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P R E S I D E N T ’ S  C O L U M N
by James B. Spies, MD, MPH, FSIR 

Fueling a new era of
IR big data
Health care is moving toward a value-based care model, one in which
analytics have become a primary focus of health systems.

I nternal benchmarking typically used to evaluate
performance is not enough to meet government
mandates, ensure reimbursement and avoid financial
penalties. We recognize that we need IR big data—

huge pools of information that reveal major trends and
ensure high-quality, effective outcomes and patient safety.

SIR’s actions with comparative analytics, bringing together
data from patients and providers in real time, will help turn IR
big data into IR big action. We need to answer questions that
have broad implications for patient care and fuel the future
with data-driven discoveries. SIR has entered this new era
by collaborating with our colleagues in other specialties, the
government and industry—and by developing new mechanisms
for broad-based studies.

In 2010, the U.S. Food and Drug Administration (FDA) raised
concerns about the safety of vena cava filters, calling on
medical specialists to help evaluate potential significant health
risks for patients. SIR allied with the Society for Vascular
Surgery to form the Inferior Vena Cava (IVC) Filter Study Group
Foundation, which initiated PRESERVE, the first industry-
supported, large-scale, multispecialty prospective clinical
research trial to evaluate the use of filters and related follow-up
treatment in the United States (page 7). This study intends to
enroll 2,100 patients at approximately 60 centers, answering
questions about the current indications of filter placement,
retrieval, safety (fracture, migration, perforation) and efficacy.

This isn’t the first time that SIR has developed a large-scale
study in collaboration with others. The FIBROID Registry,
initiated with input from the Agency for Healthcare Research
and Quality (AHRQ) and FDA, was the largest, multicenter,
prospective voluntary registry on any treatment for benign
uterine fibroids. Supported by industry, the study enrolled
3,100 patients and provided both short-term safety and
long-term efficacy outcomes. Equally important, the registry
demonstrated the ability of SIR members to work together in a
large study to answer an important public health question.

FDA is developing a number of initiatives to support
broad-scale collection of safety data and more robustly
identify problems with products once in clinical practice.
SIR volunteers meet regularly with FDA representatives,
participating in essential information exchange. We often
present clinical aspects of new treatments or procedures
with new technology being applied to help FDA reviewers
understand the context of management of the clinical
condition. Additionally, SIR engages in an FDA network of
experts, a group of outside clinicians, scientists and engineers
who provide the Center for Devices and Radiological Health
(CDRH) staff with rapid access to our expertise.

SIR and SIR Foundation remain committed to quality
improvement and mechanisms to assess performance in
interventional radiology. We are collaborating with the
American College of Radiology and an IT solutions provider
to develop and design an IR registry for maintenance of
certification (MOC) and Physician Quality Reporting System
(PQRS) reporting. With the developing SIR registry efforts
based on structured reporting, we have the opportunity to get
input from FDA staff and others on important questions that
might be answered by this type of quality improvement effort.

Interventional radiologists pioneered minimally invasive
medicine, and we are continuing to carry that charge. Our
efforts will result in better monitoring of patient outcomes
and earlier identification of problems with devices that we
use in our treatments. We have never stopped defining the
future of medicine and adapting to the evolving health care
environment. We are proud that SIR’s concerted actions
reflect our new brand (page 14), and we will continue to
harness image-guided therapies to develop breakthrough
treatments, change medical practice and improve the
standard of care.

I look forward to discussing these and our other efforts with
you at this year’s Annual Scientific Meeting (page 16).

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 

What’s new in 2015? 

Register by 3 April 2015 to receive the early-bird rate!

Visit www.wcioevents.org for the full educational program and to register for WCIO 2015.4  I R  Q U A R T E R LY  |  W I N T E R  2 0 1 5
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E X E C U T I V E  D I R E C T O R ’ S  C O L U M N
by Susan E. Sedory Holzer, MA, CAE

Corporate Ambassadors:
Creating valueCreating valueCreating  for IR for IR for  together IR together IR
As we introduce SIR’s new brand within this issue of IRQ, I hope the
strategic imperative behind this effort as described in the feature
article on pages 14–15 will resonate with you. I also hope you will see
that this effort is not just about a new look but is equally about the
importance of actions and behaviors for strengthening the SIR brand.

W hen we explored the “action” side of branding
with our industry partners, we learned that,
although they have enjoyed longstanding,
productive relationships with the society and

the foundation, there was room to improve. We learned that
supporters want to know exactly how their collaborations
with and contributions to SIR and SIR Foundation are
advancing the specialty and improving patients’ lives.
They are seeking meaningful ways to dialogue with every
IR, whether in SIR leadership or working in the trenches.
And (not surprisingly) we heard how the new health care
environment has caused introspection and driven their need
for more agile business models.

The society recognized these insights from industry as an
opportunity to change the way we approach corporate relations—
for as the ground continues to shift under all our feet, there is
strength and balance to be found in unity of voice of voice of  and effort.

In fall of last year, SIR introduced its new Corporate
Ambassador Program (CAP). Through the CAP Physician
Delegate Task Force led by James F. Benenati, MD, FSIR,
the program connects corporate supporters directly with
delegates to create longer, stronger relationships and
provides a high-impact, high-recognition path for companies
that want to invest in IR. Through CAP, industry partners are
afforded more insight into what their support of SIR and SIR
Foundation accomplishes; faster, more direct communication
with the IR community; and broader acknowledgment of the
positive impact of their investment in IR.

CAP replaces the traditional corporate membership model
with a consolidated, tiered approach and draws across
all of the society’s and foundation’s assets to increase

industry’s access to and visibility within the IR community.
It is predicated on the idea of creating value for IR together
across the spectrum of education, advocacy, research,
evidence building and engagement—areas where our
corporate supporters clearly share SIR and SIR Foundation’s
interest in advancement.

At publication time, we are still in the early process of
introducing the program and will identify our 2015 supporters
at SIR 2015 in Atlanta. However, several CAP commitments
have already been made by many of the society’s longtime,
top supporters who are enthusiastic about the transparency
and ease of access and communication upon which the
program is built. There is also ample opportunity within CAP
for companies with whom we have newer relationships or
whose investment may be more limited.

Already SIR is benefiting from
some new ideas and thinking
brought forth by initial CAP
supporters.

SIR is responding to the health
care marketplace’s need for
more agility and value in IR.
Just as IRs are advancing
medical practice by developing, testing and implementing
breakthrough treatments, SIR and SIR Foundation remain
committed to partnerships that nurture innovative thinking
and create a stronger sense of mutual engagement. We look
forward to new horizons that come with the stable funding
and direct dialogue that CAP affords. I hope you will visit
sirweb.org/corporate or contact me sholzer@sirweb.org to
learn more.

SIR is responding 
to the health care 
marketplace’s 
need for more 
agility and  
value in IR.
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IR Up Front    

SIR provides Ebola
resources for IRs
The Centers for Disease Control and Prevention (CDC) confirmed
on Sept. 30 the first U.S. case of Ebola, of Ebola, of  and there continue to be
ongoing developments associated with the virus. SIR leadership
and the SIR Standards Division have provided relevant information
to SIR members and health care workers in interventional radiology
at members.sirweb.org/members/clinicalpractice.cfm#ebola.

Valuable IR Residency
resource made available
The Radiological Society of North America (RSNA) has made
freely available an important article on the IR Residency: “The
Interventional Radiology/Diagnostic Radiology Certificate and
Interventional Radiology Residency,” by John A. Kaufman,
MD, MS, FSIR, chair of the SIR IR/DR Task Force (Radiology,
Nov. 2014). The article can be found at pubs.rsna.org/doi/
full/10.1148/radiol.14141263.

VALUE study reports
on accreditation status,
location of outpatient
vascular testing facilities
among Medicare
beneficiaries
Results of the of the of  Vascular Accreditation, Location and Utilization
Evaluation (VALUE) study reporting on accreditation status and
location of outpatient of outpatient of  vascular testing facilities among Medicare
beneficiaries have been published in Vascular Medicine. Funded by the
Intersocietal Accreditation Commission, the study findings indicate
that the proportion of outpatient of outpatient of  vascular testing facilities that are IAC
accredited is low and varies by region. SIR member James F. Benenati,
MD, FSIR, is a study coauthor. Read more at bit.ly/ZaCoNj.

SIR releasesSIR releasesSIR
2015 Publications
Catalog
The SIR 2015 Publications and Products
Catalog is now available. This new catalog
incorporates a wider range of the SIR

products that IRs find so valuable in their practice, from the
Digital Video Library to SIRcloud™, as well as new e-books,
print books and apparel. Copies of the catalog have been
mailed to all SIR members, or view the catalog online at the
IR Store.

2015 Coding Update
now available
With expanded information
about what’s new in 2015 and

common IR procedural coding FAQs
The 2015 Coding2015 Coding2015  Update, Coding Update, Coding available for free to SIR members on the IR
Store, provides information critical to physicians, administrators and
coders on recent developments in coding. The guide includes a full
review of new of new of  codes such as percutaneous cryoablation for bone and
liver tumors, bundled codes for vertebral augmentation, carotid stent
procedures and Category III codes. It also features common clinical
scenarios and useful FAQs.

Large-scale study on study on study  vena cava filter use launches
The first large-scale, multispecialty prospective clinical research trial to evaluate the use of inferior of inferior of  vena cava (IVC) filters and related
follow-up treatment in the United States—initiated by a collaboration between SIR and the Society for Vascular Surgery (SVS)—is set
to enroll the first patient in spring 2015 with participation from seven filter manufacturers. Read the press release at sirweb.org/news/
newsPDF/Release_PRESERVE_final111214.pdf.newsPDF/Release_PRESERVE_final111214.pdf.newsPDF/Release_PRESERVE_final111214.pdf
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IR UP FRONT    

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

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

The benefits
SIR Connect will allow members to:

• Connect and communicate with each other

• Exchange ideas and best practices

• Access a comprehensive member directory and
digital libraries

• Share files and post questions

Bringing SIR members together
With the development of SIR Connect, SIR continues its
commitment to making a community for members’ online
interactions. Members will be able to search for peers by
geographic region, area of expertise or institution.

The unified discussion platform will allow members to
interact on a whole new level. Discussion participants will
be able to read another member’s entire post history, view
profiles and professional contacts.

Reaching SIR members everywhere
SIR Connect will become an invaluable tool for the
membership. It will enable member outreach and increase
the opportunity for meaningful interactions. Have a
question about a device or procedure? SIR Connect will
allow you to ask over 6,000 of your peers from across the
world in just seconds.

Interested in getting the first look at SIR Connect and serving
as a beta tester? Contact volunteer@sirweb.org.
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IR UP FRONT    

ARIN Update
Teamwork is innovation
By GregBy GregBy  Laukhuf, ND RN, CRN, RN-BC, NE-BC,
2014 ARIN President ARIN President ARIN

“IR is Innovation” was a phrase used as SIR honored inventors
and inventions in the special “Hall of Innovation” at the SIR
2010 Annual Scientific Meeting. The focus was on innovations
that moved IR forward. As we know, the future is never static.
With current health care and reimbursement pressures, the
next innovation in IR is team performance in the IR suite.

Creating effective teams and teamwork is a challenge in every
organization. Peers talk about team building, teamwork and
“my team,” but few understand the creation and development
of an effective team.

Most work settings cultivate individuals working on personal
agendas for personal gain. Current reward, recognition,
pay and reimbursement structures propagate the triumphs
of individuals. Ineffective teams use critical resources, sap
organizational energy and decrease morale. Team success
occurs when the team achieves tasks and works more
effectually than a group of individuals working alone. The team
realizes a collective synergy from the members.

Two critical factors are present in high-performance teams.
The first factor is diversity of skills and personalities.
Different personality types balance and complement each
other. The second critical element is that all efforts are
directed toward a clear, common goal. This requires good
team communication and harmony.

In IR suites, team success happens with focused team effort
and activity. Recognizing the importance of high-performance
teams, SIR, the Association for Radiologic and Imaging Nursing
(ARIN) and the Association of Vascular and Interventional
Radiographers (AVIR) have collaborated to cultivate this
concept with interdisciplinary educational sessions at the
annual meetings. This model is significant as the three
disciplines work together daily in IR rooms, nationally and
internationally. Consider the following tips and strategies for
developing effective teamwork.

• Make sure that the team goals are clear, understood and
accepted by members.

• Check responsibilities to avoid overlapping authority. If team
members are competing for control of an area, divide the
area into distinct segments according to those individuals’
strengths.

• Promote an air of honesty and openness to build team trust.

• Issues that require consensus and commitment need the
entire team involved in the decision-making process. This
strategy allows team members to feel ownership in the final
decision and promotes commitment to the goals
and decisions.

