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president’s pensees 

I apologise in advance if this seems like
a rambling stream of consciousness.

Some of the issues below will be
familiar to those who have read my
recent piece on the Website. If you

have ever listened to the Today
program whilst driving you know you
can’t expect something new exciting

to happen for every news bulletin! 
In the traditional fashion I am writing this on my
laptop on a train*. Not a bad time to contemplate
as we wheeze** across the frozen Yorkshire
landscape. This gives a few minutes (about 40) for
reflection before arriving in Leeds and kicking off
the day. I say 40 minutes as the service is eccentric
and has an ill defined ETA in Leeds giving life a
delightful frisson of unpredictability. 

Some things are unfortunately inevitable, and
hence my wife and I have just made new wills.
This is not intended to raise hopes of my
imminent demise but recognition of a personal
need to take stock and plan for the future.
Council has been going through a similar exercise
taking stock of the current position, of the and
future direction of travel of the Society. 

There is surprising amount of activity below
the apparently calm surface, much of this is of
interest to the BSIR and I hope to you the
members, if not feel free to skip ahead to more
entertaining items. Officers have been busy, in
addition to face to face meetings we
teleconference at least once a month. Apart from
chatting we have also discussed and acted on the
following issues:
BSIR interests and ongoing activities: We have
reviewed all of these and they have now been
compiled into a register of activities, including
the timeline and chain of responsibility. This is
now available on a spreadsheet on the Website
should members wish to see what is going on. 
If you are performing work on behalf of the
Society please check that you have not been
overlooked! Similarly if you are representing the
Society please ensure that Council is kept up to
date in order that the Society’s views are
accurately reflected.
Off label use of medical devices: readers are
referred to the guidance issued by the MHRA
(MDA/2010/001) in January 2010.

(www.mhra.gov.uk/Publications/Safetywarnings/
MedicalDeviceAlerts/CON065771). If this is taken
literally then it will impact on a great deal of IR
practice. In some instances it might prove a
strong disincentive to performing procedures
such as thrombin injection of false aneurysm and
superior vena cava stenting.

At this stage you may wish to break for a
minute to read the indications/instructions for
use which come with any given device which you
have recently used . . . Now that you have done
that you will see the potential for confusion. We
have been in correspondence with Susanne
Ludgate at MHRA who is taking a very
sympathetic and understanding line. This subject
is so relevant and topical that the scientific
programme committee have included a session
on it at the Annual Scientific Meeting. This will
bring in the perspectives of the  MHRA, the Royal
College of Radiologists, a lawyer and an IR with
firsthand experience. Hopefully, this will provoke
a lively debate and we will end with a sensible
guideline which is in the best interests of patients
and practitioners.
Specialised Services National Definitions Set
(SSNDS): Definition No.30: the SSNDS (The NHS
commissioning website does not appear to be live
as yet) are about to issue guideline number 30
vascular disease. The BSIR was asked to support the
guidelines at a late stage after public review when
significant revision was not possible. The guidance
is based around the OPCS codes. These are
woefully inadequate for description of IR
procedures hence the document cannot truly
reflect our activity. Correspondence and discussions
have led to some revision and clarification of the
document. These do not go as far as we would
have wished but are an improvement and
emphasise the need to improve procedural coding.
We have requested that the Society is asked to
contribute to future iterations of this definition and
also others which have impact on IR provision. In
addition we have suggested that there should be a
definition covering IR.
IR service provision: This leads on to issues of IR
service provision, in particular out of hours
provision. If coding does not reflect our activity
then it is difficult to understand how
commissioners place a value on the service.
Without reimbursement providers see IR as a loss
making service and a drain on resource. Peter
Gaines is to represent the BSIR on a national
working group on Re-validation & Hospital
Episode Statistics which will hopefully start to
redress this balance.

Whatever the outcome of this it is essential
that either we provide or ensure that
arrangements exist for provision of IR therapy for
all patients regardless of where they live and
when they present. The case for IR service
provision has been accepted and is set out in
Interventional Radiology: Improving Quality and
Outcomes for Patients
(www.dh.gov.uk/en/Publicationsandstatistics/
Publications/PublicationsPolicyAndGuidance/DH
_109130). The issue now is how IR services might
be provided. 

Vascular surgery has already set out its stall
indicating the need for collaboration or

centralisation to allow 24/7/365 service
provision. If IR is to be taken seriously we must
do the same. Trevor Cleveland is preparing a
document “Provision of Endovascular Services”
which will amplify the work in the 24 hour IR
service provision document from the RCR
(www.rcr.ac.uk/publications.aspx?PageID=310&Pub
licationID=288). Amongst models of provision
there will be consideration of how to make the
career attractive and sustainable. Failure to act
has several possible ramifications: Others will
provide the aspects of the service which they
find attractive. The risk of other specialties cherry
picking work is that this harms patients by
destabilizing IR service provision. Alternatively,
someone else (Strategic Health Authorities and
Primary Care Trusts) will decide how it should be
done leaving us with no say in the matter. 

