nurse practitioners, doctor of nursing 
practice, physician assistants, nursing 
staff and ultrasound technologists.

Organization
Each center needs to have the capability 
to perform at least two of the four 
capabilities listed below. 

 • Sclerotherapy

 • Ambulatory phlebectomy

 • Saphenous vein ablation

 • Surgical, thermal, chemical or 
endoscopic ablation

 • Nonoperative management of C5 and 
C6 Chronic Venous insufficiency

 • Compression Therapy

Each center is required to have 
performed at least 75 venous 
procedures over the preceding year 
in order to apply. A minimum of 25 
procedures need to be in two of the four 
areas as delineated in the capabilities 
listed above. 

The organization is required to use 
an American College of Radiology 
(ACR)- or IAC-accredited diagnostic 
ultrasound facility for diagnostic 
studies utilized by the center. This 
could be accomplished by accreditation 
of the vein center’s venous ultrasound 
program or by patient referral to an 
accredited venous ultrasound facility 
for their diagnostic examinations. 
Requirements for the physical facilities, 
equipment, administrative policies and 
protocols for procedures and venous 
care are also included. 

Quality improvement
The standards require the use of 
the clinical component of CEAP 
(Clinical, Etiologic, Anatomic and 
Pathophysiologic) and the VCSS score 
for grading the severity of disease 
prior to and at some point following 

treatment. Assessments of patients and 
referring physicians to determine their 
level of satisfaction are required. 

The use of a patient-reported outcome 
(PRO) measure before and after 
treatments was recommended as 
a valuable assessment of facility 
performance but not required at this point. 
Entering data into a national registry, as 
they become available, and comparing the 
outcomes of the vein center (such as VCSS 
and PRO and vein ablation rates) with 
national benchmarks was recommended 
but also not required at this point. At 
the current time, there are no accepted 
metric thresholds to define a standard of 
care. However, as data is accumulated in 
registries, thresholds may become defined 
and should be used by each center to 
determine their performance.

A policy for adherence to National 
Patient Safety Goals must be 
documented and include accuracy of 
patient identification, medication safety, 
infection control in accordance with CDC 
and OSHA guidelines and the use of a 
universal protocol. 

Participation requires a quality 
improvement program that conducts 
documented internal reviews every 
six months including a review of the 
appropriate indications for treatment 
for consecutive procedures that result in 
review of at least 5 percent of the annual 
volume of cases or 30 consecutive cases 
whichever is higher. These meetings 
need to include peer review of outcomes 
and of complications. 

The vein center 
accreditation: Conclusions
At this point, the IAC-Vein Center 
accreditation for Superficial Diagnosis 
and Management is a voluntary means 
by which a center can demonstrate to 
referring physicians and patients its 
commitment to quality venous care 
and it allows centers to distinguish 
themselves from others in their 
communities. This accreditation, 
like many before it, may become a 
benchmark for quality care accepted 
by insurance carriers to determine who 
they will work with.

For more information, please visit 
intersocietal.org/intersocietal.htm. 
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1  Densen, Peter. “Challenges and Opportunities Facing Medical Education,” Transactions of the American Clinical and Climatological 
Association, 2011; 122:48-58.

Keeping up with  
the curve
Maintenance of certification in a time of  
exponential knowledge growth

By Jennifer J. Salopek

A
round the turn of the 
20th century, futurist and 
writer Buckminster Fuller 
articulated, through his 

“Knowledge Doubling Curve,” the 
exponential rate of growth in human 
knowledge. In 1900, Fuller estimated 
that it would take 100 years for 
knowledge to double. By 1950, it would 
take only 25 years. In a 2011 article, Peter 
Densen, MD, describes an increasingly 
dizzying pace for medical knowledge:

In 2020 it is projected to be 0.2 
years—just 73 days. Students who 

began medical school in the autumn 
of 2010 will experience approximately 
three doublings in knowledge 
by the time they complete the 
minimum length of training (seven 
years) needed to practice medicine. 
Students who graduate in 2020 
will experience four doublings in 
knowledge. What was learned in the 
first three years of medical school will 
be just 6 percent of what is known at 
the end of the decade from 2010 to 
2020. Knowledge is expanding faster 
than our ability to assimilate and 
apply it effectively; and this is as true 
in education and patient care as it is 
in research.1 

In such an environment of constant 
discovery, staying current becomes a 
pressing need and challenge. Fortunately, 
for interventional radiologists and 
diagnostic radiologists, tools and 
resources available through SIR can help.