• Maintain open lines of communications and keep the team
fully informed.

• Empower the group. Saying “thank you” or showing
appreciation empowers members to own their work and take
responsibility.

• Don’t limit your feedback. Be fair. Whenever there is an
opportunity, give positive and negative feedback.

Team work and building effective teams can be challenging.
The payoff—a high-performance team—is worth the effort and
time invested. In today’s health care environment, we cannot
afford to miss this investment in innovation.

W I N T E R  2 0 1 5  |  I R  Q U A R T E R LY 9



IR UP FRONT    

SIR Holds Fourth
LEARN Course
The fourth SIR Lower Extremity Arterial RevascularizatioN
(LEARN) course, which was held in October, was extremely
well received by all attendees. This year’s LEARN delivered
technical insights and state–of–the–art data to keep
interventional radiologists current in the increasingly
competitive PAD marketplace.

Volunteers needed to develop ABR VIR exams
The American Board of Radiology (ABR) needs volunteers to participate in development of the vascular and interventional
radiology (VIR) exams, for all cognitive levels. Participants are organized into committees with targeted focus on specific
exams. Committee members are asked to write a minimum of 20 questions per year and participate in peer-review
processes, which are conducted via teleconference/webinar. Potential travel is limited to one annual face-to-face meeting
for each committee, and travel expenses are covered by ABR. Attendees are invited and coordinated as needed. Throughout
the process, members will be working with other VIR doctors from around the nation to build the exam. While the primary
purpose of the committee is to produce the exam, many members summarize it as a “learning experience with colleagues
from all over the country.” Volunteers must have at least two years of experience post-initial certification and must be
participating in maintenance of certification (MOC). Learn additional details and/or submit your CV today at theabr.org/
volunteers. If you have any questions, please contact Aaron Gudenkauf at agudenkauf@theabr.org

Favorite book.

Favorite pajamas.

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.

Bring yourBring yourBring  ideas to life
with IR Venture IR Venture IR  Forum
Do you have an idea for an innovative technology?
Or do you have an improvement on an existing
technology that you would like to see in the market?
If you have done some preliminary work and are
ready to start to commercialize your ideas, consider
making a presentation at the IR Venture Forum. The
IR Venture Forum will bring together new ideas
with interventional radiologists who are accredited
investors, who have domain expertise in the field, and
who may consider collaborating or investing in your
idea to help bring it to the market.

The IR Venture Forum will be held Tuesday, March 3,
2015, 6 p.m., at the Georgia World Congress Center
starting and running no later than 10 p.m. The meeting
will consist of brief (12-minute) presentations by
entrepreneur/inventors about their ideas and business
plans. Presenters will be seeking either angel investment
from individual investors, institutional investment,
business or technology advice from attendees,
or academic collaboration on their technologies.
Nonpresenter attendees at the meeting will be looking
for investment opportunities or research or other
academic collaborations with entrepreneurs/inventors.
Presenters and attendees are encouraged to follow up
directly with each other after the meeting.

The deadline for application to present at the
meeting is Feb. 9, 2015. To apply to present or
register for the meeting, visit irventureforum.com/
ir-venture-forum.html.
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All in for IR!

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

Register today at www.SIRmeeting.org. 
 Daily, multiday and full registration options are available.

  Travel to Atlanta is easy, with direct flights from more than 150 U.S. 
and 60 international cities in 50 countries.

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

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

2015 Calendar
  www.SIRmeeting.org: 

Details on the SIR Annual Scientific Meeting

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

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

January
IR Store winter clearance sale opens! Visit 
today for great deals on valuable resources.

January 9
SIR 2015 early-bird deadline

January 11–14
Y-90: The Complete Course

January 12 
HHMI SIR Foundation Medical Fellows 
Program application deadline, 2 p.m. ET

January 20 
SIR 2015 advanced registration  
deadline for SIR 2015

Jan. 31–Feb. 1 
SIR Endorsed: 2015 Symposia on  
Clinical Interventional Oncology (CIO) 

Jan. 31–Feb. 4 
SIR Endorsed: 2015 International 
Symposium on Endovascular Therapy (ISET) 

February 1
Radiology Resident Research  
Grant applications due

February 1
Student Research Grant applications due

Feb. 28–March 5
SIR 2015 Annual Scientific Meeting

March 1
SIR Foundation Gala  
(in conjunction with SIR 2015)

March 15
2016 NRMP Match Opens

May 14–16
SIR Fellows’ Spring Practicum, Chicago, Ill.
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SIR sees the vision to heal
A new brand new brand new  to take us forward

By James B. Spies, MD, MPH, FSIR, and Susan E. Sedory Holzer, MA, CAE

The time is now
Bill Gates said, “We always overestimate
the change that will occur in the next
two years and underestimate the
change that will occur in the next 10.
Don’t let yourself be lulled into inaction.”

As IRs, you know Gates is right.

In the 50 years since angioplasty and
in the 40 years since SIR pioneers
started your profession, each decade
has brought unprecedented change.
Interventional radiology has never
been lulled into inaction. Innovating
breakthrough image-guided treatments
require both persistence for solving the
toughest medical problems and vision
that you are fundamentally changing
medical practice and establishing new
standards of patient care.

But if you know that IR’s first 40
years were groundbreaking, you

also know that the next decade
will be game-changing. We have
achieved recognition as a primary
medical specialty and will be soon be
recruiting the next generation of IRs
directly from medical school. We are
practicing longitudinal care, in clinics
and on collaborative teams, expertly,
consistently and in ways that matter
deeply to patients. We know thatknow thatknow  the
value of IR will thrive in today’s data-
driven health care environment and are
committed to proving it with big data.

Two years ago, SIR leadership
committed to a strategic goal of
clarifying the organization’s brand
so that we can respond to member
needs and better position IR in the
ever evolving health care environment.
They saw that, in order to get decision-
makers to understand what IR is, does
and achieves, SIR and SIR Foundation
needed to better communicate the

limitless potential of image-guided
therapy, the value that comes from
the delivery of quality, longitudinal
care and IR’s unique role on the health
care team—collectively positioning
IR as a leader in the next game-
changing decade. And by listening to
our members and to other important
audiences that influence our specialty,
we discovered how we needed a more
contemporary framework to fuel our
bold future and to reinforce that IR
is synonymous with the very best of
modern medicine.

In this winter issue of IRQ, we’re excited
to announce a new brand identity that
fortifies SIR and SIR Foundation with a
new look, enhanced messaging and an
array of initiatives designed to reinforce
IR’s leadership in delivering high-quality
patient care. The time has come to tell
our story confidently and compellingly
in all that we do.

New SIR and SIR Foundation logos are revealed. SIR will focus on developing 
a suite of new tools and 
resources—including a new  
and improved website.
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A new look for SIR and  
SIR Foundation
New logos for SIR and SIR Foundation 
provide both organizations with a 
fresh new look while preserving the 
distinctive catheter imagery from 
previous logos. The society’s new 
tagline—The vision to heal—connects 
our mission to improve patient care 
with IR’s unique skills in image-guided 
therapy and ability to look ahead to 
develop solutions to new medical 
challenges. Our new logos and colors 
will appear on site at SIR’s 2015 Annual 
Scientific Meeting in Atlanta, Georgia 
(Feb. 28–March 5), and will be adopted 
into all communications and channels 
beginning in January and in the 
months that follow. 

More than a logo 
While logos and colors are the most 
visible elements of a new brand, it 
will take a lot more than a new look 
to position IR in today’s evolving 
health care environment, in which 
referring physicians, patient choice 
and a universal call for outcome-based 
medicine all influence IR’s reach and 
ability to make an impact. But SIR’s 
new brand is about more than just a 
visual facelift; it’s about changing the 
way we talk about ourselves and the 
way we work.

As a result of 18 months of research 
and testing with members, corporate 
supporters, referring physicians, 
policy-makers and patients, the 
society has developed a series of 

SIR has adopted five key 
pillars to help bring our new 
brand to life.

and structured reporting with the 
American College of Radiology. 

IR needs the big data described above 
to stay on the playing field, and SIR and 
SIR Foundation are working right now to 
obtain it. You can read more about these 
efforts on page 4. 

Finally, the society continues to play an 
integral role in the implementation of 
the new IR/DR Certificate by serving 
as a resource for the Accreditation 
Council for Graduate Medical Education 
and ensuring that members receive 
accurate, timely information about the 
new residency.

Living the brand
There is a saying that “how you act 
speaks so loudly, I cannot hear what 
you are saying.” While language 
is an integral part of any brand, 
this adage underscores the vital 
role of actions and behaviors in 
strengthening identity—which is why 
SIR is committed to five guiding tenets 
to help bring our new brand to life 
and guide how we act in the world. 
They are innovative, agile, confident, 
collaborative and patient driven, 
and together they express what is 
unique about our organization and 
our specialty, serving as filters for 
communications and decisions within 
the society, the foundation and the 
field. They are vital components of our 
new brand because they remind us of 
the character with which we want to 
approach our work on behalf of our 
members and IR.

IR has always met the need for change 
head-on and, as your society, SIR is 
responding to a clear mandate from 
members and influencers alike to help 
better articulate and position the specialty 
for success, today and tomorrow. IR is 
uniquely situated to deliver on all the 
things modern medicine asks for—better 
outcomes, reduced burdens on the patient 
and innovative use of technology with 
clear patient benefit. SIR’s new brand 
provides a timely new lens and language 
for fulfilling that promise. 

new messages to help members 
and volunteer leaders share the 
value of their specialty back in their 
communities. We understand that 
equipping our members with powerful, 
precise language to help describe 
what you do to a variety of audiences 
is one of the tools for which you look 
to your society. 

In 2015 and beyond, SIR will focus 
on developing a suite of new tools 
and resources—including a new and 
improved website—to help you explain 
the value of IR to colleagues and 
patients. We will work to obtain more 
consumer media coverage about IR 
and to help our volunteer leaders and 
members serve as spokespersons for IR 
out in the world. 

Much of the society’s and foundation’s 
work is already strengthening and 
repositioning IR. We recently enacted 
a number of strategic planning and 
governance alignments to create more 
accountability and greater focus on the 
top education, training, marketplace and 
legislative issues that must be addressed 
for IR to succeed.

We have made changes in our volunteer 
program to remove barriers and bring 
greater transparency and engagement 
to the process. We recently introduced 
the new Corporate Ambassador 
Program (CAP) to offer medical 
companies a high-impact path for 
investing in IR education, training and 
innovation. If you haven’t yet heard 
about CAP and how it works, you can 
read more about it in the column by 
SIR Executive Director Susan E. Sedory 
Holzer, MA, CAE, on page 6.

The society has created a special task 
force dedicated to evaluating health 
care payment and reform and advising 
on which quality and performance 
measures should be collected. Large-
scale, collaborative initiatives with 
other organizations include a study of 
vena cava filters with the Society for 
Vascular Surgery and the IR Registry 
for maintenance of certification 
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All inAll inAll  for in for in  Atlanta for Atlanta for  … all in all in all  for in for in  IR! for IR! for
On behalf of the SIR Annual Scientific Meeting Committee, I am
pleased to share the preview of the SIR 2015 Annual Scientific Meeting,
taking place Feb. 28–March 5 in the amazing city of Atlanta, Georgia.

W e have decided to move away from a theme,
with the committee focusing instead on
making the annual meeting as comprehensive
as possible. Therefore, our focus has been

on providing the most comprehensive program possible that
includes academic, private and international perspectives in IR.

The multidimensional nature of our specialty, the range
of environments in which we practice and the array of
individuals with whom we collaborate to deliver quality
patient care have greatly influenced this year’s program. A
series of new interdisciplinary sessions have been organized
for this year program.

We’ve experienced a record number of abstract
submissions—a clear indication of the interest and excitement
surrounding SIR 2015. I would like to take this opportunity to
thank all the reviewers and especially Robert J. Lewandowski,
MD, FSIR, SIR 2015 scientific program chair, for organizing the
scientific abstracts.

As the IR community is “all in for Atlanta,” the classic
workshops have also been renamed to “in the Lab” and “in

the clinic” topics. Under the leadership of J. Fritz Angle, MD,
FSIR, there are even more hands-on opportunities and topics
in practical learning that reinforce the reputation of the SIR
Annual Scientific Meeting.

The categorical courses, “In-the-classroom,” have also been
revamped with many more topics with the goal of increased
interactivity and a comprehensive coverage of the updates,
new developments and research.

Plenary sessions will continue to cross service lines and
discuss the general issues in IR. The popular M&M session
established by Daniel B. Brown, MD, FSIR, will take place on
Saturday afternoon.

The Thursday symposium will feature case reviews and test prep.
Jeanne Laberge, MD, FSIR, and M. Victoria Marx, MD, FSIR, have
graciously agreed to organize this important session.