Some of us took part in a “wargame” as part of
the NHS exposition last year. The aim of the
game was to determine how best to provide
vascular services in “Anyshire” in the UK. The idea
was to accelerate the process of bidding to be
the major service provider for the county. Taking
a dispassionate view (not just because I was on
the losing side) it was obvious that the exercise
lived up to its title with the opposing “Trusts”
battling their corner and only lip service paid to
quality of care and patient interest. The clear
lesson for me is that patients need to be the
winners rather than doctors or Trusts. 
Training and subspecialty recognition: These are
also highly topical. The new curriculum will come
into effect this autumn with the 2010 influx of
trainees. At the time of writing the second stage
of the application to PMETB for subspecialty
status is only a month away. There are no prizes
for second guessing the outcome but hopefully
there will be positive news to report in the
Spring. Training in IR will be changing in any case
with production of the new RCR radiology
curriculum. This will be based on 3 years core
(common and important presentations) and 2
years special interest in 1 or more areas. A
separate IR curriculum has been produced with a
similar core emphasizing the importance of
imaging skills to an IR. 
Relationship with RCR: The Interventional
Radiology Subcommittee (IRSC) of the RCR has
been disbanded much to Tony Watkinson’s
chagrin as the final meeting managed to be his
first and last in the Chair (a case of coming and
going at the same time). I believe that the Dean
of the College, the one and only Tony Nicholson,
expressed his thanks for the tireless work and
leadership TW had shown during his tenure. 

IRSC membership was dominated by officers of
BSIR which linked the RCR and BSIR very closely
making us tied to the College. The BSIR is now a
Special Interest Group (SIG) this means that the
RCR will turn to BSIR for advice on matters related
to IR. Even though we will often agree with RCR
this still strengthens the Society’s position as we
will be consulted as a separate organization. The
principle advantage is that we now have a separate
and distinct voice from the RCR and freedom to
have an independent opinion. I quote from the
minutes of the SIG group “It was acknowledged  
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president’s pensees continued ...
that the SIGs as independent societies produce
publications that may not necessarily be in line
with College thinking and that it is their right to do
so.” Let us know if there is anything you wish
Officers to raise with the RCR.
BSIR website: The website has been a major outlay
for the Society. Our intention is that this should be
the premier source of information for patients,
providers, commissioners and of course you the
Members. This has not yet the case, the site is
functional (those of you who received erroneous
requests for payment of your membership fees may
dispute that) but clearly requires further
development and additional material. 

This process and ensuring delivery is the
responsibility of the communications
subcommittee (Chair: Paul Crowe, Members: Andy
Hatrick, Trevor Cleveland and David West).
Officers have charged the committee with
drawing up a list of priorities for action with

appropriate timelines and responsibilities and I
hope to see progress particularly on the patient
and subcommittee sections in the next 2 months.
Clearly this risks becoming a Sisyphean task, there
is too much for 4 individuals to achieve without
significant assistance. Officers have agreed the
need for “section editors” each responsible for
maintenance of a specific and manageable portion
of the site. The newsletter editor (Paul Scott) has
been made an ex-officio member of the
subcommittee with the remit of producing a
regular update of issues relevant to IR, I am sure
that Paul will mention this in his editorial. Others
may well be co-opted so don’t be surprised to
receive a “friendly” call from Paul Crowe. We hope
to provide a quarterly newsletter which will
provide links to items of interest to BSIR members.

And finally following on from Peter Gaines I
feel bound to tell you that as I type this I am
listening in a retro fashion to Miles Davis (“Kind of

Blue” those of you who enjoy precision), I have
recently purchased several CDs by African artists
and Jake in a Box (the late Jake Thackray) and
most recently saw Show Of Hands on Tour with
Flossie Malavaille (a very entertaining part French
part Geordie Chanteuse). Perhaps now you can
understand why “child B” gave “child A” a birthday
card with the caption “another birthday …. and 1
year closer to dressing like dad”.

Best wishes to all of you!

David Kessel 
President BSIR

* to be precise a series of trains – it is currently
foggy as I whizz down to London for the RCR
SIG group meeting.

** this may not be the correct technical term for
the progress of an almost antique diesel train
but probably conveys the sentiment. <
notes from the BSIR office Lavinia Gittins, for the BSIR

The BSIR subscription year runs from 1 January to 31 December. This means in principle that all subscriptions become due for payment on 1st January each
year and expire on 31 December each year.
With the new BSIR web site we have introduced a new member account and subscription management system. This includes online credit card payment via a
secure link.
At the moment all subscriptions paid by standing order or by cheque have to be updated to the online system manually. This means there is a delay between
payments being made and the information being received via BSIR bank and then updated to member records. Most of the standing order payments have
now been processed and updated to member records.
A number of standing order payments have again been made at the old rate of £140.00. The outstanding balance payment of £40.00 can be made using the
online payment system. 
Any member who has not yet paid their subscription for 2010 can now do so online. All such electronic payments will automatically update members’
subscription records.

BSIR subscriptions 2010

BSIR is intending to move to online credit card payment by ALL members by 2012. This will help the society to keep administrative costs down.
Members should now CANCEL standing orders directly with their bank, in preparation for online payment, and be prepared to pay online from January 2011.
We will send regular reminders to you about this in the next few months. We ask for your co-operation with this, and we thank you for your continued support.