SIR’s Learning Center consolidates all 
educational activities and recordkeeping 
required by the American Board of 
Radiology (ABR) for maintaining 
certification. Populated with a 
continuously growing library of live 
and online accredited educational 
content, users can browse, purchase 
and participate in courses on the 
most current and important topics in 

radiology developed by the nation’s 
leading IR experts.

A valuable resource available to all SIR 
members, the SIR Learning Center 
keeps detailed transcripts containing 
information about CME and SA-CME 
credits earned via SIR educational 
activities. These credits also pass to 
the CME Gateway and are identified 
by program, date and credit type 
earned. You’ll never struggle to track 
credits earned through SIR educational 
programs, whether in-person meetings 
or online learning. To ensure that credits 
are passed to the ABR, be sure to add 
SIR and the ABR to your CME Gateway 
account. New for 2015, get a dashboard 
view of your SAM and SA-CME credits 
directly in your member profile. Access 
the “Transcript History” section to view 
a summary of credits earned by type, 
including CME, SA-CME and SAM, by 
date range to ensure you are earning 
enough self-assessment credits in any 
given three-year cycle. 

Continuous certification makes it 
easier to fulfill self-assessment learning 
requirements. ABR requires 75 CME 
credits over three years, of which 25 
must be self-assessment (SA-CME). Any 
of the SIR Learning Center’s enduring 
offerings—including webinars, meeting 
proceedings and Journal of Vascular and 

PQI peer support
The ABR requires that all 
MOC delegates participate in 
a continuous practice quality 
improvement (PQI) project. Has 
your practice developed a PQI 
project that would be useful for 
other SIR members? If so, please 
email you project template to 
moc@sirweb.org. Projects will 
be reviewed and edited for 
appropriateness for SIR members 
by the MOC committee, uploaded 
to SIRcloud™ and made available 
on an ongoing basis.
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The 2015 SIR Y-90: The Complete 
Course offered 18.50 SA-CME credits for 
precourse work, in addition to 12.5 SAM 
credits for the live activity. 

While these available resources are 
rich and diverse, there is more yet to 
come. Change is good, says Daniel 
B. Brown, MD, FSIR, chair of the
postgraduate education division at
Vanderbilt University and councilor SIR
Postgraduate Education Division.

“Previously, self-assessment had to be 
live. Learners had to be punctual, and 
it could be stressful,” he says. However, 
there is much room for improvement: 
“The way maintenance of certification 
has been applied has changed more than 
once in the past 10 years. We need a 
more consistent model moving forward.”

Dr. Brown and his committee are 
working to maximize SA-CME learning 
opportunities for members, and to 
leverage SIRcloud to put packets of 
learning materials together. Dr. Brown 
notes that interventional oncology, 
embolization, practice development 
and patient safety are the most 
popular topics among learners. A 
planned membership survey this fall is 
designed to dig deeper into members’ 
learning needs. Once those results are 
in, Dr. Brown and the SIR Education 
Committee will play a “curatorial role,” 
certifying the quality of materials and 
a diversity of topics and presenters. 
Brown anticipates more extensive 
use of the Digital Video Library to 
generate credits.

He also hopes to provide more resources 
for members to draw upon as they 
complete their PQI projects and an 
area within SIRConnect to find usable, 
appropriate ideas.

Although it is possibly beyond the 
capacity of our human brains to keep 
up with and assimilate knowledge that 
doubles every 73 days, SIR members have 
a convenient and robust set of resources 
and tools with which to satisfy their MOC 
requirements—using technology that 
Buckminster Fuller, for all his futuristic 
bent, likely never imagined. 

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

Putting the “Me” in CME
Continuous Certification
Effective January 2013, “Continuous 
Certification” makes the MOC process 
more flexible:

 • Diplomates may focus on requirements
one year at a time rather than for an
entire 10-year cycle.

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

 • Frequent updates to the American
Board of Medical Specialties’ public
reporting site encourage all to remedy
lengthy noncompliance periods.

 • For those who hold two certificates in
IR and DR, requirements for both are
now synchronized.

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

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

 • If you have fallen behind in one year,
you can catch up in the next; there is
no annual limit on how many SA-CME
credits may be earned.

 • Hundreds of hours of enduring CME
activities are available in the SIR
Learning Center.

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

Interventional Radiology (JVIR) CME 
tests—fulfill these requirements.