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

Get the ultimate experience with the SIR 2015 mobile app
The app is constantly updated to ensure you are provided with the most up-to-the-minute information, changes,  
special events and more:

 • Stay organized with the 
Dashboard, which provides up-to-
the-minute exhibitor, speaker and 
event information.

 • Organize your schedule with one 
click via My Schedule.

 • Submit session evaluations.

 • Receive important real-time 
communications from the  
event organizer.

 • Follow and join in on the SIR 2015 
chatter via built-in Twitter and 
Facebook feeds. 

 • Interactively locate exhibitors you 
want to visit on the Floor Plan Map.

 • Connect with your colleagues 
using the Friends feature.

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

 • And much more!

CheckCheck the the SIR SIR 2015 2015 website, website, sirmeeting.orgsirmeeting.orgsirmeeting.org,, for for more more information. information.

S I R  2 0 1 5  C H A I R ’ S  C O L U M N
by Jafar Golzarian, MD, FSIR 
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Robert Kerlan, MD, FSIR
Selected As 2015 Dotter Lecturer

Robert Kerlan, MD, FSIR, is chief of interventional 
radiology and a professor of clinical radiology 

and surgery at the University of California, San Francisco 
(UCSF) Medical Center. Dr. Kerlan is particularly interested 
in the management of liver disease, including biliary disease, 
portal hypertension and hepatic malignancy. In his research, 
he is working to develop new procedures to diagnose and 
treat patients with problems related to living donor organ 

transplants. Dr. Kerlan has also been closely involved with 
the development of stent grafts to prolong the durability 
procedure of transjugular intrahepatic portosystemic shunts 
(TIPS). He and his colleagues have developed a number 
of innovative techniques to perform TIPS in patients with 
occluded hepatic veins.

Dr. Kerlan will present the 31st Annual Charles T. Dotter Lecture, 
“Interventional radiology: Adapting to the changing world of 
healthcare,” on Sunday, March 1, at 10 a.m., in the Sidney Marcus 
Auditorium, of the Georgia World Congress Center.

Johannes Lammer, MD,  
FSIR, EBIR, FCIRSE

Johannes Lammer, MD, FSIR, 
EBIR, FCIRSE, is professor 
emeritus of the Medical 
University Vienna, Austria, 
serving until last year as chair 

of its department of cardiovascular and 
interventional radiology, a position he has 
held since 2005. An honorary member of 
many international societies, Dr. Lammer is 
a corresponding fellow of SIR.

Dr. Lammer has served in various 
leadership positions of the Cardiovascular 
and Interventional Radiological Society of 
Europe (CIRSE), including president from 
2005 to 2007. 

Dr. Lammer’s research interests have 
included vascular interventions, including 
endovascular aneurysm repair (EVAR) 
and oncologic interventions such as 
transcatheter arterial chemoembolization 
(TACE) and biliary interventions. 

He has received the Gold Medal from both 
CIRSE and the European Society  
of Radiology. Dr. Lammer attended the 
Medical School at the University Vienna 
and completed his residency in radiology 
at the University of Graz, Austria.

Harvey L. Neiman, MD,  
FSIR, FACR

Harvey L. Neiman, MD, FSIR, 
FACR, led the American 
College of Radiology (ACR) 
first as chair of the Board 
of Chancellors and then as 

chief executive officer, retiring in 2014 after 
more than 20 years of dedicated service. 
During his tenure he oversaw a significant 
expansion of ACR’s programs and services 
in advocacy, economics, quality and safety, 
research, and education. Dr. Neiman died 
on June 5, 2014.

The Harvey L. Neiman Health Policy 
Institute, which ACR established in 2012, 
conducts research into the role of radiology 
in new health care delivery and payment 
models. SIR Foundation and the institute 
recently announced a grant to fund research 
evaluating cost, cost-effectiveness, quality 
and outcomes of interventional radiology 
compared to other treatment options.

Dr. Neiman received Gold Medals from 
both ACR and the Radiological Society of 
North America. He was also a founding 
member and past president of the Society 
of Radiologists in Ultrasound and was 
honored with their Distinguished Service 
Award. He received the prestigious 
Béclère Medal, the highest honor awarded 
by the International Society of Radiology, 
and the first Radiology Leadership 
Institute Leadership Luminary Award.

Anne C. Roberts, MD,  
FSIR, FACR, FCIRSE

A past president of SIR, 
Anne C. Roberts, MD, FSIR, 
FACR, FCIRSE, is chief of 
vascular and interventional 
radiology at the University 

of California at San Diego (UCSD) 
Thornton Hospital. 

In 2009, she was elected to the Board 
of Chancellors of the American College 
of Radiology (ACR), the major advocacy 
organization for radiologists in the United 
States and serves as the chancellor for 
interventional radiology. She also has 
been serving as the secretary/treasurer 
since 2010. She has been president and 
a program director for both the Society 
of Cardiovascular and Interventional 
Radiology (SCVIR, now SIR) and the 
Western Angiographic and Interventional 
Society. She was elected twice to the 
ACR’s Council Steering Committee. She 
also served on the American Board of 
Radiology from 2001–2009.

During the SIR 2004 Annual Scientific 
Meeting, she delivered the Dr. Charles T. 
Dotter Lecture, an annual honor bestowed 
for extraordinary career achievement and 
contributions to the specialty.

SIR 2015 Honorees | Society of Interventional Radiology 2015 Gold Medalists

The Society of Interventional Radiology’s Gold Medal is awarded to a member who has helped ensure the future of interventional radiology 

by advancing the quality of medicine and patient care. The full versions of the medalists’ bios can be found on www.SIRmeeting.org.  

The Gold Medals will be presented at the start of the Global Perspectives in IR general session on Monday, March 2, 10–10:30 a.m.
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The Leading Edge
Three IRs share their vision of leadership and how they 
achieved leadership roles.

Charles E. Ray Jr.,  
MD, PhD, FSIR

As a relatively new chair 
of an academic radiology 
department, I have been 
exposed to aspects of IR 
to which I was probably 

previously incompletely aware. I 
could probably end this short article 
by boiling down IR into one word: 
“relevance.” Or maybe “importance”; 
but that would be two words and 
double this article’s length.

There are, I believe, currently 
approximately 20–25 chairs of academic 
radiology departments who are IRs. It 
is more difficult to track the numbers 
in the private sector, but anecdotally I 
am hearing more and more about IRs 
in leadership positions. In addition, 
the recently retired Gary J. Becker, 
MD, FSIR (executive director of the 
American Board of Radiology) and the 
late, great Harvey L. Neiman, MD, FSIR 
(executive director of the American 
College of Radiology), were both IRs by 
training and by nature. These leadership 
positions in radiology are increasingly 
going to IRs—I think because of the 
increasing relevance of IR to medicine as 
a whole and to radiology in particular.

Having IRs in leadership positions, 
whether as medical staff presidents, 
administrative hospital positions, state 
medical society officers, chairs of 
departments or in leadership positions 
for national radiology organizations 
can, in the end, only benefit IR as a 
field. The reason we are seeing this 
trend, I believe, is that people now 
know who we are and what we bring 
to the table. I truly cannot think of 
another field that is so widely known 
and regarded as IR—we touch all other 
fields of medicine and administrators at 
the local and national levels can’t help 
but take notice. Those of us in current 
positions of leadership inappropriately 
take the credit for that trend, but of 
course that ball was started rolling by 
the energetic and insightful IRs from 
a generation or two before us—we are 
simply the lucky beneficiaries.

There have been many concerns 
raised about whether IRs as a whole 
should divorce ourselves from the 
house of radiology. My answer to that 
remains a strong and unequivocal 
“no.” There are many publically 
stated reasons for remaining intact 
with our diagnostic colleagues, most 
of which understandably focus on 
why staying together is good for IR. 

I now also understand that, to my 
mind, separation would also weaken 
radiology as a whole. Someone much 
wiser than me said something about 
“A house divided…” 

Now—today—is an incredible time to 
be an IR. To say nothing of the exciting 
medical advancements that occur 
monthly, IR continues to become 
increasingly important and relevant 
by assuming leadership positions in 
medicine today. It is hard to hide the 
enthusiasm for what we should all feel is 
just around the corner.

J. Bayne Selby, MD, FSIR
When I began my IR 
fellowship, there was one 
attending physician—
the division chief, Tunk 
Tegtmeyer, a great 

interventional radiologist and one of 
the fathers of our specialty. His role as 
chief, however, was nothing like the 
role of current chiefs today. His job was 
to innovate new procedures, perfect 
others, train those who would take over 
the specialty one day (his fellows), select 
the latest and best imaging equipment, 
and convince the department chair 
and hospital that IR was a field worth 
supporting. Though these things are still 
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required, growth in our specialty has 
added a host of other duties for a chief.

In 1997 I joined the Medical University 
of South Carolina where we had two 
attendings, myself and Renan Uflacker. 
We were designated as co-directors, 
befitting the fact that we were both 
experienced IRs who would probably 
need some title after our names when 
we gave presentations. Although the 
IR division was still small, this period 
was highlighted by markedly increased 
interaction with hospital and university 
administration/management. Renan 
and I became very visible to the 
department chair, the dean, the CEO 
and the president. In other words, the 
job had become more complicated, 
but still hadn’t reached a need for real 
managerial skills.

From 2001–2004, I was interim chair 
of radiology, having been asked by the 
dean. I think this reflected what was 
happening around the country where 
IR physicians were being recognized 
as good leaders and often candidates 
for radiology chair positions. The role 
taught me what real administrative 
responsibility entails and, although 
I was honored to do my part for the 
institution, at the end of the period I not 
only was happy not to be chair but said I 
would not take a chief position again.

Unfortunately my partner and friend, 
Renan, died suddenly in 2011, as 
many of you know. I volunteered to 
be division chief for a few years with 
an aim to keep the division growing 
and then turn things over to a new 
younger chief. Although Renan had 
twisted my arm to accompany him to 
many meetings during this period, I 
was still flabbergasted to realize the 
increased administrative requirements 
that were now part of the chief 
position. These encompassed a variety 
of areas including fellowship training, 
billing and coding, hospital rules 
and regulations, national rules and 
regulations, more fellows, more nurses 
and technologists, more attending 
physicians and, quite simply, more 
university/hospital politics.

The position is still as rewarding as it 
ever was, but the skill set required has 
undergone major transformations. An 
IR chief today must recognize that 

administrative skills are part of the job 
and simply being the best operator/
clinician is no longer a good reason to 
be chief. You won’t be the one to score 
the winning basket, but hopefully you 
will be the one to guide your team to 
the championship.

William S. Rilling, MD, FSIR
In the days of Marcus 
Welby (which I am too 
young to remember, of 
course) the chief of staff 
(COS) was responsible for 

oversight of all medical affairs in the 
hospital. Currently, the COS role varies 
from one institution to another and has 
been in evolution as medical systems 
and hospital governance become more 
complex. The responsibilities of the 
COS, chief medical officer (CMO) and 
other physician leaders in the hospital 
are quite variable from one institution 
to another. 

At my hospital, the COS is nominated by 
any medical staff member and elected 
by a vote of the entire medical staff 
for a three -year term. The COS sets 
the agenda for and chairs the Medical 
Executive Committee, which oversees 
the quality of care in the hospital and 
coordinates all activities and policies of 
the medical staff and its departments. 
The Medical Executive Committee 
consists of select department chairs, 
the CMO, the hospital president, select 
hospital vice-presidents and senior 
medical directors of surgical, inpatient 
and outpatient services. These meetings 
occur monthly and in reality the agenda 
is set by consensus between the COS, 
CMO and hospital president. We review 
sentinel events, significant quality 
reviews, set a variety of hospital policies 
and discuss evolving issues such as 
Ebola virus preparedness. 

The COS also is a member of the 
hospital board of directors and has 
overall responsibility for monitoring 
and reporting to the board on the 
quality of the medical diagnosis, care 
and treatment provided to all patients 
in the hospital. One of my personal 
initiatives as COS has been to improve 
communication between physicians, 
nurses, other hospital staff and 
hospital administration. In the age of 
the EMR and increased time pressure 

on all of us, personal interactions have 
diminished in frequency and duration. 
This often leads to misunderstandings 
and frustrations that can be easily 
remedied by just a few minutes of 
personal communication. To that end, 
we have monthly rounding sessions 
with the CMO, hospital president and 
myself to various points of care in 
the hospital to observe and discuss 
opportunities for improvement.

As IR physicians, most of us are very 
dependent on our hospital partners 
for resources including IR suites, 
technologist and nursing staff, inventory 
and other clinical support such as 
mid-level providers. Serving in such 
leadership roles as COS in the hospital 
helps us to understand and participate 
in hospital governance and raises the 
overall visibility of IR in the institution. 
This role gives me a much broader 
perspective and understanding of 
hospital priorities. As a result, the IR 
division has a better perspective so we 
can work together with the hospital 
toward common goals rather than at 
cross-purposes. 