When Junior members obtain a consultant or academic post they should advise BSIR office, and they will be transferred to Full membership at the
beginning of the next subscription year.

future subscription payments

reminder – junior member transfer to full member

<

We do receive some payments paid by standing order into the BSIR bank account which we are unable to allocate to members because the only reference
quoted is a number rather than a name. 
If you have previously been contacted about non-payment and believe that you have paid your subscription, please contact the BSIR office. (Tel 01525 40-
3025 or email to office@bsir.org)
If you can give more information then we may be able to identify these “missing” payments and allocate them correctly.

unallocated receipts

Please remember to let us know if you move jobs, change your correspondence address or your email address. 

change of address
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I write this as Chair on behalf of the committee, and
hope that the information is useful to all the BSIR
members. The main points are detailed in this update. If
you have comments then the Committee members’
contact details are on the BSIR website, so let us know
your views.

RETA and the NVD: AAA dataset
The Vascular Society’s National Vascular Database (NVD) is in 

the process of becoming the host for submitting EVAR cases to
national audit. The submission of cases to RETA will then cease.
Unfortunately though the NVD dataset went live at the beginning 
of the year, there have remained some teething problems and at
present the AAA dataset is off-line. Once I am satisfied that the
dataset is functioning appropriately and collecting the data that 
we need then I will ask Lavinia Gittens to send an e-mail to all BSIR
members highlighting the need to start entering EVAR cases to the
NVD. To be able to enter cases you will need to be able to log onto
the NVD online. Contact Sara Baker on sara.baker@rbch.nhs.uk to
obtain a login and then login at www.nvdonline.org.uk. The EVAR
dataset is relatively small, but the amount of other information 
to be collected (mainly anaesthetic data) has been increased. 
The aim is to allow individual radiologists and surgeons to be 
able to get their own unit and individual data analysis for audit 
and revalidation.

We will use the BSIR website to keep the membership updated
about these changes.

AAA QIP
The Health Foundation are funding the AAA Quality Improvement

Programme, this aims to show a reduction in the reported mortality
for AAA repair (open and EVAR) to below 3.5% in 2 years. The main
means of doing this will be by introducing standard procedures and
protocols for treating AAA, and by increasing the proportion of
cases treated with EVAR. The measurement tool will be the NVD,
linked with HES data by Dr Foster. 

I am at present the named BSIR link person for the programme. I
am proposing to highlight this programme to BSIR members
(alongside the EVAR data entry to the NVD above) and to link to it
from the registry page of the BSIR website. It is important that
endovascular repair is properly represented within this programme
and the movement of the collection of national audit data for EVAR
to the NVD should facilitate this.

Registry Co-ordinator
BSIR council and the R&A committee are in the process of

recruiting a registry co-ordinator/data manager. We have had a
number of expressions of interest from individuals and centres
willing to take on this role. It is envisaged that someone seconded
into this post will work closely with the BSIR R&A committee to
oversee problems and facilitate data entry and analysis of data, so
that we can provide timely updates from our registries. 

Single pass through login to Dendrite registries from 
BSIR website:

There is now a mechanism to allow direct entry to Dendrite
databases from the BSIR website. This is via a ‘My Dendrite’ facility;
this appears in your account area of the website and also in the
registries section. Once you are logged onto the BSIR website by
clicking on the ‘My Dendrite’ tab you should be able to view the
available datasets that you are registered with, and by clicking on
‘Log in’ you should move direct to the data entry page without
needing to log in again via the Dendrite login page. It may be
necessary to update some registration information with Dendrite, to

do this please contact Dendrite direct. But if there are problems, we
on the R&A committee, will help to sort this out as best we can. 

Thoracic registry 
Alongside the movement of the AAA EVAR dataset to the NVD,

the R&A committee has begun to develop a new dataset for
collecting data on thoracic stent grafting, with the aim of getting
this into a web-based format, probably hosted via the NVD. This is
at an early stage at present and priorities remain the EVAR AAA
dataset and AAA QIP. In the meantime continue to submit thoracic
registry data to the UK thoracic registry.

MRHA  (Medicines and Healthcare products Regulatory Agency)
The MRHA is involved in the regulation of many of the devices

we use in interventional radiology. There has been recent contact
with the MHRA and they are interested in how the registries can be
used to oversee device performance and engage with industry,
particularly as device manufacturers have a regulatory requirement
for formal post marketing surveillance. It is hoped that this will 
be a focus of a session at the Annual meeting in November to
emphasise the importance of these issues, and to encourage 
BSIR membership involvement and the involvement of our 
industrial partners. 

Outliers’ policy
Implementation of the outliers’ policy for the index procedures

will be facilitated by the appointment of the registries co-ordinator.
The mechanism for identifying and approaching outliers is being
reviewed by the R&A committee and may require the formation of a
professional standards committee of some form, to highlight outlier
operators, and approach them to identify if further action is required. 

Other current registries
BIAS remains our vascular index procedure, and funnel plots can

be downloaded from the BIAS dataset via the web; useful for
appraisal. The BIAS III report is available to download from the
registries section of the BSIR website.

The Uterine Fibroid Registry report was available as hard copy 
at the Annual meeting, and can be downloaded as a pdf from 
the BSIR website. NICE will be providing up dated guidance on
Uterine artery embolisation for fibroids, and this report should 
help in that process. 