SIR’s Digital Video Library provides 
feature-rich video web presentations of 
the education sessions that take place at 
the society’s Annual Scientific Meeting—
the most comprehensive worldwide 
gathering focused on interventional 
radiology. Learners can experience 
nearly 250 hours of SA-CME accredited 
educational sessions, just as they were 
originally presented, via desktop, laptop or 
mobile device. The online product offers 
streaming video, and downloadable slide 
PDFs and MP3 files. An optional USB drive 
is available for viewing videos when you 
are without an internet connection.

You can find the largest collection of 
IR teaching materials in the world at 
SIRcloud™, an online platform that anyone 
can freely browse, create collections of 
favorite content, and contribute to this 
community of learning by sharing their 
own materials. A subscription is required 
to download content, which includes 
attribution to the original author.

No one wants to be left out of 
participating in the SIR Annual Scientific 
Meeting, so the society webcast for 
those unable to attend live content from 
SIR 2015 in Atlanta free via VIRtual SIR 
2015. Learners from around the world 
tuned in to watch sessions, interact 
with faculty, discover new products and 
network with colleagues. The virtual 
meeting is available year-round for 
those who were unable to watch the live 
webcasts, and SA-CME credit can be 
earned by upgrading your registration.

In addition to providing quality 
programs that fulfill members’ clinical 
education needs, SIR makes every 
attempt to maximize time spent away 
from practice by fulfilling certification 
requirements. The 2014 SIR Lower 
Extremity RevascularizatioN (LEARN) 
meeting offered 14.5 hours of CME credit 
as well as 3.5 SAM credits, and plans 
exist to increase this offering in 2015. 
According to LEARN Program Chair 
Bret N. Wiechmann, MD, FSIR, “When 
planning meetings, we understand how 
valuable time away from practice can 
be, and by including both CME and 
MOC opportunities, this investment is 
maximized by satisfying both clinical 
education and certification needs.” 
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T
he relatively new Registered 
Physician in Vascular 
Interpretation (RPVI) 
credential is becoming 

widely recognized in the vascular 
community. In fact, as of 2014, 
surgeons wishing to become board 
certified in vascular surgery are 
required to obtain the RPVI credential. 
Interventional cardiologists are also 
increasingly obtaining the RPVI 
certification. Of physicians who hold 
the RPVI credential, a quarter are 
cardiologists, 55 percent are vascular 
surgeons, 10 percent radiologists 
and 10 percent another specialty (1). 
Interventional radiologists, however, 
may be wondering about the relevancy 
of the RPVI credential to their practice 
and whether they should obtain it—
especially since they are already board 
certified in diagnostic radiology. 

Since 2007, the RPVI credential has 
been administered by the American 
Registry for Diagnostic Medical 
Sonography (ARDMS), which also 
administers the Registered Vascular 
Technologist (RVT) credential. To apply 
for the RPVI credential, a physician 
must first meet certain educational 

and professional experience criteria as 
outlined in the sidebar on this page and 
on the ARDMS website (2). In addition, 
the applicant must pass the four-hour, 
185-question Physicians’ Vascular 
Interpretation (PVI) examination, which 
is administered several times a year

According to information available 
on the Intersocietal Accreditation 
Commission (IAC) website, there 
is a trend by Centers for Medicare 
and Medicaid Services (CMS) 
administrators and state agencies to 
require vascular lab certification for 

reimbursement, such as from the IAC 
Vascular Testing program for Part 
A and/or Part B reimbursements. 
IAC, in turn, accepts the RPVI 
credential for the medical directors 
of vascular labs. Along with the trend 
of credentialing for reimbursement, 
hospitals are progressively requiring 
similar credentialing in order to obtain 
hospital privileges to interpret vascular 
ultrasounds even if one is board certified 
in diagnostic radiology.

James F. Benenati, MD, FSIR, of 
Miami Cardiac and Vascular Institute, 

RPVI application prerequisites
Three general categories of prerequisites must be met before applying for 
RPVI credentialing. Prerequisite category A is for U.S.- or Canadian-trained 
physicians with an active medical license, who hold a current certification as 
a Registered Vascular Technologist (RVT; prerequisite A1) or are members 
of the medical staff of a vascular ultrasound laboratory that is accredited 
by the Intersocietal Accreditation Commission (IAC) or American College of 
Radiology (ACR; prerequisite A2). 

Prerequisite category B is for U.S.- or Canadian-trained physicians 
(not necessarily with an active state license) who have completed an 
accredited residency or fellowship that includes didactic and clinical 
vascular laboratory/ultrasound interpretation experience and can 
document that they have interpreted at least 500 vascular laboratory 
studies during the residency or fellowship (formal training; prerequisite 
B1) or can document that they have interpreted at least 500 vascular 
laboratory studies during employment as an interpreting physician in a 
hospital, clinic or private practice (informal training, prerequisite B2). In 
addition, for both B1 and B2 prerequisite categories, the physician must 
document at least 12 ARDMS accepted CME hours specifically related to 
vascular ultrasound within the three years before the date of application. 