ACIR seeks a few 
good leaders
At SIR 2014, IR division chiefs 
formed the Association of 
Chiefs of Interventional 
Radiology (ACIR). Unlike 
many other IR group subsets, 
this group’s common bond 
is simply to help IR’s “local” 
leaders continue to advance 
our specialty by learning what 
works and what doesn’t from 
their counterparts. If you are 
an IR Chief and missed the 
inaugural meeting, you not 
only are welcome to join, but 
please consider joining and 
adding your valuable voice to 
helping all practice leaders 
improve their performance. 
Please contact Bayne Selby  
or Mike Darcy with your 
contact information. Visit 
the website, irchiefs.com, for 
future developments.
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Advocacy TakesAdvocacy TakesAdvocacy  Root
On May 29–30, 2014, a group of 12 IRs-in-training attended a
four-hour boot camp, the Grassroots Leadership Program, on the
advocacy process and SIR policy issues. The boot camp was followed
by visits to congressional offices for individuals sitting on the Energy
and Commerce and Ways and Means committees.

T he event was capped with a dinner hosted by SIR
for Ways and Means Committee Rep. Tom Reed
(R-N.Y.). Over the two-day period, SIR members had
more than 20 individual meetings with members of

Congress and their staff. The participants discussed issues such
as Medicare reimbursement reform and increased funding for
graduate medical education residency slots.

Below are the perspectives of some of the events’ participants.

Benjamin Bienia
As physicians, we have responsibilities that reach
beyond the scope of clinical medicine. To be an
exceptional doctor, we must not only treat the
patient and teach our colleagues, but also be
leaders in our communities. We owe it to our

patients to advocate for the best clinical practices, including
educating the public and congressional leaders about the most
recent advancements in IR. The grassroots leadership program
provides us the opportunity to have that discussion with policy
makers in Washington, D.C.

More than a year ago, my family learned that my grandfather’s
bladder cancer spread to the liver and with it came a
poor prognosis that limited therapeutic options: systemic
chemotherapy and/or possible partial surgical resection of the
liver. At the time, I had just started my IR rotation and had seen
a minimally invasive radioembolization procedure on a patient
with liver metastases. I thought, why can’t my grandpa have
this procedure? I advocated for him and eventually he was able
to have the same life-extending procedure done, giving my
family extra time with our loved one.

When I traveled to Washington, D.C., as part of the grassroots
program, I was able to share this story of my family’s gratitude
with congressional leaders who were previously unaware of
the recent advancements in interventional oncology. I had
the opportunity to explain to them, firsthand, about how the
innovation within IR had influenced my life and the potential
it had in bettering the lives of so many others. I was not

expecting to be afforded the chance to share my personal
family experience with the legislators on Capitol Hill. They
were eager to learn how IR was at the forefront of medical
advancements and the choices it offered patients in the
treatment of a multitude of diseases, including cancer and
vascular disease.

It was during a meeting with Rep. Aaron Shock (R-Ill.) that
I had a moment of epiphany. I realized that I was out in the
community making a difference as a medical professional.
He was listening to my stories, asking questions about
different IR procedures and soaking in the knowledge I was
imparting on why we need continued advocacy for the IR
field. My colleagues and I were the ones on the front line,
making a difference.

There is a famous quote by Mahatma Gandhi: “Be the change
you wish to see in the world.” With the grassroots leadership
program, we have the opportunity to be that change. Speak up
for yourself or someone else will speak for you.
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Joshua D. Kuban, MD
The capital fly-in was an amazing experience 
and quite enlightening. We meet with countless 
staffers of various members of congress, with 
a focus on those who sit on key committees 
(i.e., House Ways and Means). While we met 

to promote a new graduate medical education (GME) bill to 
increase training spots for the IR/DR Residency, our overarching 
goal was simply to increase awareness of what IR is and what we 
can do. For many of us who have faced blank stares when telling 
our family or friends what IR is, it was not surprising to see that 
many of the staffers/members of Congress did not know that we 
were different from diagnostic radiology (or radiation oncology 
in some cases). They were seemingly very interested in what 
we did and loved the buzz-words that define IR: better, cheaper, 
faster, high-value, minimally invasive. While it helps to educate 
family and friends about what IR is, the real impact is making 
sure that those in the position to dictate policy are educated 
about who we are and what we bring to the table. 

The other aspect of the trip that was eye opening was how 
the government is at once so physically accessible and yet so 
economically guarded. With all the demands on the time of 
members of congress and their staff, it can be difficult to get 
their notice. Past support is one way to garner that attention.

The good news is that SIRPAC is in the trenches fighting for us. 
Every dollar given to SIRPAC goes to fundraisers for candidates 
or fly-ins for meetings with Congress. Every time an IR goes to 
the Hill, a new group hears us and comes to learn about what IR 
is and how integral it is to the future of health care. These people 
directly influence decisions on device approval, GME and, most 
importantly, reimbursements. So give a little to SIRPAC and know 
that your money is going to protect and enhance our specialty. 

Erik J. Maki, MD
As IRQ readers know, the process of becoming 
a physician includes countless hours of studying 
about disease and its relation to the human 
body. Other equally important areas of medicine, 
including the business and political aspects 

of medicine, are often neglected. While at the SIR 2014 
Annual Scientific Meeting, I was offered the opportunity to 
participate in the SIR Grassroots Leadership Program. I knew 
very little about the program other than that I would be going 
to Washington, D.C., and advocating for the field of IR. My 
expectations were tempered mostly by my ignorance, or lack of 
education, on the subject matter. I knew that my involvement 
with the Grassroots Leadership Program would include political 
advocacy on a local level; however, the program included 
the opportunity to travel to our nation’s capital to meet with 
elected politicians and their staff. 

During our first meeting, we went over the numerous issues 
pertinent to IR including ones that we would be discussing during 
our one-and-a-half days’ worth of meetings. Some of the more 
pressing topics included reappropriation of unused residency 
positions to the newly formed vascular and interventional 
radiology residency and the SGR. The most surprising thing 
I noticed was the relative lack of awareness of what an 
angiographer actually does, although this is not necessarily too 
surprising given its relative youth in medicine. 

The meetings were both engaging and a great opportunity 
to educate people who make decisions regarding the welfare 
of my future profession. If ever asked to go again, I would 
not hesitate at the opportunity. I want to thank SIR and its 
hard work in advocacy and in developing such a unique and 
rewarding opportunity.
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Andrew J. Marsala, MD
Nearly 50 years after Dr. Charles Dotter 
performed the first angioplasty, the techniques 
pioneered by IRs are widespread and the 
procedures they perform are commonplace. 
I was surprised to learn then, when I traveled 

to Washington, D.C., to discuss IR with our nation’s policy 
makers, just how little the general public knows about IR 
and what IRs do. When I consider this, I realize that it’s not 
surprising at all. For many years, we’ve often been there 
without being seen, much like the procedures we perform.

The focus of IR is evolving, with renewed emphasis on 
clinical involvement, consultation and longitudinal care. 
Time spent with our patients will increase, and, by extension, 
so will their knowledge of our field. Given enough time, 
there’s no doubt IR will raise its profile among the general 
public. This may not occur fast enough, however, as health 
care policy in America is evolving rapidly. This is why SIR’s 
advocacy efforts are so critical. 

It’s easy to overlook a specialty, essential though it may 
be, which has little purchase in the minds of those it treats 
or those who determine policy. My participation in the 
Grassroots Leadership Program taught me that a significant 
part of advocacy is about education. It may be as simple as 
writing a letter to your congressional representative, hosting 
a site visit, or even visiting your representative in Washington, 
D.C. Though my time there was short, I felt that it was 
effective. I intend to stay involved with SIR and SIRPAC and 
hope to return to Washington, D.C., to advocate again.

Alex Penn, MD
It was surprising how quickly our 15-minute 
meetings would pass by. On the surface, our 
request was simple: for additional GME funding 
for IR Residency spots. But for this message 
to get across, we had to describe concepts 

from scratch. What is IR? How is it different from the rest of 
radiology? Why should a lawmaker care about this “small” 
field? What does it mean to become a primary medical 
residency and why does it matter?

Even though these were issues that we live and breathe, to 
explain it clearly and convincingly was no easy task. Luckily, 
several factors worked in our favor. As residents, we seemed 
earnest. Many of us had memorable anecdotes to illustrate 
our points. Although we all clearly care about IR, we were a 
diverse group from all over who cared about other things just 
as much. It wasn’t unusual for one of us to find something in 
common with those with whom we met—even, for example, 
going to the same high school.

The meetings didn’t go without challenges. One staffer 
proclaimed that he was already familiar with IR from 
someone he met recently but went on to describe a 

different specialty. Another seemed quite exhausted by any 
discussion that was related to health care because of the 
anticipated complexity. It was, therefore, very refreshing to 
talk to Rep. Gus Bilirakis (R-Fla.), who had already met with 
SIR before and had visited an IR suite in his home district 
not long before. It is such a difference to have an established 
relationship with a lawmaker and not have to start with 
“What is IR?”

I wish others could experience firsthand what it is like to talk 
to a leader who already knows and cares about our field 
versus one who doesn’t. Through this, I could sense that my 
visit to Washington, D.C., serves as a building block for the 
next and underscores how absolutely essential it is for IRs to 
build and maintain connections with our lawmakers.

Brent R. Wolford, MD
Not only did the SIR Grassroots Leadership 
Program mark my first visit to our nation’s 
capital, it also represented my first exposure to 
advocacy at a national level. While comprising 
only two days in order to permit flexible 

travel arrangements for participants, the program was 
incredibly well organized and packed with the right dose of 
information briefing and practical application. 

Before arriving in Washington, D.C., I didn’t realize I would 
personally have the opportunity on several occasions to 
speak on behalf of our specialty’s interests with members 
of Congress and their staff in small-group settings. 
Nevertheless, I feel the SIR staff and associates, who helped 
orchestrate this boot camp, delivered excellent background 
on the advocacy process, as well as specifics regarding 
several initiatives such as GME funding of IR Residency 
spots. Combined with my clinical experience of our field, 
this training provided me with the foundation to raise 
thoughtful concern among policymakers—with the goal of 
positively influencing the future direction of IR and health 
care at large. 

In order to achieve a lasting change at the policy level, 
however, sustained efforts are essential to reiterate our 
concerns about health care reform and issues pertaining 
to IR, which ultimately affect the delivery of quality, 
groundbreaking care for our patients. Thus, I also learned 
how SIR’s ongoing advocacy efforts at the local and national 
stages are gaining momentum and how I can continue 
involvement by sharing my experience with others and 
reaching out to representatives at the local district level. 
Ultimately, this experience has sharpened my understanding 
of SIR’s advocacy efforts and equipped me with the 
knowledge and tools to help promote the future of IR 
throughout my career. 
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Advancing the  
cause for 25 Years
A look back look back look  at back at back  the at the at  history and history and history  impact of impact of impact JVIR

By Henry Mortimer

I
n the fall of 1989, just a year or
so after it had celebrated its 15th
year, the Society of Interventional
Radiology began plans for a new

initiative that would change the profile
of the organization forever. That was
the year a small group of members
decided to create an official quarterly
publication, the Journal ofJournal ofJournal  Vascular of Vascular of  and Vascular and Vascular
Interventional RadiologyInterventional RadiologyInterventional  ( Radiology ( Radiology JVIR).

Over the next 25 years, JVIR has
been nurtured and developed into
the peer-reviewed journal of choice
for interventional radiologists,
radiologists, cardiologists, vascular
surgeons, neurosurgeons and other
clinicians who seek current and
reliable information on every aspect of
vascular and interventional radiology.

“JVIR [is] a lead destination for research
in peripheral vascular and venous
disease, oncology, women’s health
and all other aspects of endovascular
therapy,” says current Editor-in-chief Ziv
J Haskal, MD, FSIR.

These days, each issue of JVIR covers
a wide range of leading-edge medical
topics important to SIR’s members,
the nearly 5,000 doctors, scientists
and allied health professionals
dedicated to improving health care
through minimally invasive treatments,
including embolotherapy, hemodialysis
access interventions, tumor
ablation, and endovascular aortic
reconstruction, to name a few. But its
origins were far humbler.

A “special” delivery
SIR was founded in 1973, and
formally organized in 1974 as the
Society of Cardiovascular Radiology,
by a group of radiologists who
wanted to develop and promote the
interventional aspects of radiology.
A decade and a half later, in 1987, the
society (then known as the Society
of Cardiovascular and Interventional
Radiology, or SCVIR) formed a journal
committee to explore the idea of
starting a publication dedicated to
promoting the growing subspecialty.