The Biliary registry data has been analysed and hard copy reports
sent out to members, and a pdf of the report is available from the
BSIR website. The aim is for the biliary dataset after some further
changes to become the non-vascular index procedure. 

The Carotid registry is now hosted as part of the Carotid
intervention audit on the National Vascular Database (NVD), and as
such all cases of endovascular carotid intervention should now be
entered via the NVD. Contact details to enter data are on the BSIR
website. A formal report from the previous carotid registry will
follow later this year. 

ROST is no longer collecting new cases, and the dataset, including
follow up, is being analysed and a report will be produced by Hans-
Ulrich Laasch with the help of Dendrite. 

The IVC registry has just produced another interim report, with
nearly 800 registered cases. The aim is to continue to collect
registered cases until 1000 cases are registered and then push to
achieve follow up on the submitted cases for a minimum of 1 year. 

Thank you for continuing to support the registries and we would
like to ensure this is as simple as possible and useful to those
submitting cases. As I have said the committee contact details are
available via the BSIR website if you have questions or comments. 

Steve Thomas, Chair R&A committee.
(On behalf of the R&A committee:  Simon Girling, 
Graham Munneke and Davis Thomas.)

BSIR registries and audit committee
update for BSIR newsletter, march 2010

<



interventional radiology and the WHO safety checklist

Following the publication of the
paper (N Engl J Med. 2009 Jan
29;360(5):491-9) in the New England
Journal of Medicine in 2009, it
became clear that significant
reductions in surgical morbidity and
mortality could be achieved with a
simple checklist and said checklist
was duly introduced and modified
for different surgical specialties. 
Should this be introduced into interventional
radiological practice? 

One can see parallels in interventional
radiology. We all know that that significant errors
occur in all aspects of radiology despite current
safeguards and those being reported officially are
probably only the tip of an iceberg. There are
many who feel that by carrying out image guided
procedures we avoid many of the problems seen
in the surgical specialties. But if we are honest,
we know that this is simply not true.

We are all aware of cases during the course 
of our careers of incorrect site/procedures or 
the correct equipment not being available at

critical moments leading to patient harm and 
the occasional needless death. The checklist
concept is designed to prevent these rare but
devastating mistakes. An otherwise brilliant 
career that spans 40 years can be defined by a
single unnecessary death.

Any procedure that requires needle insertion
into a patient has the potential for catastrophic
consequences. No doctor wants to inadvertently
harm patients during procedures, but errors will
occur in every department and often for the
daftest of reasons. The NPSA has clearly
identified that the checklist should apply to all
patients undergoing procedures under general or
local anaesthesia. In collaboration with the RCR, a
pilot was undertaken in nine hospitals to adapt
the WHO checklist for use in Radiology. The
WHO checklist is not intended to replace current
good practice or protocols already in place, but
are an additional safeguard. 

The checklist is designed to act as a ‘pause’ – to
reflect before embarking on any procedure which
requires the insertion of a needle into a patient for
the purpose of biopsy or intervention. The pilot
has demonstrated that the modified checklist can
be easily applied to all departments regardless of
their practice and  takes no more than 2-3 minutes
to perform. After consulting with those
radiologists, radiographers and nurses who took

part in the pilot, the checklist has now been
further modified to make it even simpler, quicker
and appropriate for the wide variety of procedures
performed in most departments. There remains the
potential to modify these locally to adapt to local
needs and protocols but the basic checklist
questions should not be altered.

The latest version of the checklist will be
circulated to all departments shortly, with
guidance notes on how they can be applied. An
enlarged version of the form can potentially be
put onto the wall in all procedural rooms. This
can be read out by any member of staff before
each case and documented in the notes and/or
on RIS/PACS to reduce paperwork if so desired.

We have a duty of care to our patients to ‘do no
harm’. We need to demonstrate that as
interventional radiologists, seeking to be a
professional subspecialty, that we take patient
safety very seriously. The membership of the BSIR
more than any other radiology group will hopefully
welcome and embrace this addition to our practice.
The modified WHO checklist is an extremely
simple and useful tool in helping us to deliver  a
high quality service and improve patient safety.

Dr Raman Uberoi
Professor A Belli
Professor T Nichoslon <
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surgical safety checklist – for radiology ONLY
(adapted from the WHO surgical safety checklist)

SIGN IN (to be read out loud)

Before giving anaesthetic (local or general)

Have all team members introduced themselves
by name and role? � Yes 

All team members verbally confirm:

� What is the patient’s name

� What procedure, site and position are planned?

If general anaesthetic given the above two
questions should be moved to the beginning 
of TIME OUT

Has the patient confirmed his/her identity, site,
procedure and consent? � Yes

Has essential imaging been reviewed?

� Yes   � N/A

Are all IRMER requirements met?

� Yes   � N/A

Is the procedural  site marked?

� Yes   � N/A

Is the monitoring equipment and 
medication check complet

� Yes � N/A

Does the patient have a known allergy?

� No   � Yes 

Anticipated risk of >500ml blood loss 
(7ml/kg in children)? � No 

� Yes and adequate IV access/fluids planned 

Have risk factors for bleeding and renal failure
been checked?  � Yes   � N/A

Has Antibiotic prophylaxis been given

� Yes   � N/A

Has VTE prophylaxis been undertaken?

