
Let me tell you from the start, the 
Board of Directors (BOD) has been 
busy. Planning meetings, approving 

credits, arranging speakers and sponsors 
and starting website management makes 
for a fulltime job, maybe two. Kudos 
to the current and past board members 
and committee members for exceptional 
involvement in spite having full time+ 

jobs. Involvement is key and essential to our success. Prior 
to my current job, I had been able to devote a large amount 
of time to converting the website and membership to a 
newer, more manageable format. That still remains my bain, 
as many tasks I feel are undone. Aside from that, we are 
prospering as an organization.

 I have previously touched on the state of the association, 
and how, in conjunction with board members over the 
last 3 years have sought to streamline and cut costs on a 
variety of levels. In doing so, I seek to bring the association 
back to its prior status, to increase membership and the 
opportunities available to them. The realization of the 
tasks ahead does not come without costs. The Board of 
Directors has made significant strides and decisions to this 
point. Switching to a newer, customizable website, limiting 
expenditures, and looking to different administrative 
structures are just a few ways we have curbed costs without 
increasing fees.

 

A large majority of our expenses aside from the annual 
meeting lies with outside association management costs. 
Reducing the functions and costs and looking to other 
resources is prudent in this days economically driven 
climate. Administrative reorganization is necessary, and 
will place more functions in the hands of the BOD and 
committee members. The BOD is currently reviewing 
several options, and going forward, would like to thank you 
for your continued support as we rebuild our infrastructure.

New Orleans, LA April 13–17, 2013
As we move towards the Annual Meeting in New Orleans, 
LA April 2013, we will offer different curriculum options 
to attendees, including clinical associates and joint sessions 
with our colleagues at ARIN. After several planning 
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sessions, a combined day with ARIN will be offered to 
enforce our commitment to solidify the IR disciplines 
in a team approach environment. As a RCEEM body, 
accrediting more A+ sessions will also give the attendee 
flexibility to go beyond the traditional sessions in a 
multi-disciplinary setting. Planning in late September 
will produce our most likely produce our annual meeting 
agenda, and identify our industry sponsors. Costs also 
affect the annual meeting. To set back these costs, Industry 
support is necessary and integral part. Encourage your 
vendors to support the AVIR, both nationally and at local/
chapter events. In 2012, industry sponsorship helped 
immensely, surpassing the previous years. We would hope 
to match or better those numbers in 2013.

 Look for updates to the website as well, I intend to 
place more CE activities on line, and provide current 
information on the Annual Meeting as it becomes 

available. Early registration is available on the SIR Website 
starting October 1, 2012. I look forward to working with 
ARIN and SIR to help produce an excellent experience in 
New Orleans and beyond. Thank you for your time and 
your continued support of the AVIR.

AVIR Launches New Website | www.avir.org
Featuring Your 
Membership hosting 
and new designs 
offering up-to-date 
features to enhance 
the AVIR Mission!

 – Member Profiles

 – Chapter Sites

 – CE Opportunities  
(Conferences, readings, quizzes, etc.)

 – Forums and Social links  
(Facebook and LinkedIn)

 – Daily updates and news feeds

 – Sponsor Links/Resources, and 
more!

Past President Missy Post welcomes you to NOLA!
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Hello to everyone this is Andrew Amorosso, your 
2013 AVIR program chair. It brings me great joy 
to be able to sit down to write this article knowing 

that we have so much planned for this conference and it’s 
only September! The 2013 conference is shaping up to 
be an extremely informative and cutting edge conference, 
after all, that’s what our members have told us they want. 
Well, we listened and the conference in New Orleans 
is one that you are not going to want to miss. We have 
spent a great deal of time and thought in piecing together 
what we believe is going to have you leaving New Orleans 
itching to get back to work and scrub in immediately. 
Alright, so maybe not that excited, but I am sure, as is the 
rest of the Board of Directors, that your attendance at the 
2013 22nd annual AVIR Conference is something that 
you are going to remember for years to come.

This year the focus will be education and awareness. To 
structure this year’s conference we have built a 5 pillar 
foundation that will serve as a platform for all of our 
topics. The 5 Pillars are 1: Pride, which will consist of 
subject matter related to Professionalism , Recognition, 
Integrity, Diversity and Excellence. 2: Innovation, 
which will consist of subject matter related to New 
Procedures, technology, techniques and new expectations. 
3: Integration, which will be comprised of talks relating 
to all aspects of Hybrid OR/IR suites. 4: Business 
Acumen , which will consist of such things as billing and 
reimbursement, new regulations, increasing efficiency, 
decreasing expenses, inventory management and vendor 
relations. 5: Quality and Safety, where we will be talking 
about radiation safety, patient safety and TJC compliance, 
HCAHPS, staff satisfaction, NPSG and TEAM training.

We are hoping these pillars will be able to provide an 
informative meeting ring for the education that is needed 
in today’s environment. First with Pride, we will bring 
this out as we have the introduction to the conference. 
We will follow this with the address from the chairmans 
as they will highlight our field and how we got here and 
where we are going. None of this could have happened 

without the history of interventional radiology. We will 
then go back in history and walk ourselves through the 
years and generations that brought us to this forefront. We 
will be honored by presentation from Tony Walton current 
president of the AVIR, Gary Sisken our physician liaison 
President-elect of the SIR, Marshall Hicks the president of 
the SIR, and Dick Stueve our historian.

Innovation will be talked about next in this we will be 
examining the new procedures, new technology, new 
techniques and new expectations. We will review Guided 
ablation and we will talk about the Y90 procedure and 

22nd Annual AVIR Scientific Meeting Will Be Held in 
New Orleans This Coming March
by Andrew S. Amorosso R.T. (R), 2013 AVIR Program Chair
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where this has brought us. The hot topic on treating MS 
through the new procedure CCSVI will be discussed. 
Lectures on CT fusion and 3-D reconstruction will take 
place and we will be discussing the trans-apical approach 
for TAA, EVAR, and TEVAR along with the risk and 
benefits of this approach . Continuing on with the 
alphabet lectures we will have a very informative talk on 
RFID (radio-frequency Identification) in Healthcare.

Another area we will be discussing is integration. This 
discussion will mostly focus around Hybrid Models. We 
will have informative discussions on definition, value, 
variations, necessity, and credentials.

The hybrid suite and why we build them combined with 
the peaceful sandbox approach to cross training for hybrid 
suites. These lectures will be covered through using our 
own IR Board of Directors and their vast experience in the 
field.We will have panel discussions involving experts in 
the field that have been exposed to hybrids and ones that 
have not.

Business acumen will cover all new areas of billing and 
reimbursement. The new regulations and how they will 
effect us. We will also look at how to increase efficiency 

through inventory management along with decreasing 
expenses and how this affects our vendor relationships. 
With all these hot button topics, we should have some 
great panel discussions. We will also be having discussion 
around the health care bill and what this means along with 
charge capture. Centers of excellence have been a mainstay 
in the past 10 years and how does that work for us.

 In the fifth and final pillar, we will be focusing on quality 
and safety. The categories are radiation safety, patient 
safety & TJC compliance, HCAHPS, staff satisfaction, 
NPSG, and TEAM training.In trying to drive these topics 
home, we will have discussions based around radiation 
safety and dose awareness . Other lectures will include 
contrast induced nephropathy prevention and emergency 
contrast reaction management. Quality and safety in 
the IR department are very important, so we must have 
policy written around us. This along with a highly effective 
TEAM training lecture will fill this pillar nicely. Based on 
the expansive range of topics the pillars have covered, we 
are guaranteed to have a truly informative and dare I say- 
really exciting conference! It is with an eager passion that 
I wish you all a safe winter and we hope to see you all in 
New Orleans!

Annual Meeting

AVIR Chapter Benefits
In appreciation of those chapters providing a minimum 
of 6 hours of continuing education for the chapter 
attendees, the AVIR is going to extend one free 
registration to the New Orleans meeting per chapter. 
The category eight credit hours will have to be approved 
by a RCEEM recognized by the ARRT and will need 
to be submitted to the AVIR office prior  2013 SIR 
registration deadline.

Any questions concerning the formation of new 
chapters or existing ones please call the AVIR office at  
703 234-4097 Again, thank you for your support

ATTENTION ALL WRITERS
The Interventional Informer is offering $100  to best article. This will be awarded four times 
a year. These articles should be original. No limit in size, they must pertain to Interventional  
Medicine. Just submit your article with name and address for the AVIR Board of Directors 
to review.  Best of luck!

EDITORS AWARD WINNER
AVIR would like to acknowledge the following 
writer for their publication in the past issue. 

Izzy Ramaswamy, RT for  
“An Obvious Solution to an Age 
Old Problem—The Electronic 
White Board” from the Spring 
2012 Newsletter
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Newsletter Advertising Rates  

Type Dimensions (inches) Ad Rate
dimensions are height x width

Classified Ad 1 column inch $ 125.00

1/8 page black/white ad 2¼ x 3¾ $ 225.00

1/4 page black/white ad 4½ x 3¾ $ 425.00

1/2 page black/white ad 4½ x 7½ $ 800.00

Full page black/white ad 9 x 7½ $ 1,500.00

Full page color ad 9 x 7½ $ 2,000.00

Please contact AVIR for ad submission due dates.