The committee initially partnered
with the Radiological Society of North
America (RSNA) to produce three
co-sponsored “special series” issues of
RSNA’s journal Radiology, from 1987 to
1989. When these met with a favorable
response from readers, SIR began plans
to create a separate journal, initially
a quarterly. In November 1990, the
inaugural issue of JVIR was published
with Gary J. Becker, MD, FSIR, who
recently retired as executive director
of the American Board of Radiology,
serving as founding editor-in-chief.

“In many ways, over the past 25 years,
JVIR has been the glue that holds the
specialty together,” says Dr. Becker.
“JVIR is a chronicle of all that has been
(and still will be) important in the
ongoing development of the specialty.”

“Growth and recognition of the journal
paralleled the growth and recognition of

during the first several years of
JVIR’s history, echoes Albert A. Nemcek
Jr., MD, FSIR, who served as editor-in-
chief from 2006–2010.

Several firsts
One seminal moment in the early
history of JVIR and the specialty,
according to Dr. Becker, was the
publication in 1991 of the final
Accreditation Council for Graduate
Medical Education (ACGME)–approved
version of the fellowship training
requirements. In 1992, the same year
that the term “interventional radiology”
was first defined in Dorland’s Illustrated
Medical DictionaryMedical DictionaryMedical , Dr. Nemcek adds,
the National Library of Medicine
selected JVIR to be included in the
Index MedicusIndex MedicusIndex .

Despite a small but not insignificant
“bump in the road”—the destruction
of the JVIR editorial office in Miami
by Hurricane Andrew in August of the
same year—JVIR continued to grow in
size and stature, moving to bimonthly
publication in 1993. Two years later, in
1995, under the editorship of Daniel
Picus, MD, FSIR, JVIR published its first
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supplement issue, which was dedicated 
to “Thrombolytic Therapy in Peripheral 
Vascular Disease.” 

It was during Dr. Picus’s tenure that 
JVIR reached another major milestone, 
receiving its first impact factor rating—
of 1.366 (the measure of a journal’s 
“impact,” or significance, based on the 
number of article citations compared to 
the total number of articles published)—
in 1997. Receiving the designation was a 
turning point for the journal.

“It was quite an accomplishment, 
recognizing the value of the publications 
in JVIR,” comments Dr. Picus. 

A new era
RSNA turned over the reins as 
publisher of JVIR to Lippincott 
Williams & Wilkins in 1996, a 
partnership that lasted a decade. As 
the number of submitted manuscripts 
began to steadily increase, JVIR moved 
to 10 issues per year in 1999. That 
same year, JVIR made its first venture 
online, occupying a dedicated page on 
the society’s website to offer the first 
repository of supplemental content.

In November 2000, Karim Valji, MD, 
FSIR, then professor of radiology at 
the University of California, San Diego, 
became editor-in-chief, ushering 
in a new era of productivity for the 
journal. In 2001, JVIR began its current 
monthly publication cycle and entered 
the electronic age, with full-text 
articles becoming available online, and 
electronic manuscript submission and 
review following three years later.

Among his goals as editor, says Dr. 
Valji, were “to publish more features to 
help practicing interventionists keep 
up with advances in the field, improve 
journal content access for health care 
providers worldwide, and modernize 
the manuscript submission process.”

As a result of such advancements, 
the journal’s quality and influence 
continued to climb over the next 
decade, along with its impact factor, 
which jumped to 2.064 in 2010, a 
nearly 15 percent increase from 1.805 
in 2009.

However, the impact of JVIR’s maturity 
stretches far beyond the distinctive 
covers of the journal, says Dr. Valji.

“The journal has been critical in 
disseminating advances in the field to 
practitioners in practice,” he says. “The 
basic laboratory investigations that 
appeared in JVIR were instrumental 
in the development of new clinical 
procedures and practices.”

More transformations
In January 2007, under Dr. Nemcek’s 
editorship, JVIR was transformed 
again when it was picked up by a 
new publisher, Elsevier. In 2008, 
the day-to-day management of the 
journal was moved “in-house” to the 
SIR headquarters in Fairfax, Virginia, 
where it continues today. Also that 
year, JVIR’s complete full-text archives 
(dating back to the first official issue) 
became available online. And during 
Dr. Nemcek’s term the “Articles in 
Press” feature, which offered “epub” 
articles published online ahead of 
print, was implemented.

Under Dr. Haskal’s aegis, JVIR
has continued to evolve, both 
in its methods for creating and 
disseminating content and in the 
ways it interacts with readers and 
researchers. For example, readers 
now have access to monthly audio 
and video discussions with authors 
regarding current journal articles, 
with the inclusion of “podcasts” and 
“vodcasts” beginning in 2011. 

Another recent innovation, ablation.jvir.
org, an ablation-focused online resource, 
provides members with access to new 
content, including blogs and case 
discussions moderated by renowned 
experts, video webinars, podcast links 
and author-narrated slides. 

The global shift toward mobile access 
inspired JVIR’s editorial staff in 2012 
to create a mobile app for iPhone and 
iPad, which lets subscribers browse 
new issues and read new articles in 
press, interact with figures, tables, 
multimedia and supplementary 
content, share content via email and 
social media, and more.

“Critically important”
In 2014, Dr. Haskal announced that JVIR
had reached yet another milestone in 
its 25-year history—receiving more than 
1,000 submissions in one year, marking 
a nearly 40 percent growth within 
the past three years. According to its 
website, JVIR “ranks the highest among 
all interventional radiology journals in 
many essential bibliometric measures, 
including five-year impact factor, 
immediacy index, article half-life, article 
influence and Eigenfactor scores.”

“JVIR is critically important to the 
advancement of IR by providing a venue 
for publication of meaningful scientific 
inquiry that helped define the field and 
establish the value of what we as IR 
physicians do,” comments Dr. Picus.

In spite of its many transmutations, 
or perhaps because of them, JVIR
continues to fulfill the role set out for it 
more than a quarter-century ago—to be 
the flagship publication for the society 
dedicated to serving the specialty of 
interventional radiology. 

“JVIR continues to be the vigorous 
forum for the most novel and impactful, 
global, cutting-edge, basic science 
research, clinical reports and evidence-
based medicine,” says current Editor-
in-chief Dr. Haskal, a professor of 
radiology and surgery at the University 
of Maryland School of Medicine. “JVIR
science can truly provide patients with 
the best possible health care.”

The future of JVIR
And that’s what is in store for JVIR over 
the next 25 years, and beyond, say its 
former editors—a lifetime of service to 
the advancement of medical science.

“There’s no reason to believe that JVIR
won’t continue to serve all of its SIR-
assigned roles in the next 25 years,” 
says Dr. Becker. “Also, the shift to 
more electronic formatting and mobile 
device support will ensure that JVIR is 
positioned to be all it can be.”

“I don’t think JVIR’s role will change 
much,” says Dr. Valji. “As with all medical 
journals, our ultimate goal is to improve 
the quality of care provided by our 
readership to all of our patients.” 
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O
n Sept. 28, 2014, the
Accreditation Council
for Graduatefor Graduatefor  Medical
Education (ACGME)

approved theapproved theapproved  program requirements for
the IR Residency. The following FAQs
address the most common most common most  questions
SIR has received about received about received  this about this about  new training new training new
path. A regularly updated regularly updated regularly  version updated version updated  of
the FAQs can be found on found on found sirweb.org/
clinical/IR_DR_cert.shtml.

Can I see the IR residency
program requirements?
The approved IR residency program
requirements are posted on the
ACGME website acgme.org/
acgmeweb/Portals/0/PFAssets/
ProgramRequirements/415_
interventional_radiology_09282014.pdf.interventional_radiology_09282014.pdf.interventional_radiology_09282014.pdf

How can I apply for the
IR Residency?
There are no accredited IR residencies
yet. Current applicants wishing to
pursue IR should go through the existing
training path: Diagnostic radiology
residency followed by an IR fellowship.

Why aren’t any IR
residencies up and
running yet?
ACGME approval of program
requirements was just the first step.
Programs cannot begin to recruit
residents until they achieve ACGME
approval, which takes time. In order
to become an ACGME-accredited
residency program, each program
must submit an application to

ACGME describing the details of
how they meet the ACGME program
requirements. ACGME must do a
site visit of each newly proposed
program, then must evaluate the data
prior to approving the program. It is
anticipated that programs will gain
ACGME accreditation gradually over
several years for complete transition
of all training programs to the IR
Residency model.

How can I find out what
programs are approved and
recruiting residents?
SIR will post a list of approved
residencies on this website as they
come on line. The ACGME also has
a list of approved programs in their
database that can be searched by
specialty. As the new IR residencies
are approved, they will be listed in the
database at acgme.org/ads/public/
programs/search.

How does the IR
Residency work?
There are two main pathways:

Integrated IRIntegrated IRIntegrated  Residency: The integrated
residency is an advanced five-year
program that takes place after an
ACGME-accredited PGY1 internship.
The PGY2-PGY4 years are identical to
the PGY2-PGY4 years of a diagnostic
radiology (DR) residency. As with
diagnostic radiology, residents take
the American Board of Radiology core
exam at the end of the PGY4 year.
Within a single institution, it will be
possible to transfer between the IR

and DR residencies during the PGY2-
PGY4 years. The PGY5-PGY6 years are
devoted to interventional radiology and
include procedural rotations, an ICU
rotation and clinical care experience
(in-patient care, consult service and
outpatient clinic). It will be possible
to do DR rotations to meet regulatory
requirements during these years.
his program will fill via a National
Residency Matching Program (NRMP)
match process.

Independent IRIndependent IRIndependent  Residency: The
independent residency is a two-year
program (PGY6-PGY7) that takes place
after completion of DR residency. It
includes the components of IR residency
(procedural experience and patient care
experience that includes ICU, inpatient
service, consult service and outpatient
clinic) that take place in the PGY5-PGY6
years of the Integrated program. The
independent residency experience may
take place at an institution other than
the one where the DR residency was
completed. This program will fill via an

Answering basic questions 
about the IR Residency plan
By M. Victoria Marx, MD, FSIR
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NRMP match process. It will be possible 
to enter the Independent Residency 
at an advanced level if the resident 
qualifies for early specialization in 
interventional radiology (ESIR):

ACGME has stipulated that 
residents may enter the 
Independent program at the 
advanced (PGY7) level if they did 
their DR residency in a program 
qualified to provide experience 
during the DR residency that 
qualifies them for this advanced 
placement. The details of 
implementation of this option 
have not been fully defined. 
Method of application /entry has 
not yet been defined.

What is next for IR 
Residency development?
Beginning in 2015, ACGME will accept 
applications for individual programs. 
The application/approval process 
takes time. It is likely that only a small 
number of IR Residency programs will 
participate in the 2016 match.

When will a large number of 
IR Residency programs be 
available to choose from?
Full nationwide implementation of the 
IR Residency is likely to ramp up over a 
seven-year period (2015–2022).

What happens to IR training 
during this transition period 
between the current training 
path (four years DR, one year 
IR) and the new training 
path (IR Residency—
Integrated, Independent)?
The exact transition path will vary 
from institution to institution. For the 
seven-year transition period, some 
departments will fill IR Residency 
spots through the match (Integrated, 
Independent) and/or through internal 
transfer (Integrated). The exact 
method to fill PGY7 ESIR spots has 
not yet been determined. Until a 
program has advanced spots filled 
with residents, they will continue to 
recruit fellows.

Huh? I’m really confused!
The bottom line is that the transition from 
the IR fellowship training model to the IR 
Residency training model is complicated 
and will evolve over time. For the 2016 
match, the dominant training path will still 
be to do a DR residency first. During the 
time period of this DR residency (2017–
2021), more and more IR residencies will 
come on line. Options for training in IR for 
students matching in 2016 will include the 
current fellowship model, transfer into an 
Integrated IR Residency and application 
to an Independent IR Residency after 
completion of residency in Diagnostic 
Radiology.

The new IR residency is a new 
development in graduate medical 
education. It has been designed 
to be flexible in implementation. 
Congratulations on being part of this 
exciting change! 

M. Victoria Marx, MD, 
FSIR, is chair of the IR/
DR Certificate Task Force 
and is the SIR and SIR 
Foundation treasurer.
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A Day in the Life of a Resident 
The path to becoming an IR is long and arduous, with 
postgraduate medical training typically six years in length (one 
year internship, four years of radiology residency, one year IR 
fellowship). To enter the mindset of residents at different stages of 
training, I reached out to future IRs from across the nation to see 
exactly what a resident’s day involves.