� Yes   � N/A

� Is the required equipment available 
and in date?

� Are there any critical or unexpected steps 
you want the team to know about?

ONLY IF GENERAL ANAESTHETIC GIVEN 
TIME OUT (to be read out loud)

Before start of radiological intervention 
(for example needle to skin)

Anticipated critical events

Anaesthetist (if present)

� Is the anaesthetic machine check complete?

� Does the patient have a difficult
airway/aspiration risk?

� No   � Yes, (and equipment/assistance available)

� Are there any other patient-specific concerns?

� What is the patient’s ASA grade?

� What monitoring equipment and other 
specific levels of support are required, for
example blood?

Registered practitioner/HCA:
� Are there any equipment issues or concerns?

Has the surgical site infection (SSI) 
bundle been undertaken?
� Yes   � not applicable
� Antibiotic prophylaxis
� Patient warming
� Hair removal
� Glycaemic control

SIGN OUT (to be read out aloud)

Before any member of the team leaves the room

Registered Practitioner /HCA verbally 
confirms with the team:

� Has the name and side of the procedure 
been recorded?

� Have all pieces of invasive equipment used
been accounted for ?

� Have any implanted devices been recorded?

� Have the specimens been labelled?    
(including patients name)

� Have any equipment problems been identified
that need to be addressed?

Radiologist, Anaesthetist and Registered Practitioner: 

� Have the instructions for post procedural 
care for this patient been agreed?

Remember to scan onto CRIS or record
checklist has been undertaken.

<
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I travelled from the cold January weather in the West
Midlands to land in Melbourne just in time to
experience its hottest day on record when the
temperature soared to 47°c. Not everything here is in
such stark contrast to the UK but the “get the work
done and reported asap” attitude in the hospital and
the “no worries” approach out of work makes it seem a
long way from Kansas (and Birmingham).

I am doing an interventional radiology fellowship at the Austin
Hospital which supplies healthcare services to north east of
Melbourne as well as providing state wide services for liver
transplantation. It is a medium sized public hospital with 400 in-
patient beds. The radiology department has 2 angio rooms within a
brand new interventional suite. The main room, which houses a
biplane Siemens Artis zee unit, is so big that even the anaesthetists

think it is roomy. The other room has a Philips C-arm fluoroscopy
unit. On the day the suite opened there were 35 sets of lead all
hung neatly, colour coded by size. What a beautiful sight. And I was
allowed to do the first case!!  

The work is varied and ranges from liver intervention including
TACE and RFA, vascular and urological procedures, fistula work and
the inevitable venous access procedures. The vascular surgeons here
lead the EVAR service but the procedures are done in the radiology
department and a radiologist is usually involved. The angio suites
are well supported by nursing staff and there is a well staffed
recovery area in the department where all patients arrive, are
prepared for the procedure and return to recover before either
discharge home or back to the ward. A full time radiology liaison
nurse organises the lists and takes requests from the clinicians,
hugely minimising interruptions during the working day. 

The majority of the biliary work including PTCs, biliary dilatations
and TIPSS are done under general anaesthesia and it is relatively
easy to organise anaesthetic cover even at short notice for
emergency cases. 

continue on age 7 . . .
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Early morning meetings start most days at 7:30 or 8:00 so 11 or 12
hour days are not uncommon. I have 7 sessions a week doing
intervention. One day a week I go to the out-patient hospital down
the road where 4 or 5 radiologists sit at reporting stations all day
and report all the plain films and CTs done there. It is very efficient
and it is expected that all the studies are reported and preferably
verified before we leave at the end of the day. 

I applied for this position at the Austin after discussion with the
previous 2 interventional fellows who were both from Oxford,
where I started my radiology training. In fact, there have been 4
fellows from Oxford here in the last 4 years, 3 of whom are still
here (!!). The department is very friendly, all staff are on first name
terms from the director of radiology to the portering staff. The
atmosphere is very supportive with all of the consultants happy to
be approached for advice. The fellows participate in the general on-
call rota which consists of an evening shift until midnight or an
overnight on-call shift. There is a consultant led interventional on-
call which I will try and become involved with later in year. A CT
scanner is being installed in the emergency department in the next
couple of months when 12 hour night shifts are to be introduced.
This will involve a week of nights followed by a week off, good for
exploring Australia but it will mean less time in the angio suite. 

It takes a while working in a new health system to see its flaws.
Generally the public health provision here seems quite good
although waiting times for routine surgery including non-urgent
vascular intervention is long. Clopidogrel is not indicated here for
PVD here so a patient in a public hospital will not receive it after
lower limb angioplasty or stenting unless they pay for it themselves
(highly unlikely) so the benefit of some our more peripheral
interventions becomes questionable. I am sure there are many other
quirks in the system which I will come across in the next year. 

I came over with my husband and 3 young children. We were
lucky to have taken over a fully furnished house from a leaving
fellow which greatly eased our first few weeks here. We found
places for our 2 older girls at a local school and they have settled
into the system really well. The schooling seems much more relaxed
with far less focus on exams at their age. My husband is having 6
months off before starting a fellowship here in August and the fact
that he has been at home with the children has made it possible for
me throw myself fully into the work here without worrying about
getting home on time!! There was a lot of paperwork necessary to
obtain a work visa and medical registration. My advice to anyone
coming out here is to start the process of application early as there
are many forms that require time to process and this can become
very stressful as the time to travel rapidly approaches. We ended up
getting our visas only 3 days before my job and my children’s school
was due to start. Not ideal.