Full payment must accompany ad order. 

MEETING ACYRN GET INFO LOCATION DATE
Association for Radiologic & Imaging Nursing 
6th Annual Fall Symposium ARIN www.arinursing.org Pittsburgh September 29–30, 2013

Lower Extremity Arterial Revascularization www.sirweb.org/meetings Chicago, IL September 27–30, 2013

Vascular InterVentional Advances 2012 VIVA www.vivapvd.com Wynn, Las Vegas October 9–12, 2012

Controversies in Dialysis Access CIDA www.dialysiscontroversies.org Chicago, IL October 11–12, 2012

Diabetic Limb Salvage www.dlsconference.com Washington DC October 11–13, 2012

Vein Forum: Comrehensive Hands On VEIN www.veinforum.com Englewood, NJ October 19–20, 2012

Catheter Lysis of Thromboembolic Stroke CLOTS www.sirweb.org/meetings Dallas, TX October 21–25, 2012

North Carolina Association of 
Interventional Radiographers Annual Meeting NC AVIR dianek@nc.rr.com Location TBD October 20, 2012

Transcather Cardiovascular Therapeutics TCT www.tctconference.com Miami Beach, FL October 22–26, 2012

Virginia Association of Interventional 
Radiographers 10th Annual Meeting VA AVIR rhoward709@aol.com Great Wolf Lodge, 

Williamsburg, VA October 27, 2012

20th Annual AIM Advanced 
Interventional Management 2012 AIM www.aimsymposium.org New York, NY November 13–16, 2012

39th Annual Symposium on 
Vascular and Endovascular Issues VEITH www.veithsymposium.org New York, NY November 14–18, 2012

Radiological Society of North America RSNA www.rsna.org Chicago, IL Nov. 26 – Dec 1, 2012

Endovascular Summit EVS www.endovascularsummit.net Buenes Aires, Argentina December 7–8, 2012

25th Annual International Symposium 
on Endovascular Therapy ISET www.iset.org Miami Beach, FL January 19–23, 2013

AVIR Fall Meetings Schedule for 2012
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Recognition is a vital part of 
professional growth; we need 
to acknowledge each other’s 

strengths in order to foster the 
ingredients that lead to success. The 
AVIR Award for Excellence does just 
that. We work in a highly technical 
and complex environment and those 

that can navigate through it daily with a smile and build 
strong working relationships with their peers, other 
professionals, and the physicians in the interest of the best 
patient care possible and an internal need to continue 
to learn should be recognized. Please take the time to 
recognize such a person in your facility and make sure 
they now it is appreciated.

To be nominated for this award, a candidate must be an 
Active AVIR member in good standing for at least one 
year. This individual must be a dedicated Interventional 
Radiographer who “goes the extra mile” when dealing 
with patients and their families, peers, physicians and 
hospital staff. This individual must maintain a high level 
of competency and professionalism with the department 
and hospital. This individual must also be involved in 
improvement projects in the hospital setting or your 
community. An AVIR Award of Excellence candidate must 
be nominated by a co-worker or peer. The nominating 
person does not need to be an AVIR member. A candidate 
may be nominated more than once. Supervisors are also 
eligible for this award.

AVIR Board members and Fellows or Fellow applicants are 
ineligible for this award.

To nominate an individual for the 2013 AVIR Award 
of Excellence, please complete the attached form and 
questionnaire. You may also include one letter of 
recommendation from each of the following: physician, 
co-worker or peer, and immediate supervisor or radiology 

2013 AVIR Award of Excellence

director. The AVIR Board of Directors believes that the 
continued strength of this organization lies within our 
membership. Thank you for interest and support of this 
Award of Excellence program.

If you know of someone that you would like to nominate 
for next year’s Award for Excellence, just fill out the 
application form in this issue or go to www.avir.org and 
download the application listed under ‘Home” tab. The 
minimum requirements for the nominee include at least 
one year of continuous membership in the AVIR and 
must be involved with direct patient care. Deadline for 
submission is December 15, 2012.

If you have any questions feel free to contact me at 
tonywalton.avir@gmail.com and I would be happy 
to guide you through the application process. Help 
us recognize our best and brightest Interventional 
Radiographers.

The honor receiving the coveted AVIR fellow award 
means that you are among the few who have 
dedicated themselves to striving for a selfless career 

in which you have fostered continued learning, teaching, 
and working towards bringing our profession to the 
forefront of each of our communities. An AVIR fellow 
has been dedicated to this goal for his or her entire career 
and in that time has done lectures, published articles, 
and has been a part of running conferences locally and/
or regionally. If you are this person please fill out our 
Fellowship application located on the AVIR website and 
submit it as soon as possible. We are currently taking 
applications for the 2013 Fellow selection process. We 
look forward to reading about you and more importantly 
look forward to having you on the forefront of AVIR.

2013 AVIR Fellows Award
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Proving Its Worth: 
Interventional Oncology Squeezes & Freezes Tumors

Interventional oncology techniques are gaining traction 
with liver and prostate cancers, particularly when 
other therapies have not proven successful. However, 

redirecting the tide of traditional treatment may be the 
biggest obstacle for these new therapies to overcome in 
their quest toward greater acceptance.

Squeezing Liver Tumors
Approximately 18,500 cases of primary liver cancer are 
diagnosed annually in the U.S.—of which hepatocellular 
carcinoma (HCC) is the most common—and the figures 
are estimated to reach 34,000 cases by 2019, according 
to a 2006 Society of Interventional Radiology (SIR) 
position statement. The first line of treatment options 
for those with primary liver cancer is transplantation and 
surgical resection.

Unfortunately, more than 75 percent of HCC patients 
are not candidates for either treatment, explains John F. 
Angle, MD, director of the vascular and interventional 
radiology division at University of Virginia (UVA) Health 
System in Charlottesville, Va. Also, chemotherapy is largely 
ineffective in this patient subset.

When transplant and resection are not an option, large 
facilities, such as UVA Health System and Johns Hopkins 
Hospital in Baltimore, present those cases to the liver 
tumor board, which typically includes transplant surgeons, 
medical oncologists, hepatologists, radiation oncologists 
and interventional radiologists.

“All the specialists come together to determine the 
best treatment plan for each individual patient,” says 
Angle. “This multidisciplinary approach is truly the best 
approach.” He adds that they always try to direct patients 
to transplant or resection first, and then proceed to 
alternative treatment options.

The most common alternative interventional radiology 
options are chemoembolization and radiofrequency (RF) 
ablation—which can be applied simultaneously.

The newest alternative to hit the block is 
radioembolization, using intra-arterial yttrium-90 (Y-90) 

microspheres (TheraSphere, MDS Nordion), which 
combines the radioactive isotope Y-90 into microspheres 
that deliver radiation into a tumor. In a study presented 
at the 2010 SIR meeting, Y-90 resulted in 58 percent of 
tumors being down-staged from T3 to T2 after long-term 
follow-up, and 32 of the 291 patients were considered 
transplantable after outpatient treatment.

Chemoembolization has been proving its worth for 
years in research, but that has only recently started to 
impact clinical practice. In a 2002 study in The Lancet, 
which examined 112 randomized cirrhotic patients with 
unresectable liver cancer, the one-year survival rate was 82 
percent for the chemoembolization arm and 63 percent for 
the conservative treatment. A more recent 2011 Journal of 
Clinical Oncology article reported that the combination 
of sorafenib and chemoembolization in patients with 
unresectable HCC is well tolerated and safe.

Chemoembolization and radioembolization are “fairly 
similar treatments because they both use the artery as the 
roadway to the tumor,” says Jean-Francois Geschwind, 
MD, division chief of vascular and interventional radiology 
at Johns Hopkins. “They both effectively kill tumors, 
but the toxicity side effect with chemoembolization can 

Chemoembolization delivers a high dose of cancer-killing drug directly to the 
organ while depriving the tumor of its blood supply by blocking, or embolizing, the 
arteries feeding the tumor. It can be effective in treating primary liver cancers.

Source: Society or Interventional Radiology

continued on next page



8 | Fall 2012 | Interventional Informer www.avir.org

be fairly significant and patients are admitted overnight, 
whereas with Y-90, patients can have a same-day discharge 
and the toxicity and side effects are less severe.” In the 
2010 SIR trial evaluating Y-90, treatment-related adverse 
effects were considered mild: fatigue (57 percent), vague 
abdominal pain (23 percent) and nausea/vomiting (20 
percent).

Both treatments follow a similar imaging protocol: the 
patient undergoes a baseline MRI, the procedure is guided 
by angiography and an MRI exam after the procedure 
assesses the response.

Chemoembolization beads and Y-90 are less toxic and 
have fewer side effects for patients, which has led to 
greater acceptance among referring physicians, “because 

they know 
their patients 
will tolerate 
the treatment 
better,” 
according to 
Marshall E. 
Hicks, MD, 
division head 
of diagnostic 
imaging at the 
MD Anderson 
Cancer Center 
in Houston.