Nicole Keefe, PGY-1
●  General Surgery Intern in the IR Pathway at 

University of Virginia, 2020
●  MD, SUNY Upstate Medical University, 2014

What’s your morning routine?
I usually wake up 3:45 a.m., drive to work and arrive at 4:30. 
I get sign-out from the overnight resident and start to prep 
for rounds. We round on patients from 5:15–6:30, followed 
by morning report, which covers the new patients from 
overnight from 6:30–7. OR cases start at 7:30. I start orders, 
discharges and progress notes at 7:30, followed by clinic 
from 8:30–noon.

What’s your mid-day routine? Do you attend 
lectures/meetings?
Depending on what service I’m on, I’m either in clinic all day 
or try to get some OR time if I can. I normally grab a smoothie 
from the cafeteria for lunch in-between patients. Wednesdays 
we have lectures from 7–9 a.m. Otherwise, I’m usually on the 
floor, in clinic or in the OR.

How do you finish up your work day? When do 
you typically leave the hospital and get home?
We round again in the afternoon typically around 4 p.m. or run 
the list in the OR if there are still cases going on. Sign-out to the 
night float team is at 6 p.m. I typically leave around 7–7:30 p.m.

How do you unwind during the week? How 
much do you study/work at home and sleep?
I definitely do not have much spare time during the week, 
as expected for a surgical intern. I get home, have dinner, 
shower and play with my kitties. I try to fit in some studying 
during the day when there is downtime. In the evening I’ll 
typically check on my patients from home on Epic to make 
sure things are running smoothly. In my spare time I work on 
research projects or relax with my husband. I typically sleep 
from 9–3:45.

What do you do for fun and spend time on?
I’m on call every other weekend for the full weekend. On my 
golden weekends I typically watch football, go out to dinner 
with friends and explore the Charlottesville area since it’s 
still new to me. But, as I’m sure most surgical interns do, 
mostly I sleep! I do continue to follow my patients so I know 
what happened when returning on Monday.

Chad Burk PGY-2 / R1
●  Loma Linda University Radiology, 2018
●  MD, Oregon Health & Science  

University, 2013

What’s your morning routine?
I like to run and work out in the mornings so I usually get up 
around 5:30 a.m. My program has morning lecture starting at 7:25 
on most days of the week, which goes until 8:15, which is when 
the work day starts. The work routine is heavily dependent on the 
rotation I’m on. For example, on my Body rotation I’m protocoling 
studies, reading CTs and performing fluoroscopic exams, whereas 
on my Chest rotation I’m reading chest radiographs and CTs. On 
my nuclear medicine rotation, I’m counseling patients before 
performing radioactive iodine studies or therapies, reading PET/CT 
and nuclear medicine studies, and working in the hot lab. 

What’s your mid-day routine? Do you attend 
lectures/meetings?
We also have afternoon lecture from 12–1 p.m. Attending morning 
and afternoon conference is a great opportunity to learn and 
provides the opportunity to eat breakfast and lunch. If lecture isn’t 
scheduled, my class will go to local restaurants for lunch. There is 
also tumor board on Tuesday afternoons at my institution and the 
radiology residents take turns presenting the radiologic findings.

How do you finish up your work day? When do 
you typically leave the hospital and get home?
The end of the work day is 5 p.m., which means we usually 
leave the hospital by 5:30 or 6. Here at Loma Linda 
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by Dave Tabriz, MD

University, like at many programs, we do not start call until
our second year of radiology. However, my class will start
short/buddy call from 5-9 once weekly starting halfway
through our first year. If the farmers’ market isn’t too busy,
I’m usually home by 6:30 p.m.

How do you unwind during the week? How
much do you study/work at home and sleep?
I spend time socializing with roommates and exercising
to unwind during the week. I spend one to three hours
each night studying or working on research and quality
improvement projects. Although I have not needed to work
from home yet, we are provided with remote access to the
electronic medical record through Epic and the full version
of IMPAX so it will be fully available when the need arises. I
typically sleep from 10:30 p.m. to 5:30 a.m.

What do you do for fun and spend time on?
During our first year we do not cover weekends. This will
change next year for us when there is required weekend
coverage and also the opportunity to pick up extra call,
which is in high demand. I enjoy the company of friends and
family on the weekends and often spend my time hiking,
kayaking, climbing or playing soccer when time allows. I
also set aside time on weekends to study the recent and
upcoming physics modules that first years have to complete
or using RadPrimer to supplement the recommended text
for the rotation.

Nassir Rostambeigi, PGY-3 / R1 
(Clinical IR Pathway)
● University ofUniversity ofUniversity  Minnesota, of Minnesota, of  2017
● MD, Tehran University of University of University  Medical of Medical of

Sciences, 2005
● MPH, Monash University, Melbourne,

Australia 2008

What’s your morning routine?
I wake up at 6:30 a.m., then shower, brief breakfast and head
to the hospital. Usually start work at 7:30 a.m. One day a
week there is a Core lecture from 7–10:30 a.m. Depending
on the rotation, in some busy rotations I’m required to
do protocoling of the imaging studies for the next day,
or perform procedures, or in others such as IR rotation to
counsel patients regarding their procedure. Routinely, I start
the day with reading the imaging studies and also doing
some self-test such as ACR case-in-point in-between the
studies. I continue the flow of the day by reading studies and
discussing them with the attending staff.

What’s your mid-day routine? Do you attend
lectures/meetings?
There is a noon lecture from noon to 1 p.m., during which I
eat my lunch.

How doHow doHow  you finish you finish you  up finish up finish  your work your work your  day? work day? work  When do When do When
you typicallyyou typicallyyou  leave typically leave typically  the hospital and hospital and hospital  get and get and  home? get home? get
The work is usually finished at or around 5 p.m. I then go to
the library for 1.5 hours of studying, on average. By the time I
get home it is usually around 7 p.m.

How do you unwind during the week? How
much do you study/work at home and sleep?
Some days I go to the gym before going home or go for a
run around one of the lakes during summer time when the
cold has not hit yet. After getting home on some days I’ll take
my son to a playground and some days my family goes to
see a movie. I usually do more work/research at night before
bed time for about 1.5 hours. The proportion of research
vs. studying depends on whether there is a deadline for an
abstract/paper submission vs. if there is a busy demanding
rotation requiring more hours of studying. I find myself going
to bed around 11 p.m.

What do you do for fun and spend time on?
I’d say on average I spend approximately 30 percent of my
time working around the house, yard work or shopping, and
approximately 50 percent of my time with my wife and son
when we go to see friends or go to the farmers’ market, or I
take my son to the pool. Then, the remaining 20 percent of
my time I devote to studying/research. Catching up on sleep
if it was a busy week with sleepless nights happens, too!

Brandon Olivieri, PGY-4 / R3 
● Mount SinaiMount SinaiMount  Medical Sinai Medical Sinai  Center Medical Center Medical  of Center of Center  Florida, of Florida, of  2016
● MD, University of University of University  Connecticut, of Connecticut, of  2011

What’s your morning routine?
On diagnostic rotations I usually wake up around 6 a.m., get
ready for work and head to the hospital. At my program
we usually have either dedicated study time, resident-run
AM conference, or a multidisciplinary conference from
7:30–8:30 a.m. From 8:30 a.m. until 12 noon I read studies.
As an R3 my role is to manage a very busy queue on
whatever rotation I am on (chest, nucs, etc.), with a focus
on perfecting my reads, honing my differentials, tailoring
study protocols for different diagnoses and trying to teach
rotating medical students. If on IR, I will get to the hospital
by 5–6 a.m., depending on the inpatient census, to round
on postprocedural inpatients. We are doing cases, seeing
consults and admitting patients usually from 7:30 a.m.
through 8 p.m. or later. It is such an awesome experience
every day.

What’s your mid-day routine? Do you attend
lectures/meetings?
We have lunch at noon and attending-led conference from
12:30–1:30 p.m. However, as chief resident my work day
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is punctuated with meetings with my co-chief, program 
coordinator and radiology department administration on a 
variety of topics. The challenge of fitting this into an already 
busy work day has been a great learning experience on time 
management for me.

How do you finish up your work day? When do 
you typically leave the hospital and get home?
If on a diagnostic rotation we dictate all studies performed 
before 5 p.m. for the service we are on. I sometimes find it 
easier to get things done at the hospital so I usually stay until 
6–8 p.m. to answer emails, work on departmental issues, work 
on SIR Resident and Fellow Section (RFS) projects, prepare 
presentations/lectures or see if there are any cases I can 
scrub into in the cath lab. If on IR, I am in on cases and seeing 
patients usually until 8 p.m. or later. Currently early on in my 
PGY-4/R3 year I still have a lot of diagnostic call shifts so 
many times I am on an overnight shift rather than a day time 
shift. While it can be challenging, call is one of the most useful 
experiences in terms of learning how to triage and helping you 
realize where your strengths and weaknesses lie.

How do you unwind during the week? How 
much do you study/work at home and sleep?
The R3/PGY-4 year is exceptionally busy for everyone 
especially with the Core exam creeping up, and I usually read 
or work until late, usually going to sleep around midnight. 
If I have free time I go to the gym or go running—seeing 
peripheral artery disease patients all the time really makes me 
appreciate being able to use my legs! 

What do you do for fun and spend time on?
I love to surf and although South Florida doesn’t have the 
most reliable waves (Bahamas block Atlantic swell), I still 
spend as much time as I can near the water. For me it has been 
great living in an environment conducive to outdoor physical 
activity. I love spending time outdoors with my girlfriend. I 
study a great deal during the weekends and also spend a lot of 
time on projects concerning my roles within the SIR RFS. My 
involvement in the SIR RFS has been one of the most rewarding 
experiences for me as it has not only expanded my perspective 
and knowledge-base of our specialty but also led me to make 
invaluable connections with like-minded peers that I am sure 
will continue throughout my career.

Kyle Cooper, PGY-5/R4
●  The Ohio State University, 2015
●  Future IR Fellow, Miami Cardiac &  

Vascular Institute, 2016
●  MD, University of Toledo, 2010

What’s your morning routine?
I wake up at 5 a.m. as many days as I can manage and hit the 
gym on the OSU campus when it opens at 5:30. I work out 

as long as I can, depending on the rotation. Since I am doing 
six months of IR to kick off my senior year, this means about 
an hour max so I can get to the hospital for table rounds. 
After we discuss the inpatients, the residents and fellows 
split up the daily consults, handle consents on outpatients 
and scrub as many cases as we can manage. The residents 
are also responsible for CTAs/MRAs—I usually grab a hearty 
breakfast and eat it while dictating a few of these.

What’s your mid-day routine? Do you attend 
lectures/meetings?
We are excused from 11:30 a.m.–1:00 p.m. for lecture every 
day. Due to the workload in IR and the opportunity to scrub 
another case during this time, I tend to skip conference 
as I have already finished boards, although I wouldn’t be 
accosted for going if I wanted to. Most of our residents eat 
something during conference, but since I’m on IR I grab food 
whenever I get a spare moment.

How do you finish up your work day? 
When do you typically leave the hospital 
and get home?
I have always stayed late on my IR rotations because usually 
the scut responsibilities start to taper off or transfer to the 
on-call person, and there is a chance for some unimpeded 
scrub time. I like to make sure all the orders for the next day are 
taken care of, the CTAs/MRAs are all dictated and staffed, and 
the consults have been appropriately followed up. I would say 
my average time leaving the hospital on IR is 7–8 p.m. if I’m not 
on call, 10 p.m. if I am.

How do you unwind during the week? How 
much do you study/work at home and sleep?
I go straight home and play with my kids if they are still awake, 
put them to bed and then usually reheat some leftovers from 
the dinner my wife made several hours earlier. Then we usually 
watch 1–2 episodes of whatever show we are currently enjoying 
on Netflix or Amazon Prime. It’s been hard to fill the void left 
by Breaking Bad ... currently it’s The Sopranos and House. If my 
wife has things to do around the house or a show she wants to 
watch on her own, I will get some study time in. Usually I attend 
at least one conference call or webinar each week. I rarely study 
more than an hour a day during the week—I try to read about 
topics during the day as they come up.

What do you do for fun and spend time on?
Weekends are mostly about family, although I also have to 
cram my moonlighting into the weekends since it is difficult 
to fit in during the week while on IR. I like to take family bike 
rides around the city, go to festivals or museums, and we enjoy 
dining out quite a bit. I usually set aside three to four hours 
on Saturday and Sunday to study, more if I am moonlighting, 
since I am trying to complete at least one IR textbook prior to 
starting my fellowship in Miami next July. 
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Interview withInterview withInterview  Andrew
Larson, PhD
Andrew Larson, PhD, is a professor of radiology of radiology of  and engineering at
Northwestern University, Evanston, Ill. Dr. Larson’s research focuses on
the development and validation of MRI of MRI of  techniques for optimal delivery
and functional guidance of minimally of minimally of  invasive therapies, early prediction
of therapyof therapyof  response and noninvasive staging of carcinogenesis. of carcinogenesis. of

DD r. Larson has collaborated
closely with IRs throughout
his career and has
considered them essential

collaborators on a myriad of research
projects spanning the gamut from
nanoparticle development and delivery
to optimizing MR techniques to expedite
intraprocedural assessment of treatment
endpoints. I recently spoke with Dr.
Larson to get his view of the role of
research scientists in IR research.