The devastating Victoria bushfires impacted hugely on the local
area and community and effects of it will be felt for months and

years to come. Through contacts in the department, I had the
opportunity to spend a day at the state coroner’s office with a
forensic radiologist. Here in Victoria, all patients whose deaths are
referred to the coroner undergo a full body CT scan whether or not
they proceed to post mortem. The task of trying to identify the bush
fire victim was mammoth and although it sounds rather macabre, it
was fascinating to see what kinds of identifying features could be
gleaned from what in many cases was a charred bag of remains.
Obvious implants such as joint prostheses, pacemakers and dental
work could help in identification (although as the dental surgery in
one area was burned down, many dental records were lost) as well as
estimating the age of the victim by assessing degenerative disease in
the spine or other joints present or seeing evidence of previous
surgery. A huge number of allied professionals worked for many long
and hard days to try and complete this undertaking.

The lifestyle is great. I cycle to work every day and have only
been rained on a few times (!). The fellows are encouraged to
explore the city, Victoria and beyond. There are impromptu “wine
club” meetings after work on Fridays and departmental trips to the
pub. There was a welcome dinner for the new fellows and almost
the whole department turned out for a meal. There are
departmental bike rides and there are whisperings of a tennis day
too. Almost every suburb has a large pool complex, tennis courts
and sports grounds, enough to spur anyone into action. I pass many
people on their early morning walks on my way in to work. The
annual IRSA (Interventional Radiology Society of Australasia)
meeting is in the idyllic setting of the Whitsunday Islands in July.
There is a big emphasis on family centred activities with boat trips
out to the Great Barrier reef and days at the beach scheduled into
the meeting (as well as international speakers, of course) and many
from the Austin are going. If anyone is tempted to come out I will
see you there!

If I were to pick out the weaknesses of this post, I would say that
as the Austin is not a trauma centre there is little experience in
trauma related intervention but hopefully by the time I finish here
my skills will be transferable to the acute trauma setting. There is
not a big chance to get involved with EVAR but there is plenty of
other vascular intervention including CO2 angiography which I had
not previously performed. 

What advice would I give to someone thinking about coming
abroad for a fellowship? Speak to the current fellows and find out
about the strengths and weaknesses of the post and have a clear
idea of what you want to gain from a fellowship post. I am so far
really enjoying my time here. I wanted to come to a well run, happy
department where I would be able to increase my experience in a
wide range of interventional procedures and so far, that is exactly
what I have found. And it’s in Australia!!!

Susan Jaffe
Austin Hospital, Melbourne <
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Planning is well underway for this year’s
Annual Scientific Meeting which will be
held in the BT Convention Centre in
Liverpool, from 3-5 November. The
committee visited the venue in January and
we were very impressed with the facilities
that are available.

The programme is already taking shape
and a number of high profile speakers 
from both home and abroad have
confirmed their participation.

In addition to State of the Art lectures,

Plenary sessions, Scientific sessions,
Workshops and the BSIR regulars such as
Complex Cases, we hope to include
discussions on some of the topical
political/management issues that affect
your day to day practice.

We intend to include a wide range of
topics, covering both vascular and non
vascular intervention, and to incorporate a
number of sessions specifically aimed at
registrars, and nurses/radiographers, so
please do publicise the meeting to your

junior staff and colleagues. 
Abstract submission will run from April –

June, so it is time to start preparing your
scientific presentations, and scientific and
educational posters. We will be using the
Scholar-One abstract submission web-site and
further details on this will be circulated shortly.

In the meantime, please note the above
dates for your diary. 

Jane Phillips-Hughes, Chair of SPC 
(on behalf of P Haslam, R Uberoi, 
G Robinson and R Moss)

scientific programme committee report
for BSIR newsletter march 2010

<



EBIR – IR board examination
CIRSE is planning to introduce a
European Board of Interventional
Radiology (EBIR) in 2010. 
The aim of the EBIR is to produce a
common European qualification in
Interventional Radiology, which will help 
to standardise training and expertise in
Interventional Radiology across Europe. 

The EBIR may assist IRs in the promotion
of their skills and experience in IR in Europe
when dealing with other clinical colleagues
and with the general public. The outline of
the exam is provided below. 

Outline
� The first examination will take place in

Valencia in October 2010 
� The examination will consist of written

and oral components 
� The certificate is particularly aimed at

junior interventional radiologists 
� All European/ Full members of CIRSE

can apply to sit the examination 
� The first examination will accommodate

15 candidates only. 

Entry criteria 
a) A logbook of IR experience –

(downloadable from the CIRSE website)
b) A written letter of application to CIRSE 
c) A letter of support from the candidate’s

IR programme director 
d) A satisfactory curriculum vitae 
e) An application fee of ?500
f) European residency is required 

All documentation should be 
submitted by May 1st, 2010. Candidates 

will be accepted on a first come, first 
served basis. 

The Examination 
The examination will consist of 

written and oral components. The
examination will take place one day prior
to the CIRSE congress. 

a) The written exam 
This will consist of 60 multiple 
choice questions. 
� Single best answer format – 

(i.e. only 1 out 
of 4 possible answers correct). 