Freezing Prostate Cancer
Prostate cancer is the third most common cause of death 
from cancer in men and management decisions often 
depend on the degree of spread or stage of the cancer. 
At the 2009 SIR meeting, Gary M. Onik, MD, presented 
trial results on a series of 120 men who underwent focal 
cryoablation during a 12-year period. After a mean 
follow-up of 3.6 years, 93 percent of these men had stable 
prostate-specific antigen levels and no evidence of cancer. 
While presenting his results, Onik advocated for the use of 
cryoablation as a “first-line option.”

However, not everyone agrees that ultrasound ablation 
should be employed as a front-line treatment yet, 
including Hicks, who cautions that much of the research 
is preliminary. “While Dr. Onik has been a champion of 
this approach in the early stage of prostate cancer, it is not 
being used routinely in clinical practice,” he adds. 
Interventional techniques may have greater promise in 
the later stages of the prostate care continuum. Cancer 

recurrence rates after surgical resection can be as high as 
25 to 30 percent. Some men continue to have detectable 
residual prostate cancer after surgical removal and 
radiation treatment.

David A. Woodrum, MD, PhD, an interventional 
radiologist at the Mayo Clinic in Rochester, Minn., and 
his urologist colleague, Lance A. Mynderse, MD, have 
been collaborating to develop new treatment options 
for the subgroup of prostate cancer patients who have 
undergone surgery or radiation treatment, and have 
limited options after cancer recurrence. Woodrum predicts 
that at least 75,000 new patients annually are looking for 
additional therapy options for recurrent prostate cancer 
after surgical removal of the prostate.

At the 2010 SIR meeting, they presented data on four men 
who had undergone MR-guided laser interstitial thermal 
therapy or cryoablation to treat prostate cancer recurrence 
after surgical removal of the prostate. Woodrum and 
Mynderse have successfully treated nine patients in the last 
year who have not had recurrence in short-term follow-up, 
and these treatments have preserved their baseline sexual 
and urinary functions. Currently, they are focusing 
research solely on cryoablation, as opposed to both hot 
and cold techniques.

Woodrum and Mynderse concur about the preference 
of MR to guide and assess the prostate. “Prostate 
cancer recurrences are best seen by MR, which are only 
sometimes seen by ultrasound,” says Mynderse. “MRI 
also is superior to ultrasound during the cryoablation 
procedure because ultrasound can only portray the front 
edge of ice and not the back edge. With MRI, we can 
monitor the proximity of vital structures and see the extent 
of the treatment zone—simultaneously and in real time.”

While these methods are proving their worth in research, 
even esteemed institutions like MD Anderson are only 
beginning to use them. “The slow uptake doesn’t mean 
that these newer methods don’t have merit, but they are 
confronted by decades of conventional therapies, similar 
to ablation in the liver and kidneys in the late 1980s and 
early 1990s before it gained more widespread acceptance,” 
Hicks points out.

Thus, more time and data may be required before these 
techniques hit the mainstream, but in the interim, 
advocates and researchers will continue to monitor their 
patients for the most appropriate entry point in the 
interventional oncology continuum.

While Dr. Onik has 
been a champion of this 

approach in the early 
stage of prostate cancer, it 
is not being used routinely 

in clinical practice”
Gary M. Onik, MD

“

Proving its Worth
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VDF: Vascular Disease Foundation 
Taking on the Current Issues in Vascular Disease

Demanding Financial Value In Valve Programs

This new formed group is a combination of several 
groups that have come together to jointly take a 
stake in vascular disease. This multidisciplinary 

nonprofit organization is dedicated to public education 
and the promotion of awareness of vascular diseases, as 
well as to development of initiatives that improve the 
health and care of patients afflicted with arterial or venous 
disease. The two main groups that have come together 
with this new VDF are the PAD Coalition and the Venous 
Disease Coalition.

PAD Coalition is actually an alliance of more than 80 
professional societies (one which is the AVIR) along 
with health organizations, government agencies and 
corporations. They together have developed many different 
things, but most recently have com up with a online 
interactive patient workbook (www.myPADguide.org) The 
group is active in lobbying on Capitol Hill and has had 

luck lately with evaluating reimbursement for ABI testing. 
They are creating a national awareness campaign for CLI 
and reduce the impact of limb-threatening, late stage PAD.

Venous Disease Coalition, an alliance of health 
professional societies and patient advocacy groups that 
have united to improve the survival rates and quality of life 
for individuals with, or at risk for, venous disease, also has 
developed online patient resources. The coalitions’ efforts 
have led to develop a public awareness program educating 
the public on venous disease.

VDF is undergoing reorganization and revamping of 
its Web site and the introduction of a new logo. VDF 
provides numerous resources for public education, 
including its newsletter, Keeping in Circulation, as well as 
many online resources.

As reimbursement for cardiac valve surgeries 
diminishes, so do the profit margins for hospitals 
that traditionally rely on such procedures to offset 

Medicaid and other money-losing aspects of patient care. 
To contain costs, hospitals are implementing financial 
incentives and other strategies to align physician interests 
with their own. In the long run, this strategy may lead 
hospitals to greater harmony with cardiac surgeons as well 
as suppliers.

A Money Maker, For Some
Cardiac valve surgery is expensive, with a price tag of 
up to $172,087, according to an analysis of 37 hospitals 
and 1,858 patients who underwent the procedure in 
2008 (Health Serv Res 2011;46:1928-1945). Payment 
per case averaged $62,040, while contribution margins 
averaged $18,308. 

But not all hospitals made a profit. The profit margin 
ranged from a loss of $14,395 at one hospital to a gain of 
$47,616 at another. And reimbursement varied widely, 
with payments through private insurance bringing in 

continued on next page
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almost $28,000 per case more than under Medicare. 
The chasm between contribution margins was even 
wider, at $47,126 for private insurance vs. $9,495 for 
Medicare. After adjusting for patient, hospital and market 
characteristics, the average contribution margin with 
Medicare paid $30,986 less than private insurance. 
“With valve replacement, the vast majority of patients 
have Medicare coverage,” says study author James C. 
Robinson, PhD, MPH, a professor of health economics at 
the University of California, Berkeley. “It is a problem with 
the elderly.”

Under today’s prospective payment system, Medicare 
typically reimburses U.S. hospitals at a set rate for each 
admission, regardless of the actual costs to the hospital. 
But physicians may dictate what materials are used in 

procedures, 
such as a valve 
replacement, 
with little 
consideration of 
cost. Physician 
preference 
can be based 
on a variety 
of factors, 

including familiarity with a product and a relationship 
with a supplier that provides important educational and 
support services. In some cases involving high-priced items 
in a variety of specialties, surgeons have been influenced by 
financial rewards, too.

“Hospitals are really on the hook,” says Jonathan D. 
Ketcham, PhD, an associate professor of marketing at the 
W.P. Carey School of Business at Arizona State University 
(ASU) in Tempe, who researches physician and hospital 
incentives. “It comes directly from their profit margins.” 
Physician-preferred items, such as cardiac valves and 
related items, offer hospitals an attractive target for cost 
containment. According to a 2011 analysis of nonprofit 
hospitals by Premier, the difference between Medicare 
reimbursement and costs for cardiac valve replacements 
fell short, on an average $14,547 for each of the 12,792 
procedures performed in 2010 included in the analysis. 
The Charlotte, N.C.-based healthcare alliance is a 
membership-owned organization that serves about 2,500 
hospitals, health systems and providers.

Costs and Collaborations
“The devices are expensive and the cost is rising higher 
than the reimbursement that hospitals receive for a variety 
of procedures,” says Robinson. “It is a financial cost-supply 
chain challenge.”

Hospitals are not powerless, though. Eugene S. Schneller, 
PhD, director of the Health Sector Supply Chain Initiative 
and a professor in the business school at ASU, argues that 
hospitals have a variety of strategies they can employ to rein 
in costs while maintaining quality of care. But to effectively 
change the purchasing dynamic, hospitals need to institute 
programs that retain physician choice and build trust to 
counter the sway of suppliers that offer physician-preferred 
items traditionally have held.

In a study that assessed the process of selecting, assessing 
and purchasing of physician preferred items and the 
relationships that affected those decisions, Schneller 
and Kathleen Montgomery, PhD, from the University 
of California, Riverside, discovered that many hospitals 
reported implementing value analysis teams (VATs) in an 
effort to standardize purchasing decisions (Milbank Q 
2007;85[2]307-335). Although variable in their design 
and processes, the VATs generally used committees that 
combined physicians, clinical directors, nurse managers, 
materials managers, financial representatives and others in 
a disciplined process that allowed them to assess products, 
evaluate their value and compare that value to relative costs.

The key to success was engaging physicians in critical—and 
costly—areas, such as cardiology and cardiac surgery, and 
giving them a sense of ownership. “Hospitals figured out 
that they need to engage the thought leadership among the 
clinical staff,” Schneller says. “They have done a better job 
of finding the physicians who are influential.”

Of course, there are challenges to building a VAT, 
including:

•	Getting busy surgeons to commit the time needed to 
participate. Schneller says some facilities pay staff for 
taking on this duty.

•	Getting buy-in from physicians who feel they are being 
dictated to. The researchers noted that avoiding the use 
of a rigid “formulary” model that limited the range of 
products and, as a team, determining payment caps to 
vendors for products worked well.

Hospitals are really on 
the hook. It comes directly 
from their profit margins.”