COLLINS:COLLINS:  did did you you  
becomebecome interested interested in in IR-focused IR-focused 
researchresearch projects? projects?
LARSON: My initial interest in IR came
out of collaborations with Reed Omary,
MD, MS, FSIR. Around the time I started
on faculty here at Northwestern, Dr.
Omary was performing research in
the area of MR-guided renal stenting,
working closely with another research
faculty, Debiao Li, PhD. I became
interested in some of the technical
problems Dr. Omary was trying to
address with MR techniques. That was
right around the time when Riad Salem,
MD, MBA, FSIR, started building the
interventional oncology (IO) program
here at Northwestern; seeing some of
the exciting IO applications stimulated
me to think about the potential role
for someone with more of a technical
background to get involved with this
type of research and make an impact.
That branched out to where we are
now—developing a lab that was originally
focused on imaging but that expanded to
materials instrumentation and the whole
array of interdisciplinary methods that
are used to tackle IO problems.

COLLINS:COLLINS:  you you 
describedescribe  of of 
researchresearch scientists scientists in in IR IR research? research?
LARSON: If the technical research
scientists work in isolation, they can

miss the boat in terms of what is
clinically important to be working
on. Conversely, if clinicians are not
aware of late-breaking technologies,
they may not be at the forefront of
developing technology to push the
field forward. So it really takes a
combination of the two—where the
skill sets of the clinician are informing
the direction of the research and, at
the same time, the technical folks
can come up with the engineering or
physics for devices or techniques that
aren’t being investigated just because
it’s a new mousetrap, but because
they are really trying to address an
important clinical problem.

COLLINS:COLLINS:  comment comment on on  
thethe value  
collaboratorscollaborators  perspective perspective  
ofof a a research research scientist? scientist?
LARSON: I think the biggest thing is
trying to answer the right questions.
Even now, I continually struggle with
that. That’s why it’s important to
have clinician-scientist or clinician
collaborators who you can bounce ideas
off of or just ask what is important.
What are the problems? We have all
kinds of technical solutions and we
spent years developing the means to
come up with solutions, but we have to
ask the right research questions—that’s
really critical.
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LARSON: The IRs I have enjoyed
working with the most are clearly
trying to expand their own knowledge
base and capabilities. They are
really open to new ideas and are the
type of investigator who is willing
to think outside the box. I think it’s
that mindset that’s really critical to
move things forward, along with
the understanding that it takes a
multidisciplinary group effort with give
and take in the research interaction.

COLLINS:COLLINS:  all all 
researchresearch  patient patient 

 by by  
 

 
 

 between between 
 help help to to 

achieveachieve this this goal? goal?
LARSON: My impression is often
that it does certainly drive us in the
direction of coming up with new
technology, new techniques, new
methods and that’s critical. But in
many ways the ultimate translational
step is a regulatory question—more
than that it is necessarily an issue of
the motivation of the investigators
or what it is that they are actually
working on. I would think that because
of the close ties between IR and
devices, materials and technology, that
this is going to be a recurring issue for
advancing IR research.

COLLINS:COLLINS: What’s What’s the the biggest biggest 
 with with 

 from from 
thethe lab lab to to the the clinic? clinic?
LARSON: It’s the regulatory
hurdles combined with a lack of an
understanding of how to overcome them.
From my own experience, I think there is
an opportunity for education regarding

commercialization and regulatory
hurdles to make it easier to move
technology from the laboratory into
the clinic. There may be an opportunity
for SIR Foundation to work with other
stakeholders to address this need.

Although it’s not my area of expertise,
I would imagine that most clinician
scientists and basic scientists are
not trained in handling this final
step and would welcome a better
understanding of the process and
concrete solutions to overcoming
these hurdles. We explored these
commercialization and regulatory
aspects with some of our projects—it’s
very difficult. I know that some IR
clinician-scientists are dealing with
some of these issues and have done
so successfully, but I think its an area
where to be impactful we need to
make some improvements.

COLLINS:COLLINS:  Foundation Foundation 
reducereduce  perceived) perceived) 
toto  
closelyclosely  research research scientists scientists 
suchsuch  yourself? yourself? 
LARSON: Funding is key. Time is
the biggest barrier. Some of the SIR
Foundation funding mechanisms that
have been put into place over the last
several years have been immensely
helpful to stimulate these sorts of
collaborations. I think a lot of IR
clinicians want to be involved in research
and are excited to do so. However,
they find little time within their clinical
schedule to do this kind of research and,
from my own experience, that is one of
the biggest barriers. It certainly is not a
lack of interest on the physician’s part.

COLLINS:COLLINS: You You have have been been 
aa  SIR SIR 
FoundationFoundation  program program 
forfor  currently currently 
serveserve  
reviewreview  
perspective,perspective,  comment comment 
onon  foundation’s foundation’s 
AlliedAllied  in in 

fosteringfostering  between between 
researchresearch  IRs? IRs?
LARSON: Although in place for a
relatively short period of time, this grant
mechanism has fostered the research
efforts of investigators who, without this
opportunity, may not have sought out
IR research projects. The projects that
I have seen have been very relevant to
the field; if the intention is to draw these
types of researchers to do IR research
then clearly the program has been quite
successful. Many of these people are
coming from fields where they could
be working on completely unrelated
projects but, because of this mechanism,
and the draw to work with IRs, they have
undertaken projects that are clearly
relevant to the field.

COLLINS:COLLINS:  
reimbursementreimbursement environment environment 
withwith  pressure pressure 
onon  
productivity,productivity,  foresee foresee a a 
moremore prominent prominent role role for for research research 
scientistsscientists in in IR IR research? research?
LARSON: Not necessarily, though it
depends on the project. I think it is going
to get harder for the physician to do
research. And for it to be successful, for
a lot of these of these of  projects, physicians need
to be at least equal drivers of the of the of  work.
Unfortunately, the current reimbursement
environment just makes it more difficult
to do research. This is a clear threat to the
future of IR of IR of  research.

COLLINS:COLLINS: What What is is   
preferredpreferred way way to to relax after after a a  
busybusy week week in in the the lab? lab?
LARSON: I very much enjoy spending
time with my family, I have a couple of
small children. They pretty much run
me ragged around the house. Spending
time with family is my preferred way to
unwind. I’m also very involved in martial
arts and I’ve been doing a lot of Brazilian of Brazilian of
jujitsu over the last few years. That’s one
way that I unwind and relax outside of the of the of
hospital and research.
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Rundback Hofmann

J
ohn H. Rundback, MD, 
FSIR, is the director of the 
Interventional Institute at 
Holy Name Medical Center 

in Teaneck, New Jersey. Lawrence V. 
Hofmann, MD, FSIR, is section chief of 
interventional radiology at Stanford 
University Medical Center in Palo Alto, 
California. I recently spoke with them 
about how the IR team can vary within 
different environments.

PATEL: Who are the  
key members of your 
IR team outside of the 
procedure room?
RUNDBACK: We have an excellent 
nursing and technical staff, as well as 

administrators who are committed to 
the Interventional Institute. However, 
I think a very important individual has 
been our marketer. Just as companies 
have sales representatives who go out 
and sell their products, IR has many 
different products, many different 
service lines and procedures. Many 
of these are not familiar to referring 
physicians, but utilizing a marketer 
who goes out and sells our products 
makes physicians aware. Our marketer 
brings examples of cases before and 
after, holds grassroots meetings with 
physicians, and puts together materials 
for patients and physicians. We’ve been 
able to increase our profile, increase 
our recognition and grow our direct 
referred business.

HOFMANN: One of the key members 
on the IR team at Stanford outside 
the procedure room is our business 
manager. He’s responsible for helping 
us grow the business as well as 

the operations of our “back office,” 
which includes our consultation 
clinic. He also oversees five medical 
assistants who are responsible for 
scheduling our procedures and 
doing preauthorization, as well as 
two nurse coordinators who also 
participate in scheduling the complex 
procedures. In addition, we have three 
administrative assistants who work 
with the faculty on predominantly 
academic endeavors, but our business 
operations manager helps with 
management of those people as well.

PATEL: Who would you like 
to add to your ideal IR team?
RUNDBACK: We perform up to 400 
peripheral arterial interventions a year 
with a particular interest in critical 
limb ischemia. We have a very, very 
robust clinical practice with regular 
office hours to provide comprehensive 
vascular medical care and longitudinal 
follow-up for those patients. That 
has become a burden because these 
patients stay under our care for so 
long that the office foundation keeps 
getting larger. With that in mind, 
the ideal person to add to our team 
would have to be a vascular medicine 
specialist. They would see the patient 
in advance and in follow-up of the 
procedure, handle the vascular lab 
and add to our academic pursuits, 
while freeing up the IRs to do the 
procedures. Many individuals seek to 
have a clinically active IR program. 
Once we had a very robust clinically 
active IR program, that became the 
least valuable use of our time. Basically, 
we have very good interventionists 
managing patients in the office.

What makes an IR team?
The community and the university perspective

By Amish Patel, MD, JVIR Podcast Editor
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HOFMANN: We currently are fortunate 
to have six fellows every year. I think 
that’s the appropriate size, with two 
residents on the service. I think having 
additional nurse practitioner (NP) 
support to help us with IP rounding 
as well as patient follow-up would be 
beneficial.

PATEL: How do the 
physicians in your IR team 
divide the different IR 
service lines?
RUNDBACK: Subspecialization has 
the advantage in that individuals can 
be familiar with the most cutting-
edge research within a field, they can 
champion that field and they can grow 
practice in that field probably more 
capably than if you were just a sort of 
generalist or an IR who did everything. 
So I think it’s important that individuals 
find areas where they can excel and 
thrive. However, being in an academic 
private practice within a community 
hospital, the reality is that we all need 
to cross cover. So while we each have 
particular expertise in one or more 

areas of therapy, we all need familiarity 
with everything.

HOFMANN: We have 11 IR faculty 
members. Two faculty are devoted 
primarily to pediatric IR. Two faculty 
do Y-90 radioembolization. Those 
two plus another two faculty, a total 
or four faculty, do the vast majority 
of the chemoembolization. Three 
faculty are focused on the venous 
thromboembolism side of our 
practice—i.e., complex filter retrieval, 
chronic venous reconstruction and 
acute deep vein thrombosis. We also 
have a dedicated NP who puts in all of 
our tunneled catheters. The rest of the 
service work—the biliary interventions, 
gastrointestinal (GI) bleeds, abscess 
drainages, biopsies and the like—is 
covered by the entire team. We have 
found this to be an effective way to take 
care of our patients, but at the same 
time provide hypersubspecialization 
that is really expected at a quaternary 
care center. 

PATEL: Is there a member of 
a different specialty at your 

hospital who you consider 
part of your team despite not 
being part of your section?
RUNDBACK: We benefit from the fact 
that the surgeons in our market, for the 
most part, are general surgeons who 
do vascular. While they’re very skilled 
and competent surgeons, this is not 
their lifeblood or their sole focus, so 
they’re very, very happy to work and 
collaborate with us. It’s turned out to 
be a very strong alliance in helping to 
maintain and grow our vascular profile 
and our vascular referrals. The chief of 
surgery is a good ally and a long-term 
friend of ours. When we find that we 
have material needs or political battles, 
he’s on our side because that’s the 
relationship that we’ve built.

HOFMANN: I can’t really say that 
there is a particular member, but there 
are teams that we feel very closely 
integrated with, including the liver 
transplant team, the hepatologists, 
the hematologists and the ICU teams. 
We work very collaboratively and put 
together multidisciplinary protocols so 
that everyone is on the same page. 

SIR: The Digital Video Library
Feature-rich videos of the powerful, innovative curriculum 
from SIR 2015

So many sessions, so little time. Relax. We’ve got you covered.

New USB drive upgrade option for offline viewing

Earn SA-CME credit for up to three years

Unlimited online and mobile access

Now is your chance to SAVE UP TO $400
Purchase during online registration at www.SIRmeeting.org
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This column alerts SIR members to abstracts that may have an 
impact on their practice and how they converse with referring 
clinicians. If you would like to suggest abstracts you feel should be 
included, email us at gandhi@baptisthealth.net or  
sganguli@partners.org.

A randomized trial comparing treatments 
for varicose veins.
N Engl J Med. 2014 Sep 25;371(13):1218-27. 