� No negative marking for 
incorrect answers. 

b) The oral exam 
This will consist of two 30 minute oral
examinations. Candidates may choose two 
topics from the following list: 
� General IR 
� Vascular 
� Non-vascular 
� Oncology 

Each candidate will be examined by two
Fellows of CIRSE, who will show the
candidates a selection of cases. 

Results 
The examination will be scored the same

day and successful candidates will be
notified and awarded a certificate during
the CIRSE congress. 

Successful candidates may add EBIR
(European Board of Interventional
Radiology) to their name.

CIRSE Fellows 
CIRSE Fellows are eligible to receive the

EBIR without examination. 
The EBIR application period will start 

on October 11, 2010 and will end on 
September 1, 2011. 

During the EBIR application period, 
CIRSE Fellows will be able to complete a
respective application form on the CIRSE
homepage. CIRSE Fellows will have to
certify that they: 
� have published at least 5 manuscripts in

internationally peer-reviewed scientific
journals (as author or co-author) 

� are willing to participate as examiner at 
future EBIR examinations 

� are currently actively practicing 
Interventional Radiology 

For more information, consult the CIRSE
website – www.CIRSE.org

Robert Morgan
Chairman EBIR committee <
Website
� Despite the Wiki features built into the website at development

the use of the website by members and in particular
contribution of content by members has been disappointing.
Forums have had few contributions.

� The Home page content has been updated with what’s 
new items.

� Paul Crowe had a teleconference meeting on February 22nd 
with Council members (David Kessell, Iain Robertson, 
Duncan Ettles, John Moss) to discuss priorities for engaging
members and increasing website traffic to ensure value for 
the considerable financial outlay it has incurred. The aim 
is to establish a clear list of objectives and timeline 
for delivery.

Priorities for Website Development:
� Increase content contribution by inviting specific members to

be co-opted into the communications committee and given
responsibility for contributing a defined piece of patient
information content in their area of expertise within an agreed
timescale. Templates to be provided by Communications
Committee. Appointment of Section Editors suggested to give

recognition to those who take on the task.
� Need to increase visibility of BSIR Committees. All committee

chairs being asked to provide information on membership and
update subcommittee activities. Committee section of vascular
society quoted as good example (www.vascularsociety.org.uk/
about/committees.html) but felt that even more detail would
be desirable.

� Paul Crowe to liaise with Websynergi re search facility on
website, setting up Google Analytics facility to monitor
usage and clarify arrangements for online annual meeting

registrations. PC to provide updates at March 9th meeting.

Other Matters:
� E-mail Newsletter. Paul Scott, newsletter editor, has accepted an

invitation for David Kessell, BSIR predisdent, to join the
Communications Committee to work on a quarterly e-mail 
newsletter to all members with hyperlinks to the website to 
drive members to the website (similar to monthly e-mail sent by 
SIR to its members)

Paul Crowe (on behalf of the communications subcommittee, 
Andrew Hatrick, Trevor Cleveland and David West)

BSIR communications committee report
council meeting march 8th 2010

<
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Interesting times are upon us. Interventional radiology
is beginning to find its rightful place along side other
clinical specialties. There is a massive amount of work
to do but the foundations are now being put in place.
This year the Royal College of Radiologists &
representatives of the British Society of Interventional
Radiologists presented their application for sub-
speciality status to PMETB. This process has been lead
by Ian Francis (ex Chairman of EC) who has been a
fantastic ambassador for the EC and IR in general. 

The final “interrogation” regarding the application and the
curricula, took place at the beginning of March. To all intents and
purposes the interview went well. As you can imagine extensive
work by the EC committee members and other interested parties
in BSIR & RCR took place and the final decision is due out shortly,
but we are very optimistic. 

As of the 1st March 2010 BSIR became a formal partner organisation
of the NHS National Institute for Health Research (NIHR) in respect of
its research bursary. Studies financed through this funding stream are
eligible for inclusion in the NIHR clinical research network portfolio
and therefore able to access NHS support via the NIHR clinical
research network infrastructure, and can also use the Integrated
Research Application System (IRAS) and the Coordinated System for
gaining NHS Permission (CSP). Further information can be obtained at
www.crncc.nihr.ac.uk/index/clinical/portfolio_new.html. 
The link to the BSIR research bursary application form is
www.rdinfo.org.uk/Queries/ListGrantDetails.asp?GrantID=15356

This research bursary is open to all, and a successful bid will allow
R+D departments to gain Comprehensive Local Research Network
(CLRN) funding. This partnership gives the BSIR more publicity and
potential standing with these bodies. It could facilitate projects

from formal randomised control trials down to the smaller projects
many of us do in back rooms and garden sheds! We hope to upload
all necessary details onto the website shortly.

The EC has also been developing / reviewing the current patient
information leaflets to accompany the new changes on the website in
the patients section. These cover 24 or so interventional procedures
and are intended to be a broad guide for patients. We have also
developed an information leaflet on “Interventional Radiology” for
patients and primary care physicians to help raise the profile of IR and
to explain exactly what we do. They are currently going through the
RCR patient liaison group and should be available on the website soon.