Jonathan D. Ketcham, PhD

“

continued on next page
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•	Getting all on board. The ability to negotiate with 
vendors depends on physicians’ willingness to abandon 
a product, Schneller and Montgomery noted. But 
because the decision is team- and clinician-based, 
physicians were less likely to oppose it.

Retaining the value of vendors. Schneller and Ketcham 
emphasized that vendors can play important roles helping 
both clinicians and inventory managers.

Provide accurate and granular data for physicians with the 
use of EMRs and other resources.

“This also is developing a culture where evidence 
drives decision making,” Schneller says. “That is what 
physicians respect most. It is putting together data in a 
convincing way and demonstrating that the hospital has a 
commitment to not just pick supplies with the lowest price 
tag, but also bring value to a practice over time.”

Cost Characteristics of 37 Hospitals Providing Cardiac Valve Replacement (Surgery in 2008)

Variables Mean Minimum Maximum
Cost per case (all patients) $43,733 $21,027 $95,480

Medicare patients $45,608 $21,947 $95,480
Private insurance patients $35,840 $19,263 $52,658

Payment per case (all patients) $62,040 $33,281 $112,816
Medicare patients $55,102 $28,632 $112,816
Private insurance patients $82,966 $27,052 $172,087

Contribution margin (all patients) $18,308 -$14,395 $47,616
Medicare patients $9,495 -$20,010 $47,103
Private insurance patients $47,126 -$1,754 $132,480

Source: Health Serv Res 2011;46:1928-1945)

Sharing the Benefits
In February 2005, the U.S. Department of Health and 
Human Services’ (HHS) Office of the Inspector General 
(OIG) issued an advisory opinion that added heart valves 
to categories of materials for evaluation in gainsharing 
programs that reward cardiac surgeons for reducing 
supply costs. Under gainsharing, the hospital gives back 
a percentage of the savings it accrues when surgeons 
implement cost-cutting measures in surgical procedures. 
To receive that incentive pay, the surgical group must 
“work in conjunction with the hospital to evaluate and 
clinically review vendors and products,” the opinion stated. 
“The surgical group will agree to use the selected products 
where medically appropriate.”

Like VATs, gainsharing potentially shifts the allegiance 
of physicians away from vendors and toward hospitals, 
to a degree. But with gainsharing, cardiac surgeons and 
hospitals each have a financial stake in lowering costs. 
As the OIG detailed in its opinion, such arrangements 
potentially can influence physicians in ways that harm 
patient care, including cherry picking only healthy patients 
or scrimping on care.

In a study on gainsharing in cardiology, Ketcham and 
Michael F. Furukawa, PhD, acting director of economic 

analysis, evaluation and modeling at the HHS’ Office of 
National Coordinator for Heath IT, found that gainsharing 
lowered costs without compromising care in an analysis of 
13 gainsharing programs (Health Affairs 2008;3:803-812). 
Their findings, which focused on interventional cardiology 
and not cardiac surgery, showed a 7.4 percent reduction 
in costs per patient, with most savings coming from lower 
prices. They reported no signs of cherry picking, changes 
in referral patterns or physician caseloads.

They suggested that gainsharing may improve 
patient care because it fosters more dialogue among 
cardiologists. “Gainsharing makes physicians talk to 
each other, think about which devices they are using, 
why they prefer one over an alternative and when it is 
acceptable to substitute an alternative,” Ketcham says. 
“That can alter the bargaining dynamic between the 
hospital and the suppliers.”

During negotiations with vendors, cardiac surgeons and 
hospital staff sit on the same side of the bargaining table, 
a visible sign that they are aligned. “The hospital can 
credibly claim its physicians are willing and able to switch 
to alternatives if the suppliers are not able to bring prices 
down,” Ketcham says.

continued on next page
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The Payors’ Role
The use of VATs and gainsharing is not widespread, 
Ketcham and Schneller say, but the practices may become 
more common as more physicians abandon private 
practices for hospital employment and as Medicare 
reimbursement shifts toward bundled payments and 
accountable care organizations (ACOs). And for cardiac 
valve procedures, that day may be approaching soon. 
The Centers for Medicare & Medicaid Services (CMS) 
launched a three-year demonstration to test the use 
of a global payment for an episode of care for select 
cardiovascular procedures, including cardiac valve 
replacements, at five facilities that were selected between 
2009 and 2010.

Valves, By the Numbers

•	 Stockton, Calif., had the highest rate in the U.S. of 
heart valve replacement operations among Medicare 
beneficiaries in 2003. Fort Worth, Texas, had the lowest.1

•	 The most common valve operation is aortic valve 
replacement, which accounts for up to 70 percent of 
valve surgeries in the elderly.2

•	 The prevalence of moderate aortic stenosis is 2.5 percent 
among 75-year-olds and increases to 8.1 percent among 
80-year-olds.2

•	 Mitral valve regurgitation is the second most common 
reason for valve surgery in the elderly. It affects 5.5 
percent of people 70-years-old and older.2

•	 At least 89 different conventional heart valves and six 
percutaneous aortic heart valves are in use or under 
development worldwide.2

Sources: 
1 Dartmouth Atlas of Health Care 
2 Percutaneous Heart Valve Replacement Technical Brief Number 2, 
prepared for the Agency for Healthcare Research and Quality [AHRQ)

Payment will cover all Part A and Part B services, including 
physician services, and the facilities will have the option 
of rewarding surgeons or teams of surgeons who meet 
measures for clinical quality and efficiency. The results 
likely will pique the interest of not just policy-makers, but 
private insurers as well.

“As Medicare and even private insurers shift to paying 
a single bundled payment, how will they split up those 
dollars among all the different providers operating within 
that system?” Ketcham says. “Gainsharing can be one part 
of the way of dividing those dollars.”

Hospitals charge private insurers higher prices and make 
significantly higher contribution margins on cardiac valve 
replacement payments from private insurance, according 
to Robinson’s analysis. Unlike Medicare, private insurers 
can negotiate charges with each hospital or chain and pay 
per diem. Hospitals that are seen as vital in the insurer’s 
network also can negotiate higher reimbursement rates for 
cardiac valve procedures. Typically, insurers have not been 
involved in other aspects of pricing.

“To this point, you’ve seen payors stay out of this 
discussion,” Schneller says. But like hospitals, private 
payors are beginning to look at the relative quality and 
costs of materials, too. Armed with data from registry 
studies, results from head-to-head comparative research 
and other data sources, he predicts they actively will 
look for proven equivalency or superiority in physician-
preferred items. “The payors increasingly will be concerned 
that they are getting value for their money. “

New Direction For Vendors
Suppliers also are adjusting as purchasing procedures for 
physician-preferred items increasingly are viewed under a 
microscope, Schneller says. This may be partially driven by 
bundling, where hospital and physician payment is rolled 
into one, giving both parties an incentive to keep costs 
down. The capability to extract evidence on outcomes 
using EMRs also may fuel this trend, particularly if supply 
chain data are linked to clinical data.

Consequently, the model of vendors and hospitals 
as antagonists, with each vying for the allegiance 
of physicians in the middle, is evolving into one of 
co-existence. Some vendors, instead, are broadening their 
networks by building relationships across the healthcare 
spectrum, Schneller says.

“When you look at the major suppliers, they are now 
understanding that a strong working relationship 
with the economic buyer—the hospital and insurance 
company—is important,” Schneller says. “In an 
environment with decreasing reimbursement, they 
understand they need to work together to improve 
processes, not just to improve the product, but to ensure 
you have high quality outcomes.”

Medicare may have the most to gain from cost-
containment collaborations. The American Heart 
Association estimated that in 2007, about 68 percent of 

continued on next page
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Transcatheter aortic valve replacement (TAVR) has proven 
to be a cost-effective treatment in the U.S. for patients 
with severe aortic stenosis who are deemed too high risk 
for traditional heart valve surgery. While those findings 
reassure payors and policy-makers that TAVR is a sound 
clinical investment, hospitals that offer this less invasive 
procedure may find it puts them in the red, especially 
if the price of valves remains high and reimbursement 
remains low. But the benefits gained by being a TAVR 
center may far outweigh the per-patient potential 
monetary losses.

TAVR Shows Its Worth
The PARTNER trial has shown that TAVR offers survival 
benefits for high-risk patients with severe aortic stenosis 
compared with standard therapy, including substantially 
lower rates of death and repeat hospitalizations at one year 
(N Engl J Med 2010;363:597-607). TAVR compared 
with standard medical care also provided improvements in 
health status and quality of life in a PARTNER Cohort B 
substudy (Circulation 2011;124:1964-1972).

In late 2011, Matthew R. Reynolds, MD, of Saint 
Luke’s Mid America Heart Institute in Kansas City, 
Mo., bolstered the clinical benefits of TAVR with key 
economic findings. In an analysis on PARTNER Cohort 
A at TCT.11 in San Francisco, he showed that TAVR was 
cost-effective at one year using a transfemoral approach 
compared with surgical aortic valve replacement (SAVR). 
At ACC.11 in New Orleans, he mapped out TAVR’s 
economic benefits in Cohort B, projecting an increased life 
expectancy of almost two years and an incremental cost-
effectiveness ratio of $50,200 per life-year gained.

But cost effectiveness and fiscal soundness are two 
different beasts.