Prerequisite category C (C1 and C2) is for physicians based outside the 
United States or Canada; the requirements are otherwise the same as for 
prerequisite category B (B1 and B2).

In addition, the applicant must pass the Physicians’ Vascular 
Interpretation (PVI) examination, which is four hours long, contains 185 
questions and is administered several times per year. 

25% cardiologists  I  55% vascular surgeons
10% radiologists  I  10% another specialty

PHYSICIANS WHO HOLD  
THE RPVI CREDENTIAL

The how and why of RPVI
By Meghal Antani, MD, MBA

F E A T U R E
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a former president of the IAC, 
agrees that the RPVI credential is an 
increasingly common credentialing 
requirement of hospitals. According 
to Dr. Benenati, the RPVI credential 
offers a uniform national standard 
for vascular physicians who interpret 
noninvasive vascular studies, 
regardless of their medical specialty. 
It furthermore allows an IR who 
interprets studies in a vascular 
laboratory to objectively validate and 
document their experience relative 
to their non-IR colleagues, especially 
since experience in certain noninvasive 
physiologic tests may not be included 
in an IR training pathway. However, 
one may not need the RPVI credential 
if one can document equivalent 
experience during training. “If an IR 
has in fact learned noninvasive testing 
as part of their radiology residency or 
fellowship training and can document 
this training and number of procedures 
read, then this certificate may not be 
necessary for IRs; however, it would be 
necessary if documentation can’t be 
validated,” says Dr. Benenati.

Deepak Sudheendra, MD, of the Hospital 
of the University of Pennsylvania, who 
recently obtained the RPVI credential, 
agrees with Dr. Benenati. He adds, 
“Since I was already comfortable reading 
vascular studies, I was skeptical about 
obtaining the RPVI credential because 
I felt that it undermined my American 
Board of Radiology certification. 
However, the noninvasive vascular lab is 
the crown jewel of a successful vascular 
practice. While all politics is local as to 
who has privileges to read vascular lab 
studies (i.e., cardiology, vascular surgery, 
IR), the RPVI credential ensures that, 
regardless of where my career may take 
me, no one will be able to say that I am 
not qualified to read vascular lab studies.”

At a time when there is much 
crossover and blurring of the lines 
between specialties, IRs may want to 
consider obtaining the RPVI credential, 
depending on one’s local area politics 
For those who have lost touch with 
reading noninvasive vascular lab 
studies, preparing for the RPVI exam is 
a good way to become refamiliarized 

with these studies. As health care 
entities such as hospitals and insurance 
companies increasingly demand a 
national standard for certification in 
specialized services such as those 
provided by a vascular laboratory, the 
RPVI certification will help a practicing 
IR to remain relevant in today’s 
multispecialty health care world. 

References:

1. Cardiologists’ Input Critical to
Integrated Management of PAD,
Mayo Clinic website.
mayoclinic.org/medicalprofs/
peripheral-artery-disease.html.

2. ardms.org/credentials_
examinations/physicians_vascular_
interpretation_pvi_examination/

3. intersocietal.org/vascular/
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Hepatic artery and biliary complications 
in liver transplant recipients 
undergoing pretransplant transarterial 
chemoembolization.
Liver Transpl. 2014 Oct;20(10):1221-8. doi: 10.1002/lt.23945.

Goel A, Mehta N, Guy J, Fidelman N, Yao F, Roberts J, 
Terrault N.

