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IN 2003, the Canadian Interventional
Radiology Association (CIRA), the na-
tional body that represents interven-
tional radiology (IR) in Canada, ap-
plied to the Royal College of
Physicians and Surgeons of Canada
(RCPSC) for subspecialty recognition
under the broader specialty of diag-
nostic radiology. The application was
widely supported by stakeholder spe-
cialty societies and involved a two-
step process. Step 1 was approved on
March 22, 2004. Step 2 was rejected by
the Committee of Specialties on May 4,
2006, on the grounds that IR did not
meet the criteria of a subspecialty. The
RCPSC also stated that the entry
routes into IR were too restrictive, the
extra training beyond that of diagnos-
tic radiology did not meet the expec-
tations for a subspecialty, and the ad-
vancement of an area focused on
‘additional technical competence” did
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not justify the formal designation of a
subspecialty. This decision was ap-
pealed by the CIRA, and the case was
reheard by the same Committee of
Specialties that had initially refused
the application. Ultimately, the final
decision was announced by letter on
May 23, 2007—tejection again on the
basis of their conclusion that IR did
not fulfill the criteria of a subspecialty.
According to the RCPSC, the CIRA
may not re-apply for subspecialty rec-
ognition for another 3 years from the
date of the May 23 letter. More in-
depth details of the process and events
that occurred may be found in the ar-
ticle by Woolfson et al (1).

The CIRA believe that rejection of
the application represents a backward
step for current and future Canadian
patients and a disservice to a medical
system that prides itself in being
world-class. In this brief commentary,
we make the case that the field of IR
deserves formal recognition as a sub-
specialty or specialty in each medical
jurisdiction world-wide to provide ex-
cellence of medical care. We hope that
this commentary will help others
avoid the same outcome as Canada
(although the CIRA is certainly gear-
ing up for its re-application).

A RAPIDLY ADVANCING
FIELD

IR has undergone profound
changes since its inception in its early
years after Dotter gave his initial IR
speeches and described the first trans-

luminal angioplasty in 1964 (2). The
interventional radiologist of today
may treat a wide variety of diseases
and abnormalities involving any or-
gan system by using a combination of
clinical and image-based diagnostic
skills and image-guided therapy. In-
terventional radiologists may run pa-
tient clinics alone or in conjunction
with members of other medical spe-
cialties (seeing patients in consultation
before and after procedures), admit
patients to hospitals, and refer patients
to other specialists. Initially procedur-
ally based, the specialty has changed
to a clinically based specialty with in-
terventional radiologists increasingly
representing true ‘clinicians’ in every
sense. A modern IR practice is very
similar to other subspecialty practices,
in particular tertiary center surgical
subspecialists. This has been the
firmly expressed goal of the field of IR
(3-5). Many international and high-
quality IR medical journals, national
and local meetings and conferences,
and dedicated textbooks demonstrate
the specificity of this field. Recent
further developments are leading to
subspecialties within IR (eg, interven-
tional oncology). All of these proce-
dural and clinical skills involving dis-
ease-based knowledge in multiple
organ systems and imaging modalities
require specific training and knowl-
edge. The number and range of proce-
dures within the domain of IR contin-
ues to grow rapidly, as does the
number of diseases that may be
treated, and, as a result, the training of
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an interventional radiologist has be-
come very intensive. This unique body
of knowledge explains why IR train-
ing requires a dedicated fellowship.

That IR is growing and expanding
rapidly is to be expected. Within the
framework of evidence-based medi-
cine, new treatments must prove in
some way superior to be adopted; for
example, they may be associated with
lower morbidity or mortality or higher
success rates. Such new treatments,
however, are often more expensive
than the traditional alternatives. In the
case of IR treatments, however, they
are often both superior in terms of suc-
cess and complication rates and
cheaper. For example, uterine fibroid
embolization (Can $1,007.44) has been
found to be significantly cheaper than
total abdominal hysterectomy (Can
$1,933.37), abdominal myomectomy
(Can $1,781.73), and vaginal hysterec-
tomy (Can $1,515.39) in the treatment
of uterine fibroids and is associated
with a shorter hospital stay (6).

The implementation of such proce-
dures on a national scale may have
profound health care implications; in
Canada, for example, it has been esti-
mated that 402 lives and approxi-
mately Can $180 million could be
saved annually if some surgical treat-
ments were converted to IR treatments
when appropriate (7). The increasing
role of IR within medicine has also
meant a concomitant increase in the
size of the medical device industry.
Interventional radiologists are in the
best position to study the efficacy and
safety of these devices and provide the
direction for industry in the develop-
ment of new devices. Without recog-
nized medical experts, the industry
will be left to marketing directly to a
variety of specialties without sufficient
peer-reviewed literature to support
the use of these devices. The recent
issues with drug-eluting stents for cor-
onary artery disease speak to the need
for medical review of these new tech-
nologies.

THE CASE FOR FORMAL
RECOGNITION OF IR

In this section, we will briefly out-
line some of the motivations and jus-
tifications behind the application for
subspecialty recognition of IR in Can-
ada and why it is imperative that this
application be approved.
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Graph shows IR treatments per capita for each of the G7 nations for 2005 and

those predicted for 2010. Adapted from Baerlocher (7).

Improved Patient Access to 21st
Century Medical Care

A recent report found that Canada
performed the least number of IR pro-
cedures per capita population among
the G7 nations (Canada, France,
United Kingdom, Italy, Germany, Ja-
pan, and United States, from lowest to
highest users; Figure). This lack of use
of more cost-effective medical thera-
pies was estimated to lead to an addi-
tional Can $180.3 million in direct
health care costs, 98,010 patient bed-
days lost, and 402 lives lost annually
(7). IR has the potential to greatly im-
prove health care in many countries in
terms of both morbidity and mortality
and decreased health care and societal
costs. To realize its potential advan-
tages, however, there is a need for
strong advocacy and support. Recog-
nition by those who are charged with
ensuring high-quality patient care
would increase the influence and
voice of IR to advocate for such
change and help open the door for
increased support.