“As a person who runs a hospital, it might be wise to take 
costs and reimbursement into account,” says David J. 
Cohen, MD, director of cardiovascular research at Saint 
Luke’s Mid America Heart Institute and PARTNER 
co-investigator. The PARTNER analyses addressed 
costs, including a price tag of $30,000 for the Sapien 
transcatheter aortic valve (Edwards Lifesciences), but not 
reimbursement.

Joseph E. Bavaria, MD, vice chief in the division of 
cardiovascular surgery and PARTNER co-investigator at 
Penn Medicine in Philadelphia, is conducting cost-revenue 
analyses on PARTNER to determine if and at what price 
point TAVR provides positive contribution margins. To do 
so, he and his colleagues are comparing TAVR to SAVR 
and, secondly, comparing the two Cohort A groups.

“This is a prospective, randomized clinical study but it also 
is a prospective randomized financial study,” Bavaria says. 
“We were looking at exactly the same type of patients, 
sickness and comorbidities with two different financial 
outcomes.”

the total 106,000 valve replacement operations performed 
in U.S. hospitals involved patients 65 years old and older 
(Circulation 2011;123:e18-e209). And valve operations 
for elderly patients have been on the rise. They rose 26 
percent between 1999 and 2006, and are projected to 
increase steadily.

Given these trends, Medicare has a keen eye on valve-
related developments, according to Robinson. “Anyway to 
bring the cost down, Medicare will be watching,” he says. 
“Medicare would love to bring the reimbursement cost 
down as well.”

TAVR: Benefits Beyond The Bottom Line

Sapien transcatheter aortic valve. Source: Edwards Lifesciences

continued on next page
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A Situation In Flux
In fiscal year 2010, with valves priced at $15,000, the Penn 
group found that contribution margins for TAVR were 
positive but not as high as for regular SAVR. At a cost of 
$25,000, they still had positive contribution margins but 
lost profitability. In November 2011, the Sapien valve won 
FDA approval and became the only commercially available 
transcatheter valve on the U.S. market. Bavaria pegs its 
current price at $32,500.

“My estimation is that with the $32,500 commercialized 
valve, our contribution margins will be small and 
possibly negative on average,” he says. “We see reasonable 
contribution margins under these circumstances in a 
narrow group of patients who have the highest [Medicare 
diagnostic codes]. That is because they pay better; they are 
sicker and more complicated.”

As hospital personnel gain expertise, costs associated with 
performing the procedure will drop, Cohen and Bavaria 
say. Those costs include efficiencies in the operating room 
and use of resources as well as better patient outcomes. 
“There are many reasons to expect that the economics 
from a hospital or societal standpoint will get better over 
time with the procedure,” Cohen says.

Costs also may drop if the percutaneous aortic valve 
market becomes competitive. Clinical trials are underway 
in the U.S. for Medtronic’s CoreValve system. The 
Percutaneous Heart Valve Replacement Technical Brief, 
prepared for the Agency for Healthcare Research and 
Quality and published in 2010, reported that at least 
six different percutaneous aortic heart valves are in 
commercial use or in development worldwide.

While reimbursement remains an open question, the 
Centers for Medicare & Medicaid Services (CMS) released 
a proposal for coverage with evidence development in 
early February, and expects to release a complete national 
coverage analysis for TAVR by June 26. In the meantime, 
Bavaria says, CMS reimburses on a case-by-case basis.

Benefits Beyond TAVR
Despite the revenue challenges, hospitals and heart 
facilities appear to be clamoring to offer TAVR. In a letter 
to CMS, the Society of Thoracic Surgeons (STS) and the 
American College of Cardiology (ACC) recommended 
CMS mandate that to receive federal reimbursement any 
facility performing TAVR must be a specialized heart 
center with a multidisciplinary team and participants 
in the joint STS-ACC Transcatheter Valvular Therapy 
Registry. The request set off a string of online protests from 
facilities that argued they might be excluded under those 
criteria.

Bavaria suggests that any heart center that presents itself as 
prominent will need to offer TAVR. Besides the prestige, 
TAVR has what he calls a coattail factor. “About 30 
percent of the cases that come in for TAVR end up with an 
open SAVR, which is where the profitability is,” he says.

Cohen has observed the same draw at his facility. He 
says patients who overestimate their risk, or are averse to 
operations and would otherwise decline until they died, 
hear about TAVR and make appointments.

“Those patients come out of the woodwork to some degree 
when there are less invasive options,” Cohen says. “It turns 
out they are not eligible [because TAVR is approved for 
only high-risk patients] but we can offer them, in a good 
setting, the opportunity to have standard treatment.”

Valve Programs
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Care Bill Update

Society of Interventional Radiology (SIR) Update

In June the House Energy and Commerce Health 
Subcommittee held a hearing on CARE and later in the 
month Senators Enzi and Harkin introduced the CARE 

bill in the Senate as S. 3338.

Now there are over 130 bipartisan cosponsors in the U.S. 
House of Representatives.

The mission is to gain as many Senate cosponsors as 
possible, so AVIR members contact your Senators asking 
them to cosponsor S. 3338. The message to Congress is 
still that CARE bill will increase the quality and safety of 
imaging and therapy care to Medicare patients by ensuring 
that personnel meet consistent education and certification 

standards. Also, the CARE bill will save federal health care 
dollars by reducing the number of exams that need to be 
repeated technical errors and will make therapy treatments 
more accurate and effective, leading to faster cures. The 
CARE bill would achieve this by setting federal minimum 
education and certification standards in the Medicare 
program for the technical personnel providing, planning 
and delivering all medical imaging examinations and 
radiation therapy treatments.

 Remember CARE Bill stands for The Consistency, 
Accuracy, Responsibility and Excellence (CARE) in 
Medical Imaging and Radiation Therapy bill, H.B. 2104

As of March 2012 the Society 
of Interventional Radiology 
has a new president, from the 

University of Texas M.D. Anderson 
Cancer Center in Houston, Marshall 
Hicks M.D. One focus of his term will 
be advancing evidence-based medicine 
in the specialty.

SIR stands committed to developing and demonstrating 
the value of care changing minimally invasive treatments 
to improve healthcare for patients in this era of evidence-
based medicine. The IR’s have been responsible for much 
of the medical innovation and advancement of minimally 
invasive treatment that are common place today. This year 
they will continue to measure document and communicate 
the value this specialty brings the health care administrator 
to ensure legislators most importantly to patients.

We here at AVIR look forward to working closely with Dr. 
Hicks and the SIR. They have been strong supporters of 
our organization contributing in many ways. They support 
us in our publication our annual meeting representation 
and providing guidance. Over the course of the last 
20 years we have had the support of the SIR through 
physician liaison. This year we have the pleasure and 
honor of having Dr Gary Siskin. The AVIR would like to 
thank Dr. Gary Siskin for his continued support of our 
association. This year he officially took on the role as our 
Liaison to assist and support us as needed. Dr. Siskin who 
is the Medical Director of the Radiology 
Department at Albany Medical Center 
in Albany NY is also the chairman of the 
SIR meeting in New Orleans in April 
2013. We look forward to working with 
him this year and in the future. To the 
right is his picture—please thank him at 
the annual meeting.
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CCSVI: What is this all about?
by Robert Velez RT (R) (VI), Albany Medical Center Albany, NY

Multiple sclerosis (MS) is 
an inflammatory and 
demyelinating disease of the 

central nervous system that is diagnosed 
in more than 10,000 patients in the 
United States per year (1). It has no 
known origin but is thought to be 
autoimmune in nature (2). There is 

no known cure for this disease. Current pharmaceutical 
treatments have the ability to slow the disease or prevent 
relapses in some patients, thereby helping MS patients 
maintain their quality of life. However, there is no known 
cure for MS.

Chronic Cerebrospinal Venous Insufficiency (CCSVI) 
is a recently described condition that has been theorized 
to have a potential role in the development and 
manifestations of MS (1). This theory claims that stenosis 
in the veins draining blood from the central nervous 
system are contributing to the symptoms experienced 
by patients with MS. This theory has its basis in the 
observation that lesions associated with MS can be found 
along the cerebral veins draining the brain and the spinal 
cord (1-3). Charcot, et al found a relationship between 
the cerebral outflow veins and patients with MS (3). 
Several other studies have lent support to this association 
(4). More recently, Diaconu, et al and Coen, et al have 
observed differences in the valves and vein wall in post-
mortem specimens from MS patients when compared with 
patients without MS (5,6).

It has been challenging to diagnose CCSVI using 
non-invasive imaging techniques. Zamboni, et al described 
an imaging technique to diagnose CCSVI using Doppler 
ultrasound (7). This technique evaluates the internal 
jugular, vertebral, and deep cerebral veins for gray-scale 
abnormalities (such as intraluminal flaps or membranes 
and valvular abnormalities) and abnormalities of flow 
(including reflux and absent flow). An in-depth knowledge 
of the anatomy and physiology of cerebral venous outflow 
is necessary to truly evaluate these veins with ultrasound. 