Liver transplantation (LT) is the treatment of choice for 
patients with cirrhosis and hepatocellular carcinoma (HCC) 
not amenable to resection. Locoregional therapies for HCC 
are often used to reduce tumor burden, bridge patients to 
LT, and down-stage HCC so that patients are eligible for 
LT. We hypothesized that prior endovascular antitumor 
therapy may increase the risk of hepatic artery (HA) and 
biliary complications after LT. The aim of this study was to 
compare HA and biliary complications in LT recipients with 
HCC who received transarterial chemoembolization (TACE) 
before LT with complications in LT recipients with HCC who 
did not receive TACE before LT. This was a retrospective 
cohort study of HCC patients at two transplant centers. The 
prevalence of HA complications (HA thrombosis, stenosis, or 
pseudoaneurysm) and biliary complications (nonanastomotic 
stricture, bile leak, and diffuse injury) were compared between 
patients treated with or without TACE. There were 456 HCC 
patients with a median age of 61 years (77% were male, and 
63% had hepatitis C virus), and 328 (72%) received TACE 
before LT. The overall prevalence of HA complications was 
4.7% in the no-TACE group and 7.9% in the TACE group 
(P = 0.22). All HA stenosis complications (n = 14) occurred in 
the TACE group (P = 0.018 versus the no-TACE group). An older 
donor age and a lower albumin level significantly increased 
the odds of HA complications. There was a nonstatistically 
significant increased odds of HA complications in the TACE 
group versus the no-TACE group according to an adjusted 
analysis (odds ratio = 2.02, 95% confidence interval = 0.79-
5.16, P = 0.14). The overall prevalence of biliary complications 
was 16.4% in the no-TACE group and 19.8% in the TACE group 
(P = 0.40). In conclusion, a lower pre-LT albumin level and an 
older donor age were significantly associated with higher odds 
of HA complications after LT. TACE was not associated with 
higher odds of overall HA complications but was associated 
with a higher prevalence of HA stenosis. Further studies are 
warranted to confirm the HA stenosis findings and elucidate 
the pathogenesis.

Comparative effectiveness of endovascular 
versus surgical revascularization for acute 
lower-extremity ischemia.
J Vasc Surg. 2015 Jan;61(1):147-54. doi: 10.1016/j.
jvs.2014.06.109. Epub 2014 Jul 28.

Taha AG, Byrne RM, Avgerinos ED, Marone LK, Makaroun 
MS, Chaer RA.

OBJECTIVE: Thrombolysis and open surgical revascularization 
are current options for the treatment of acute limb ischemia 
(ALI). Despite the several randomized controlled trials 
comparing the two options, no single treatment can yet 
be recommended as a universal initial management of ALI. 
The purpose of this study was to evaluate contemporary 
endovascular and surgical revascularization for ALI.

METHODS: Consecutive patients with ALI treated with 
endovascular revascularization (ER) or open revascularization 
(OR) between 2005 and 2011 were identified and reviewed. 
Procedural success and outcomes were compared between 
the two groups. Limb salvage and survival were assessed by 
time-to-event methods, including Kaplan-Meier estimation and 
competing-risks regression models.

RESULTS: A total of 154 limbs were treated in 147 patients in the 
ER group, compared with 326 limbs in 296 patients in the OR 
group. The mean follow-up was 14 ± 18.5 months. The majority of 
patients presented with Rutherford II ischemia (83% for OR, 90% 
for ER). In Rutherford II patients, technical success was achieved 
in 90.7% of the OR group vs 79.9% of the ER group (P = .002), 
with amputation rates of 10.0% vs 7.2% (P = .35) at 30 days and 
16.3% vs 13.0% (P = .37) at 1 year, respectively. In Rutherford II 
patients with failed bypass graft, technical success rate was 
95.0% (OR) vs 75.0% (ER) (P = .001), whereas the amputation 
rate was 6.3% vs 15.38% (P = .13) at 30 days and 24.1% vs 23.1% 
(P = .90) at 1 year, respectively. The overall 30-day mortality rate 
was 13.2% (OR) and 5.4% (ER) (P = .012). Overall amputation 
rates were 13.5% (OR) vs 6.5% (ER) at 30 days (P = .023) and 
19.6% (OR) vs 13.0% (ER) at 1 year (P = .074). The primary 
patency rate was 57% (OR) and 51% (ER) at 1 year (P = .74). 
Predictors of limb loss by life-table analysis included coronary 
artery disease (hazard ratio [HR], 2.0; P = .007) and Rutherford 
category III (HR, 19.0; P < .001). Predictors of death by life-table 
analysis included age (HR, 1.03; P < .001), end-stage renal disease 
(HR, 7.28; P < .001), cancer (HR, 1.65; P = .005), and chronic 
obstructive pulmonary disease (HR, 1.61; P = .005).

CONCLUSIONS: In patients presenting with class II ALI, ER 
or surgical OR resulted in comparable limb salvage rates. 
Although technical success is higher with OR for patients 
presenting with failed bypass grafts, the amputation rates 
are comparable. Overall mortality rates are significantly 
higher at 30 days and 1 year in the OR group. 

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

This column alerts SIR members to abstracts that may have an 
impact on their practice and how they converse with referring 
clinicians. If you would like to suggest abstracts you feel should 
be included, email us at gandhi@baptisthealth.net or  
sganguli@partners.org.
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