Brittenden J, Cotton SC, Elders A, Ramsay CR, Norrie 
J, Burr J, Campbell B, Bachoo P, Chetter I, Gough M, 
Earnshaw J, Lees T, Scott J, Baker SA, Francis J, Tassie E, 
Scotland G, Wileman S, Campbell MK.

BACKGROUND: Ultrasound-guided foam sclerotherapy 
and endovenous laser ablation are widely used alternatives 
to surgery for the treatment of varicose veins, but their 
comparative effectiveness and safety remain uncertain.

METHODS: In a randomized trial involving 798 participants 
with primary varicose veins at 11 centers in the United 
Kingdom, we compared the outcomes of foam, laser, and 
surgical treatments. Primary outcomes at 6 months were 
disease-specific quality of life and generic quality of life, as 
measured on several scales. Secondary outcomes included 
complications and measures of clinical success.

RESULTS: After adjustment for baseline scores and 
other covariates, the mean disease-specific quality of life 
was slightly worse after treatment with foam than after 
surgery (P=0.006) but was similar in the laser and surgery 
groups. There were no significant differences between the 
surgery group and the foam or the laser group in measures 
of generic quality of life. The frequency of procedural 
complications was similar in the foam group (6%) and 
the surgery group (7%) but was lower in the laser group 
(1%) than in the surgery group (P<0.001); the frequency 
of serious adverse events (approximately 3%) was similar 
among the groups. Measures of clinical success were similar 
among the groups, but successful ablation of the main 
trunks of the saphenous vein was less common in the foam 
group than in the surgery group (P<0.001).

CONCLUSIONS: Quality-of-life measures were generally 
similar among the study groups, with the exception of a 
slightly worse disease-specific quality of life in the foam 
group than in the surgery group. All treatments had similar 
clinical efficacy, but complications were less frequent after 
laser treatment and ablation rates were lower after foam 
treatment. (Funded by the Health Technology Assessment 
Programme of the National Institute for Health Research; 
Current Controlled Trials number, ISRCTN51995477.).

The effectiveness of prophylactic inferior 
vena cava filters in trauma patients: A 
systematic review and meta-analysis.
JAMA Surg. 2014 Feb;149(2):194-202. 

Haut ER, Garcia LJ, Shihab HM, Brotman DJ, Stevens 
KA, Sharma R, Chelladurai Y, Akande TO, Shermock KM, 
Kebede S, Segal JB, Singh S.

IMPORTANCE: Trauma is known to be one of the strongest 
risk factors for pulmonary embolism (PE). Current guidelines 
recommend low-molecular-weight heparin therapy for 
prevention of PE, but trauma places some patients at 
risk of excess bleeding. Experts are divided on the role of 
prophylactic inferior vena cava (IVC) filters to prevent PE.

OBJECTIVE: To perform a systematic review and meta-
analysis examining the comparative effectiveness of 
prophylactic IVC filters in trauma patients, particularly in 
preventing PE, fatal PE, and mortality.

DATA SOURCES: We searched the following databases 
for primary studies: MEDLINE, EMBASE, Scopus, CINAHL, 
International Pharmaceutical Abstracts, clinicaltrial.gov, 
and the Cochrane Library (all through July 31, 2012). We 
developed a search strategy using medical subject headings 
terms and text words of key articles that we identified a 
priori. We reviewed the references of all included articles, 
relevant review articles, and related systematic reviews to 
identify articles the database searches might have missed.

STUDY SELECTION: We reviewed titles followed 
by abstracts to identify randomized clinical trials or 
observational studies with comparison groups reporting on 
the effectiveness and/or safety of IVC filters for prevention 
of venous thromboembolism in trauma patients.

DATA EXTRACTION AND SYNTHESIS: Two investigators 
independently reviewed abstracts and abstracted data. For 
studies amenable to pooling with meta-analysis, we pooled 
using the random-effects model to analyze the relative 
risks. We graded the quantity, quality, and consistency of 
the evidence by adapting an evidence-grading scheme 
recommended by the Agency for Healthcare Research  
and Quality.

RESULTS: Eight controlled studies compared the 
effectiveness of no IVC filter vs IVC filter on PE, fatal PE, 
deep vein thrombosis, and/or mortality in trauma patients. 
Evidence showed a consistent reduction of PE (relative 
risk, 0.20 [95% CI, 0.06-0.70]; I(2)=0%) and fatal PE (0.09 
[0.01-0.81]; I(2)=0%) with IVC filter placement, without any 
statistical heterogeneity. We found no significant difference 
in the incidence of deep vein thrombosis (relative risk, 1.76 
[95% CI, 0.50-6.19]; P=.38; I(2)=56.8%) or mortality (0.70 
[0.40-1.23]; I(2)=6.7%). The number needed to treat to 
prevent 1 additional PE with IVC filters is estimated to range 
from 109 (95% CI, 93-190) to 962 (819-2565), depending on 
the baseline PE risk.
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by Ripal T. Gandhi, MD, and 
Suvranu Ganguli, MD

CONCLUSIONS AND RELEVANCE: The strength of
evidence is low but supports the association of IVC filter
placement with a lower incidence of PE and fatal PE in
trauma patients. Which patients experience benefit enough
to outweigh the harms associated with IVC filter placement
remains unclear. Additional well-designed observational or
prospective cohort studies may be informative.

Improved quality of life after one year 
with an invasive versus a noninvasive 
treatment strategy in claudicants: 
One-year results of the invasive 
revascularization or not in intermittent 
claudication (IRONIC) trial.
Circulation. 2014 Sep 16;130(12):939-47.

Nordanstig J, Taft C, Hensäter M, Perlander A, Osterberg
K, Jivegård L.

BACKGROUND: The quality of evidence for invasive
revascularization in intermittent claudication is low or
very low. This prospective, randomized, controlled study
tested the hypothesis that an invasive treatment strategy
versus continued noninvasive treatment improves health-
related quality of life after 1 year in unselected patients with
intermittent claudication.

METHODS AND RESULTS: After clinical and duplex
ultrasound assessment, unselected patients with intermittent
claudication requesting treatment for claudication were
randomly assigned to invasive (n=79) or noninvasive (n=79)
treatment groups. Primary end point was health-related
quality of life after 1 year, assessed with Medical Outcomes
Study Short Form 36 version 1 and Vascular Quality of Life
Questionnaire, and secondary end points included walking
distances on a graded treadmill. The Medical Outcomes
Study Short Form 36 version 1 physical component summary
(P<0.001) and 2 Medical Outcomes Study Short Form 36
version 1 physical subscales improved significantly more
in the invasive versus the noninvasive treatment group.
Overall, Vascular Quality of Life Questionnaire score (P<0.01)
and 3 of 5 domain scores improved significantly more
in the invasive versus the noninvasive treatment group.
Intermittent claudication distance improved significantly
in the invasive (+124 m) versus the noninvasive (+50 m)
group (P=0.003), whereas the change in maximum walking
distance was not significantly different between groups.

CONCLUSIONS: An invasive treatment strategy improves
health-related quality of life and intermittent claudication
distance after 1 year in patients with stable lifestyle-limiting
claudication receiving current medical management.

Long-term follow-up data and health-economic
assessments are warranted to further establish the role for
revascularization in intermittent claudication.

Below-knee deep vein thrombosis: 
An opportunity to prevent pulmonary 
embolism?
J TraumaJ TraumaJ  Acute Care Surg. 2014 Sep;77(3):459-63.

Olson EJ, Zander AL, Van Gent JM, Shackford SR, Badiee
J, Sise CB, Sise MJ.

BACKGROUND: The prevention of venous thromboembolic
disease following trauma is a priority. In contrast to above-
knee deep vein thrombosis (AKDVT), the management of
below-knee deep vein thrombosis (BKDVT) is controversial
because the risk of pulmonary embolism (PE) has not been
firmly established. We hypothesized that BKDVT and AKDVT
have an equivalent risk for PE in trauma patients.

METHODS: We identified patients from July 2006 to
December 2011 with BKDVT and/or AKDVT diagnosed by
lower extremity duplex ultrasound (LEDU) and patients
with PE diagnosed by computed tomography angiogram.
Time of DVT onset, progression or regression, and time of
PE were assessed. The BKDVT and AKDVT patient groups
were defined by the location of DVT on initial LEDU. The
use of therapeutic anticoagulation and inferior vena cava
filter (IVCF) were compared between the BKDVT and
AKDVT groups.

RESULTS: Of 11,330 patients evaluated during the study
period, 2,881 (25.4%) underwent surveillance LEDU, and 251
(8.7%) of these patients had DVT alone or associated with
PE. BKDVT progressed to AKDVT and/or PE in 21 patients
(12.9%). PE rates were 6.1% and 1.1% in the BKDVT and
AKDVT groups, respectively (p = 0.1). There was a higher
rate of therapeutic anticoagulation and/or IVCF in the
AKDVT group than in the BKDVT group (86% vs. 24%,
p < 0.0001).

CONCLUSION: In our study population, BKDVT was
associated with a higher rate of PE compared with AKDVT,
which was likely secondary to the treatment of AKDVT.
Because BKDVT progressed to AKDVT or PE in 1 of 8
patients, BKDVT should not be ignored in trauma patients.
Aggressive chemical prophylaxis and perhaps therapeutic
anticoagulation or IVCF should be considered in patients
with BKDVT. Further investigation is warranted to confirm
these conclusions.

LEVEL OF EVIDENCE: Therapeutic study, level IV.
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New CPT 2015 percutaneous
cryosurgical ablation codes
For CY 2015, new codes have been established for
cryoablation of bone and liver tumors. The unlisted codes
previously reported for cryoablation of bone tumors, 20999
Unlisted procedure, musculoskeletal system, and 47399
Unlisted procedure, liver, are now reported with two new
Current Procedural Terminology (CPT) codes specifically
for reporting these percutaneous cryoablation procedures.
Moderate conscious sedation is inclusive for these services.

For percutaneous cryoablation of bone tumors, code 20983
is reported. Code 20983 percutaneous cryoablation of bone
tumors is inclusive of imaging guidance when performed
and is not separately reportable.

20983 Ablation therapy for reduction or eradication of one
or more bone tumors (e.g., metastasis) including adjacent
soft tissue when involved by tumor extension, percutaneous,
including imaging guidance when performed; cryoablation

(Do not report 20982, 20983 in conjunction with 76940,
77002, 77013, 77022)

For reporting percutaneous cryoablation, liver, CPT code
47383 has been established. The new percutaneous
cryoablation, liver code 47383 does not include

catheterization and imaging guidance. These services are
separately reported.

47383 Ablation, one or more liver tumor(s), percutaneous,
cryoablation

(For imaging guidance and monitoring, see 76940, 77013, 77022)

The Category III code, 0340T, for cryoablation therapy for
reduction or eradication of pulmonary tumor(s) that was
established in 2014 has been revised and now appears in
the 2015 Professional Edition Professional Edition Professional  CPT book. CPT book. CPT  An exclusionary
parenthetical note has been added following the code to
exclude reporting of imaging procedures in conjunction with
the surgical procedures.

0340T was established to report percutaneous ablation of
pulmonary tumors performed within the chest wall or pleura
and is inclusive of imaging when performed (i.e., US 76940, CT
77013 and MR 77022) as well as moderate conscious sedation.

0340T Ablation, pulmonary tumor(s), including pleura or
chest wall when involved by tumor extension, percutaneous,
cryoablation, unilateral, includes imaging guidance

(Do not report 0340T in conjunction with 76940, 77013,
77022)

C O D I N G  Q & A  C O L U M N
by Aaron Shiloh, MD 

Now available from  
the IR Store:
2015 Interventional Radiology 
Coding Update
The 2015 Coding Update provides information critical to physicians,
administrators and coders on recent developments in coding. The guide
includes a full review of new codes such as percutaneous cryoablation
for bone and liver tumors, bundled codes for vertebral augmentation,
carotid stent procedures and Category III codes. It also features
common clinical scenarios and useful FAQs.

SIR Member Price: FREE
Nonmember Price: $299
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VISICOIL’s 0.50mm and 0.35mm markers are now available pre-loaded in 21 and 22 gauge 15cm 

needles. Ideal for Interventional Radiology allowing for easier access with improved patient comfort 

and safety due to the smaller needle size.

IMPLANTATION SAFETY

Reduced risk of pneumothorax

Reduced risk of bleeding / edema

Improved safety & comfort for patient

NEW
 VISICOIL 0.5mm

21g Needle 15cm

NEW
 VISICOIL 0.35mm

22g Needle 15cm

IMPLANTATION EFFICIENCY

8cm & 15cm needles ideal for standard bore CT

Centimeter marks for depth placement

Steerable needle aids in accurate marker placement