Special training may also be necessary to evaluate CCSVI 
in patients, so relying on sonographic findings has proven 
to be inconsistent (8,9). Magnetic resonance imaging 
is currently the modality most often used to diagnose 
patients with MS because it effectively demonstrates the 
inflammation and the lesions present in this condition 
(10). In the past, MRI has shown that MS patients have 
decreased cerebral blood flow, but these findings have been 
poorly explained or overlooked (11,12). More recently, 
MR venography has demonstrated flow abnormalities 
in MS patients and has therefore been advocated as a 
technique to diagnose CCSVI (13); unfortunately, this 
technique has been inconsistent (14). Selective catheter 
venography of the internal jugular (IJV) and azygos veins 
remains the definitive study for diagnosing CCSVI (15).

To perform catheter venography and endovascular 
treatment, the patient must be assessed appropriately. A 
complete medical review must be obtained to evaluate 
for cardiac and renal disease. The procedure is usually 
performed under conscious sedation. The right femoral 
vein is accessed with an 8-French introducer that 
can accommodate the catheters and balloons used to 
diagnose and treat these venous stenoses. Many catheter 
configurations can be used to select the veins being 
studied, including Berenstein and Headhunter Catheters; 
the choice of catheter is practitioner specific. Once 
the IJV is catheterized, images in multiple projections 
are obtained (typically anteroposterior and lateral) 
to diagnose reflux or stenosis from the sigmoid sinus 
through the confluence of the IJV with the subclavian 
vein. Technically, it is important that the injection rate 
of contrast matches physiologic flow within the vein to 
prevent injection-induced reflux. In addition, this will help 
accurately diagnose venous disease and the presence of 
collateral vessels seen in response to a significant stenosis. 
The azygous vein is then imaged from the confluence of 
the hemiazygos and azygos veins through the superior 
vena cava in order to demonstrate stenoses and flow 
abnormalities. This vein is typically evaluated in the lateral 
and left anterior oblique projections.

continued on next page



17 | Fall 2012 | Interventional Informer www.avir.org

Once a venogram has been performed, the images 
are evaluated to determine a patient’s candidacy for 
endovascular treatment. Mandato, et al stated that 
“the challenge at this moment, given the early stage of 
evolution of CCSVI, is in defining the abnormalities 
being detected with venography and the criteria being 
used to make subsequent treatment decisions (15).” At 
the present time, criteria for intervention include the 
presence of a luminal diameter reduction of at least 50%, 
visible reflux, intraluminal structural abnormalities, 
valvular abnormalities, and contour irregularity 
(15,16). Intravascular ultrasound has also been used to 
successfully demonstrate these intraluminal and vein wall 
abnormalities (17). Stenoses are treated with percutaneous 
transluminal angioplasty catheters that are typically able 
to accommodate high inflation pressures. Post treatment 
venography is performed and stent placement should only 
be considered in the setting of significant residual flow 
abnormality after angioplasty (15). If stent placement 
is required, self-expanding stents are typically used and 
should be appropriately sized to avoid migration (18). 
Multiple sclerosis patients may be hypercoagulable, so 
anticoagulant or antiplatelet therapy is appropriate for 
patients undergoing endovascular treatment (19,20).

While the ability to diagnose MS patients with CCSVI 
has proven to be inconsistent, the published and presented 
reports describing outcomes after treatment has been 
much more consistent. Many patients with this condition 
undergoing endovascular treatment report improvement in 
many of the symptoms associated with MS (21). Zamboni, 
et al treated 65 MS patients diagnosed with CCSVI (22). 
At 18-month follow up, 96% of treated azygous veins 
and 53% of treated internal jugular veins were patent. All 
patients with relapsing remitting MS with patent internal 
jugular veins were relapse-free at 18 months. In addition, 
improvements were demonstrated in quality of life, disease 
severity, and MRI abnormalities. Malagoni, et al reported 
on 31 MS patients with CCSVI who were treated with 
angioplasty (23). One year after treatment, these patients 
experienced significant improvement in fatigue and all 
patients were able to walk farther within a six-minute 
time frame. Dake, et al treated 38 patients and found 
significant improvement in fatigue and heat tolerance 
(18). At the 2011 meeting of the International Society for 
Neurovascular Disease (ISNVD), Metha, et al treated 150 
MS patients and demonstrated improvement in fatigue 
and quality of life 3, 6, and 12 months after treatment 

(24). At the 2012 meeting of the Society of Interventional 
Radiology (SIR), Sekhar, et al reported significant 
improvement in physical and health-related quality of life 
at 3 months post treatment (25). This study also noted 
that patients with secondary-progressive MS report these 
improvements less often than do patients diagnosed more 
than 10 years before receiving treatment.

Understanding the safety of this procedure remains an 
important priority for patients and physicians. Ludyga, et 
al studied 331 patients treated for CCSVI and found no 
major complications and a low minor complication rate 
(26). Only 2 out of 152 stents placed became occluded, 
and one patient required surgery to remove a balloon 
from the common femoral vein. Petrov, et al studied 
461 patients and also found no major complications 
(27). Mandato, et al reported on 240 patients, with 
87% of patients treated with angioplasty alone and 
11% of patients requiring stent placement (28). Minor 
complications were limited to transient pain (62/257), 
minor site bleeding (2/257) and cardiac arrhythmias 
(3/257). One major complication was a stress-induced 
cardiomyopathy that resolved within a few days. These 
studies demonstrate that endovascular treatment of 
CCSVI is a safe procedure with low risk of significant 
complications.

 

At the present time, CCSVI has shown some early 
promise as a treatment option for patients with Multiple 
Sclerosis. However, the studies performed to date have 
been preliminary in nature. Therefore, FDA-approved 
clinical trials need to be developed and carried out so 

continued on next page
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that CCSVI and its relationship to MS can be better 
understood (29). These trials will also help determine if 
endovascular treatment of these venous abnormalities 
makes a significant different in the lives of these patients. 
There is much more work that needs to be done.
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Workgroup Trust 
by Anita Bell, MSM, BSRS, RT (R), FAVIR

Do you trust those you work with? I mean, really 
trust? When someone asks why the patient isn’t 
on the table, is the answer: ‘because the nurses 

aren’t ready’, ‘because the techs aren’t ready’, or ‘because 
the doctors haven’t seen the patient yet’? These may all be 
correct answers, but these answers deflect ‘blame’ from the 
person responding, and do not foster trust because of that.

As a country, we are in a trust crisis that has been fostered 
by terrorists’ acts upon our country and others. In a recent 
survey, only 20% of Americans have trust in our financial 
system. Banks stopped loaning, even to each other because 
they don’t trust they will be repaid. Business contracts 
aren’t created or are laden with legal red tape because of 
lack of trust in counterparties.

Trust is the expectation of moral behavior from others. 
Dictionary.com defines trust as the reliance on the 
integrity, strength, ability, surety, etc., of a person or thing; 
confidence. Trust violation is so damaging because trust 
makes life meaningful and relationships worthwhile.

Stephen M.R.Covey, son of Stephen R. Covey, writer 
of The Seven Habits of Highly Effective People (2004) has 
done extensive research on trust and contends that as trust 
increases, speed also increase and costs decrease (2008). 
This has been proven over and over again in business. The 
Grameen Bank in Bangladesh has helped single women 
out of poverty by trusting them with bank loans. The 
Bank experiences a 98% loan repayment. They went on to 
partner with Dannon Yogurt to provide food for poverty 
stricken areas, all based upon trust and a handshake 

agreement instead of stacks of legal paperwork. Zappos 
extends trust to its sales associates and clients with no 
associate scripting on telephone call orders and a 365-day 
return policy. They are on the 100 Best Places to Work 
list. So, can we use this theory to increase efficiency in IR 
through improvements in trust?

Understanding what trust is and the effect it can have 
in relationships of all kinds is not as simple a thing as 
it may seem. One must be ‘smart’ about trust. In other 
words, one should not blindly trust or be so untrusting 
that one is stifled. Stephen M.R. Covey also wrote a book 
about Smart Trust (2012). Where one falls in the trust 
continuum between blind trust and distrust depends 
upon parents and grandparent’s influence, personal and 
professional experience, interactions with other people, 
things we read, things we hear, and the media. Examples of 
blind trust are:

•	 I trust people too easily and believe whatever they 
say. As a result I often get burned.

•	 I never check up on people or what they tell me; I 
just always assume the best.

•	 I openly and freely share information about 
anything and everything.

•	 I accept everyone as trustworthy and feel 
comfortable with the thought of working openly 
with anyone.

•	 I trust people to do what they say they will do, and 
see no reason to question otherwise.

We are never so vulnerable than 
when we trust someone—but 

paradoxically, if we cannot trust, 
neither can we find love or joy.”

Walter Anderson

“

Trust is like the air we 
breathe—when it’s present, 
nobody really notices; when 

it’s absent, everybody notices.”
Warren Buffett

“

continued on next page
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Examples of distrust are:

•	 I am inherently suspicious of people and question 
whatever they tell me.

•	 I always feel I have to investigate people’s credibility 
and validate what they say.

•	 I believe information is power. I hold it close to my 
chest and give it out only sparingly.

•	 People have to earn my trust before I am willing to 
work with them.

•	 I tightly supervise my direct reports (or my children 
or others) and thoroughly and frequently check up 
on their work.