Have you every wanted to find a simple patient pathway for a
clinical scenario? The EC & council thought that it might be useful
to members if there were a number of flow charts on acute
presentations e.g. acute Gastro Intestinal Haemorrhage, Post Partum
Haemorrhage, Nephrostomy management etc. available on the
website. These would clearly be guides on how other centres
manage these clinical scenarios, but we would plan to upload them
with details of the originating centre and date written. If you have
any flow charts / patient pathways along these lines in your
institution and you would be happy to share to the wider IR
community please let me or the EC committee know.

Finally, as the BSIR develops it is clear that the training and
education is paramount to its success and these processes will
shape the nature of IR in the future. Whilst I am passionate about
these developments and of increasing the profile of IR as a true
minimally invasive alternative to surgery, being an old duffer, these
changes are unlikely to affect me directly in my lifetime. The same
may not be true of the new breeds! We need you – the young,
strong, passionate IR consultants to get involved with the BSIR
committees. The EC committee would welcome you.

Look forward to meeting you all soon.

Dr Ian McCafferty Chair BSIR Educational Committee
ian.mccafferty@uhb.nhs.uk 
EC Committee members: Ian Gillespie, 
Sam Chakraverty & Ian Francis

education committee

<
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This year the BSIRT committee is focused
on improving the profile of IR amongst UK
junior doctors and increasing the
membership of the BSIRT. The main portal
for this activity is the new BSIR web site.

We have already begun a thorough
update of the information concerning
fellowships, both local and international.
This is being co-ordinated by BSIRT vice-
chair, Mark Regi, and is now nearing
completion. International fellowships
usually interview applicants 18 months prior
to commencement and awareness of the
fellowships available and the contact details
of the co-ordinators is vital in career
planning. In addition to this, we will also be
asking for reviews and experiences from
senior members who have completed
fellowships to further enhance the site.

We will be including a new section on
bursaries and scholarships offered both by
BSIR and affiliated organisations such as
CIRSE, SIR and industry. Each year BSIR
offers bursaries to attend the annual

meeting. The application response was good
last year but we hope it will be even better
this year, especially from trainees in their
first three years of training.

There are many short IR courses offered
throughout the UK. Many of these are
industry funded. We are also hoping to
build a database of the courses on offer
with reviews from trainees who have
attended them. We hope this will provide
guidance on which courses are suitable for
which levels of training and contact
information for the course conveners.
Although progress on this front has been
slow, whilst attention has been focused on
the fellowship database, we hope interest
will increase throughout the year.

For members who are unfamiliar with the
design of the new site, it is based on a Wiki
platform and content is entirely driven by
the BSIR members. Trainees have been
leading the way with providing content. In
addition to adding to the fellowship and
course databases, members can also add to 

the education section. Posters presented
previously at BSIR, or interesting cases can
now be added. Information on how to do
this can be obtained on the website.

We have commissioned two posters,
which are currently being designed, to
advertise the advantages of BSIRT
membership. These will be emailed to BSIR
members when complete and we would
appreciate members’ assistance in
distributing them to registrar offices around
the UK.

Planning for the annual summer joint
BSIRT-Rouleaux Club meeting is underway.
Last year’s event in Warwickshire was most
enjoyable and a great opportunity to meet
IR and vascular surgery trainees from around
the UK in a relaxed environment. IR trainees
were a little out numbered but we hope
attendance will continue to grow this year.
Details will be advertised soon and I hope
to see as many members there as possible. 

Jonathan Freedman
(on behalf of the BSIRT comittee)

BSIR trainees newsletter

<



The Membership & Rules Committee have been working hard to ensure
that there is sufficient industry support to enable the BSIR to once again
offer scholarships in 2010. The intention this year is to award six
scholarships to the most thought-provoking, innovative, creative (and dare
we say amusing) essays submitted. There will be one overall winner for the
most outstanding entry and five “runners-up”. The competition will be open
to registrars (of any speciality) who wish to attend the BSIR meeting in
Liverpool this year and who preferably and ultimately wish to pursue a
career in interventional/endovascular techniques. The award is intended to
cover meeting registration, accommodation and registration fees. 

The benefits of a scholarship will include:
� A dedicated “run-through trail” programme at the BSIR selected to

optimise the educational experience
� A chance to learn from the experts with respect to the clinical evaluation

and evidence-base of new procedures
� A chance to compare and contrast innovative new equipment for

interventional/endovascular procedures

� Publication of the winning essay in the BSIR handbook and website and
BSIR conference daily newspaper

� A chance to meet eminent interventional radiologists and find
mentors/inspiration and forge important contacts (or just perhaps to
behave in a worryingly toadying fashion)

� A photo opportunity enabling winners to look suitably smug and also the
chance to wear a rosette throughout the meeting signifying superhero
status amongst fellow trainees

The essay will be restricted to 750 words (images, graphs and tables allowed
in addition) and the title, to be advertised on the BSIR website (around the
same time as scientific abstract submission) will be: 

“AVATAR! The role of virtual reality (VR) in interventional radiology (IR)”.

Those who read this newsletter will, of course, find themselves ahead of
the pack. May the force be with you.

Sumaira Macdonald on behalf of David Shaw and Tarun Sabharwal
(Membership & Rules Committee). <
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