Smart trust, on the other hand, includes judgment, 
competency, and a process. The process includes 3 steps:

1. A propensity to trust

•	 The “heart” part of the process

•	 Deliberately and intentionally choosing to trust

•	 Trust is the starting point

•	 “Most people are basically good” approach

•	 Opens one up to possibilities that are not there if 
starting with distrust

2. Analysis

•	 The “mind” part of the analysis

•	 Assess, evaluate, consider implications and 
consequences (risk?)

•	 Too strong of an analysis focus can color 
judgment

3. Variables to analyze

a. Opportunity (what one is being trusted with)

b. Risk (level of risk, i.e. honor boxes as compared to 
stranger danger)

c. Credibility (the character and competence of the 
people involved. Extending trust is an act of faith)

4. Being credible and worthy of trust

•	 Extending trust or not may be determined by 
your head and heart, but being trustworthy and 
credible is a critical constant.

•	 “It doesn’t matter. Everyone does it” is not 
positively sustainable.

Covey (2012) describes that there are five actions to smart 
trust. They are to choose to believe in trust; start with 
oneself; declare your intent and assume positive intent in 
others; do what you say you’re going to do; and lead in 
extending trust to others. Smart trust includes sincerity, 
reliability, competence, and caring.

Sincerity

•	 Say what you mean and mean what you say

•	 Your actions align with words

•	 Congruence (equivalence)

•	 Allows for changing mind if that is recognized

•	 Checkpoints are used if one is unsure sincerity or 
congruence is communicated

Reliability

•	 Keeping commitments

•	 Understand what those commitments are first

•	 Requests and offers may create commitments that 
are not fully understood and will appear as breaches 
of trust

The cycle of commitment:

•	 Who is asking?

•	 Who is asked to fulfill the request?

•	 What exactly needs to be done?

•	 How will success be measured?

•	 How soon does it need to happen? (Direct requests 
are the most effective, but may be seen as impolite, 
so wording is key.)

•	 Responses: Commit or Decline, Counteroffer or 
Contingency

•	 Time line for answer
continued on next page

Good judgment comes from 
experience and experience 
comes from bad judgment.”

Rita Mae Brown 
 Author and Charlottesville, VA resident

“

Workgroup Trust
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•	 Report completion

•	 Check for satisfaction

Competence

•	 The requisite capacity, skill, knowledge, resources, 
and time to do a particular job

•	 Competent does NOT equal perfect

•	 Competence DOES equal

•	 Knowing what you do not know

•	 Being willing to listen

•	 Ask for help when you need it

•	 Ask for feedback on performance

Care

•	 Having others’ interests in mind as well as your own

•	 Self-interest creates doubt of sincerity, reliability, and 
competence

•	 Benefit of doubt extended to those who care

•	 Understand the person

•	 LISTEN and identify what they are communicating

•	 Think before you speak and check that your 
communication will reach desired end

•	 Make sure your coworkers understand what your 
hopes and desires are for the environment

Is distrust evident in your environment? If it is, the 
group must focus on repairing trust. Research has shown 
that no efforts at engagement will be productive if 
trust is not present. It is the basis on which all positive 
growth is achieved. Distrust manifests in a feeling that 

in interactions, something is not safe with this person. 
Distrust and fear co-exist. With distrust, one focuses on 
protection. Distrust impedes the ability to get good work 
done. It also creates large cost to the workplace:

 Trust =  Speed  Cost (Covey, 2008)

Distrust also manifests through cordial hypocrisy, an 
outward pretense that trust exists, even though it doesn’t. 
Distrust undermines effective work through suspicion, 
resistance, defensiveness, interpersonal conflicts, 
withholding information, checking each other, and 
draconian organizational controls.

Constructive methods for dealing with distrust can be 
achieved within the construct of sincerity, reliability, 
competence, and care. Examples of behaviors take away the 
judgment factor by focusing on facts that drive judgment. 
Identifying the breach of sincerity, reliability, competence 
or care and the standard by which one is measuring that 
breach will open the door to conversations that begin to 
repair trust. Included in the conversation must be telling 
the other person how they can regain your trust, since 
building trust is what this is all about. It must be a private 
conversation, and the other person must be a willing 
partner to the exchange. Don’t forget to listen to their 
viewpoint. Before closing the conversation, touch base to 
find out if they are willing to work to regain your trust.

When you know you have breached trust, acknowledge 
that you know you did and describe what happened 
through what you think they perceived. Apologize, and 
seek their forgiveness, expressing your intention to redeem 
the breach. Be prepared with the assumption that they 
may be open, but you should anticipate resistance. With 
resistance, expect to have to work after the apology, and 
prior to creating a redemption plan and being afforded 
forgiveness.

Often the desire to appear 
competent impedes our ability 

to become competent, because 
we are more anxious to display 

our knowledge than to learn what 
we do not know.”

Magdeleine Sable

“

Forgiveness means giving up 
all hope for a better past.”

Lilly Tomlin

“

Workgroup Trust
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Building, maintaining, and restoring the trust of those 
you work with takes an understanding of how people 
judge trustworthiness; attention to your language; actions 
related to the assessments of trust; and an intention to 
be a trusted person. These conversations work not only 
between co-workers, but also upward, downward, and 
across professions. Forgiveness for past breeches means 
discontinuing attention to the past and focusing attention 
on the future.

Innovation comes from the collision of differences in the 
right environment. Trust creates that right environment. 
With trust, differences are strengths. And after all, isn’t 
INNOVATION what IR is all about?

In closing, I would like to recommend you read The Thin 
Book of Trust; An Essential Primer for Building Trust at 
Work by Charles Feltman. It’s a quick read with essential 
information about trust in the workplace, tools, and easy 
to apply concepts.
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When you forgive, you in no 
way change the past—but you 

sure do change the future.”
Bernard Meltzer

“

You may find the following book very helpful well trying to review 
for the PV exam. This book in the past has been one of the main 
contributing resources for that exam. The sample focuses on protocol 
and equipment. It explains how to perform all current interventional 
radiology procedures, including pulmonary angiography, vein 
embolization, biopsies, drainage, and stenting. Chapters will include a 
discussion of issues such as risk management, outpatient care, and drugs 
and dosages. You’ll find it in an outline format making the information 
easily by, review, and remember.

Handbook of Interventional Radiologic Procedures 
Kandarpa & Aruny 4th Edition 
ISBN 9780781768160 Lipincott Williams & Wilkins

CIT Review
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Summer/Fall 2012
Jeff Kins, RT(R)(VI)

North Carolina

North Carolina AVIR’s annual conference, initially 
scheduled for October 20, has been postponed until 
January or February 2013 due to hotel space issues. 
Check the AVIR website for updates.

North Texas

Congratulations to former AVIR Director-at-Large Sven 
Phillips! Sven just graduated his first class of Vascular 
Interventional students from Brookhaven College, 
Farmers Branch, TX, a 10 month certificate program 
that he started from scratch. The next class for the Fall 
semester is due to start soon. This should fit nicely with 
the North Texas AVIR, who are planning a late Spring/
early Summer 2013 meeting.

Nice going Sven; thanks for all your hard work!

South Florida

The Miami chapter is setting up a local campaign 
to get the community of VI techs together and get 
them signed up for AVIR. Chapter program director 
Izzy Ramaswamy is starting to meet with some of the 
leadership around town to encourage them to have their 
staff register as AVIR members. He hopes to increase 
interest in membership this year and begin local 
meetings as soon as possible.

Virginia

Virginia AVIR holding their Annual Symposium at the 
Great Wolf Lodge in Williamsburg, VA on October 27. 
This is always a great meeting with innovative speakers 
and the most fun, family-friendly destination of any of 
our meetings!

Chapter Happenings

Just a reminder, there are new chapters that are 
currently being formed in Boston, Philadelphia, 
Boise, New York City and Miami! Keep an eye on 
the website for additional information on upcoming 
meetings and CE opportunities. For information on 
individual chapters from the main page, just roll your 
mouse over Group, then Chapters. This will bring 
you to a list of Chapters that have set up their own 
web pages. Simply select your local chapter to see 
what is happening in your area.

If you would like to get your own 
chapter page listed, or if you don’t 
see any nearby chapters and would 
be interested in starting one, let me 
know. I would be happy to help in 
any way that I can. I can be 
reached at jdkins@gmail.com.
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Boston, MA

Robert Sheridan RT(R) 
robsheridanavir@gmail.com

Philadelphia, PA

Maria Niblock RT(R), BS 
mmflyers@comcast.net

Boise, ID

Terry Newsom RT(R) 
Xrayhunter @cableone.net

New York City

Andrew Amorossa RT(R)(CV) 
amorossa@mskcc.org

New York

Eastern NY Captial District AVIR 
Izzy Ramaswamy MS, RT (R,CV) 
IVS Operations Manager 
Ph. 786-594-9735 
Fx. 786-533-9716 
Email: IzzyR@baptisthealth.net

South Florida

Izzy Ramaswamy MS, RT(R), 
FAVIR 
izzyrt@hotmail.com

North Carolina AVIR

Diane Koenigshofer MPH, BSRT 
(R)(CV), FAVIR 
dianek@nc.rr.com

Orange County California AVIR 
(OCAVIR)

Brett Thiebolt RT(R) 
thieboltbh@stjoe.org

North California Chapter

Darlene Crockett RT(R)(CV) 
maildarlene@juno.com

Los Angeles Chapter

Jeane Rhoten RT(R)(CV) 
jrslife@aol.com

Seattle AVIR

Leona Benson RT(R)(CV) FAVIR 
seattleavir@hotmail.com

Lone Star State Chapter

Alan Seeley RT(R)(VI) 
aseeley@petersonrmc.com 
aseeley61@windstream.net

North Texas AVIR

Sven Phillips BS, RT(R)(VI) 
Sven427@yahoo.com

SE Wisconsin Chapter

Julie Malkowski RT(R)(CV) 
Julie.maldowski@aurora.org

Baltimore Chapter

Sharon Misler RT(R)(CV) FAVIR 
angiosm@aol

Chapter Contacts

Virginia Chapter / VA AVIR

Rita howard RT(R)(CV) 
Rhoward709@aol.com

Christopher Shaver RT(R) 
christophershaver@msn.com

New York Capital AVIR

Kevin Berry RT(R) 
kbxray@yahoo.com

NE Connecticut AVIR

Meredith Gaiter-Brown BSN, RT(R)
(CV)(MR)(M) 
mrcvm@aol.com

Buckeye State Chapter (Ohio)

Jamie Hiott RT(R)(CV)(M)(CT)(VI) 
jshiott@gmail.com

South Carolina / SCAVIR

John Furtek RT(R) 
jfurtek@comcast.net 
www.scavir.org

Metro Atlanta Chapter

Thomas Staton RT(R)(CV) 
tlstanton@bellsouth.net

Great Lakes Chapter (Michigan)

Michelle Denomme 
denomme@beaumonthospitals.com

Rocky Mountain Chapter

Erik Stein RT(R) 
ekdstein@yahoo.com 
diane.mudd@uhcolorado.edu
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William “Tony” Walton, RT(R) 
President 
8398 Windsor Drive 
Mechanicsville, VA 23111 
Work Phone: 804.828.6986 
Work Fax: 804.828.7926 
Cell Phone: 804.244.1792 
Email: Tonywalton.avir@gmail.com

Izzy Ramaswamy, MS, RT(R)(CV) 
ARRT FAVIR 
Vice President/President Elect 
4521 SW 131st Terrace 
Miramar, FL 33027 
Work Phone: 786.594.9735 
Fax: 786.533.9716 
Email: IzzyR@baptisthealth.net

Melissa Post, MBA, CRA, RT(MR)(CV)
(CT), FAVIR 
Immediate Past President 
1706 Cumberland Court 
Waunakee, WI 53597 
Work Phone: 608.262.7549 
Home Phone: 608.335.3868 
Email: mpost@uwhealth.org

Jeffrey Kins, RT(R)(VI) 
Director at Large 
4201 White Heron Point 
Portsmouth, VA 23703-5359 
Work Phone: 757.886.6520 
Home Phone: 757.686.9578 
Email: jdkins@gmail.com

Robert M. Sheridan, RT (R) ARRT 
Secretary/Treasurer 
1 Hickory Lane 
Ipswich, MA 01938 
Phone: 617.643.2999 
Email: rmsheridan@partners.org

Andrew Ammorrosa, RT (R) ARRT 
Annual Program Chairman 
21 – 25 Magaw Place, #3f 
New York, NY 10033 
Phone: 212.639.7879 
Email: amorosso43@gmail.com

David S. Douthett, RT(R)(CV) 
Marketing Chair 
1304 Murray Drive 
Chesapeake, VA 23322 
Work Phone: 800.447.7585 x1271 
Fax: 757.482.0473 
Home Phone: 757.620.2989 
Email: ddouthet@its.jnj.com

Dana Bridges, RN 
Associate Representative 
1509 Fox Hollow Road 
Greensboro, NC 27410 
Work Phone: 336.312.0095 
Home Phone: 336.856.7790 
Email: dbridges@surgpro.com

Seated left to right: Melissa Post, Immediate Past President; William “Tony” Walton, President; 
Israel “Izzy” Ramaswamy, Vice President/President Elect

Standing left to right: Robert Sheridan, Treasurer; Andrew Amorossa, Program Chair; Dana Bridges, 
Associate Representative; Jeffrey Kins, Director at Large; David S. Douthett, Marketing Chair

AVIR Board of Directors | 2012 – 2013
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The Association of Vascular and Interventional Radiographers (AVIR) 
is the national organization of healthcare professionals within Vascular 
and Interventional Radiology and involved in standard of care issues, 
continuing education and related concerns.

Who Can Become a Member of AVIR?

ACTIVE: Radiographers with a primary focus in Vascular 
and/or Interventional Radiology. Active members must 
be ARRT registered or have Canadian equivalent. Submit 
copy of certification with application.

Dues are $75 per year.

ASSOCIATE: Related healthcare professionals working 
with or having a special interest in Vascular and/or 
Interventional Radiology, including Nurses, Medical/
Cardiovascular Technologies and Commercial Company 
Representatives.

Dues are $65 per year.

STUDENT: Students in certified programs for Vascular 
and/or Interventional Radiographers.

Dues are $45 per year.

INTERNATIONAL: Healthcare professionals working or 
having special interest in CIT and who reside outside of 
the United States and Canada. This category includes, 
but is not limited to, medical technologists, radiologic 
technologists, registered nurses, licensed practical nurses, 
Physicians and commercial company representatives.

Dues are $85 per year.

All Memberships are renewable annually each January.
Why Is Joining AVIR Important?

The AVIR is dedicated to you and is a powerful advocate 
for the special interest and concerns of healthcare 
professionals working in Vascular and Interventional 
Radiology. We acknowledge the importance of continuing 
education, establishing high standards of practice and care, 
certifying Vascular and/or Interventional Radiographers, 
and establishing a nationwide network for obtaining 
information and/or employment opportunities.

What Opportunities Does AVIR Offer?

•	 Professional growth

•	 Society of Interventional Radiographers (SIR) 
Annual Meeting

•	 Exchange of information and ideas

•	AVIR Annual Meeting

•	Continuing education opportunities

•	Quarterly newsletter

•	 Local chapter involvement

•	National membership directory

The Association of Vascular and Interventional Radiographers (AVIR)

12100 Sunset Hills Road | Suite 130 | Reston, Virginia 20190 

703.234.4055 | Fax: 703.435.4390 

email: info@avir.org | www.avir.org

What is AVIR?
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Membership Category — Select only one | Please print or type

mActive | $ 75/yr* mClinical Associate | $ 65/yr  mCorporate Associate | $ 65/yr

mStudent | $ 45/yr m International | $85/yr  *ACTIVE – Submit ARRT Certification or Canadian Equivalent

mMr m Mrs mMs NAME / FIRST    M.I.  LAST GENERATION (JR., SR., II, III)

CREDENTIALS    LICENSURE

DEGREE/S    REGISTRATION/S

PREFERRED ADDRESS  mHOME  mWORK

HOME STREET

CITY    STATE  ZIP

PHONE  FAX    EMAIL (for official AVIR business only)

WORK INSTITUTION NAME    DEPT.

 STREET (include department, room number, mail stop codes, etc., if appropriate)

 CITY    STATE  ZIP

 PHONE  FAX  EMAIL (for official AVIR business only)

MEMBERSHIP APPLICATION
ASSOCIATION OF VASCULAR AND/OR INTERVENTIONAL RADIOGRAPHERS
12100 Sunset Hills Road, Suite 130, Reston, Virginia 20190 | 703.234.4055 | Fax 703.435.4390 | Email: info@avir.org

FULL PAYMENT MUST ACCOMPANY COMPLETED APPLICATION FORM

Length of Time as Tech Area of Expertise: ___________________

Size of Institution (# of beds): ____ mPrivate ____mAcademic

Number of Exams Performed at this Institution: 

________________ mVascular ____________ m Interventional

Are You a Member of: ARRT mYes mNo ASRT m Yes mNo 
(If YES, please attach photocopy of membership card/s)

Other Professional Organizations of Which You Are a Member: 

__________________________________________________

Related Interests (CQI, Teaching, Publishing, etc.): 

__________________________________________________

__________________________________________________

__________________________________________________ 

Payment Information:  mCheck Enclosed

OR Charge Credit Card: mAmEx mMasterCard mVisa

ACCT NUMBER  EXP DATE

NAME ON CARD

SIGNATURE

 
Student Members Only

DIRECTOR

PROGRAM ADDRESS

CITY  STATE ZIP

PHONE



2012 AVIR/Bracco Diagnostics 
Award for Excellence
Nomination Form 
Please type or print.

I would like to nominate the following AVIR member as a candidate for the  
2012 AVIR/Bracco Diagnostics Award for Excellence:

Nominee (Candidate) Information:

Name of Candidate     (Credentials)

Home Address

Home Phone

Place of Employment     Work Address

Work Phone       Work Fax

IMPORTANT: Is candidate currently aware that you have placed their name in nomination for this award? □ Yes □ No 
(This will help us determine how to proceed when we contact them for information and interview.) 

Nominated by:

Name       (Credentials)     (Work Position)

Home Address

Home Phone

Work Address

Work Phone       Work Fax

Relationship to Candidate (How do you know this person? For how long?)

(Attach additonal sheets if necessary)

Signature of Nominator          Date

Submission Deadline: November 1, 2012