Standardization of Training

Formal recognition increases the
commitment of both the relevant reg-
ulatory medical body and the relevant
IR society in formalizing and stan-
dardizing adequate IR training pro-

grams. In Canada, for example, where
there is no formal subspecialty recog-
nition of IR, there is therefore no for-
mal IR fellowship examination. Con-
sequently, IR training fellowships may
vary widely in quality and competen-
cies. This is compared to the United
States, where IR is formally recog-
nized and there are, therefore, core
training competencies and a formal
final IR examination with resultant
certificate. In Europe, CIRSE and the
British Society of Interventional Radi-
ology (BSIR) are also seeking recogni-
tion of the specialty via the Union of
European Medical Specialists (UEMS).
In the UK, there are well-developed
proposals to recognize accreditation in
Vascular and Oncological Interven-
tion.

One of the arguments leading to the
RCPSC’s refusal of IR recognition was
that many nonradiology physicians
currently in practice do not view inter-
ventional radiologists as clinicians.
And yet, a previous CIRA survey
found that most interventional radiol-
ogists in Canada do believe their field
should, and they want to become
more clinically based (8). The pro-
posed CIRA training program had a
particular emphasis on ensuring this.
Therefore, if the RCPSC wishes the
field to become more clinically based,
as do Canadian interventional radiol-
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ogists, formal subspecialty recognition
and, therefore, standardized IR fellow-
ship training would have been an ex-
cellent opportunity by which to pro-
mote this.

Another argument the RCPSC sub-
mitted in rejecting CIRA’s application
was the restrictive entry route. The
current IR fellowship training pro-
gram was exclusive to radiologists
because the field is wide, deals with
vascular and nonvascular clinical
problems, and, therefore, demands a
strong radiologic background. In its
application, the CIRA had proposed
potential specific subtraining in endo-
vascular procedures for vascular sur-
geons and made it very clear that the
society was open to working with
other specialties in cross-disciplinary
training where appropriate and safe
for patients.

Enable Ability of Field to Adapt to
Patient and Societal Needs

As the practice of medicine and,
hence, the practice of IR becomes in-
creasingly complex, there is a greater
requirement for IR to become a full-
fledged clinical service. This evolution
has been occurring in many centers
during the past decade. To facilitate
this paradigm shift in thinking and
practice, support and leadership from
IR societies, medical regulatory bod-
ies, and medical administration is key
to providing adequate resources,
funding, infrastructure, and other nec-
essary support. Formal recognition of
IR would increase the prominence and
voice of the field (including represen-
tation on additional regional and na-
tional medical committees and repre-
sentative bodies) and the priority level
and commitment of stakeholders in-
volved. In Canada, recent national sur-
veys found that although most inter-
ventional radiologists desired a more
clinically oriented subspecialty, they
were faced with numerous resource
and support obstacles (8,9).

Increase Trainee Recruitment

Formal recognition of IR would el-
evate the status and quality of training
within the field and, consequently, its
appeal to trainees. Countries without a
recognized final IR fellowship exami-
nation and certificate may lose poten-
tial trainees to other countries that do

have such an examination and certifi-
cate. In Canada, there is a clear short-
age of interventional radiologists and
it is projected that there will be an
even greater shortage by 2010, despite
the fact that Canada performs the few-
est IR procedures per capita popula-
tion among the G7 nations. The evi-
dence suggests that this shortage will
result in healthcare deficiencies across
Canada. A recent 209-page report by
the Millenium Research Group, a mar-
ket research company (Toronto, On-
tario, Canada), estimated that Canada
required a 30% IR workforce increase
in 2005 and projected a 241% increase
(above 2005 levels) to become a G7
leader by 2010 (10). Each year a num-
ber of Canadian radiology residents
migrate to the United States for IR fel-
lowship training, where they may re-
ceive their Certificate of Added Qual-
ification. Some of these physicians
never return to Canada to practice.

Research Implications

The improving research excellence
within IR requires increased research
interest, manpower, funding, and re-
sources. Recognition may increase the
prominence and perceived importance
of IR research as well as its represen-
tation on various research boards and
funding agencies. The presence of a
formal subspecialty will add to the
collaborative role IR has in many re-
search areas.

IR has the Wider Support of Other
Medical Specialties

During its application process to
the RCPSC, the CIRA was required to
obtain letters of support from other
medical specialties. Nearly all medical
specialties submitted their letter of
support, including diagnostic radiol-
ogy, neuroradiology, pediatric radiol-
ogy, vascular surgery, cardiology,
neurosurgery, urology, medical oncol-
ogy, nephrology, gastroenterology,
obstetrics and gynecology, and critical
care medicine. We do not know if this
would be the case in other countries;
however, we would hope that other
medical specialties internationally rec-
ognize the important role IR must play
in patient care and how this role will
continue to increase. However, if there
is no formal IR recognition and, there-
fore, no standardized training, we can-

not be sure that IR in Canada will
continue to progress in the proper
direction. Furthermore, not being
recognized as a distinct, specific sub-
specialty may impair proper commu-
nication, discussion, and cooperation
with other specialties and/or subspe-
cialties, particularly those with whom
we share some procedures.

THE FUTURE

In terms of the situation of IR in
Canada, the plan of the CIRA is to
continue to work to improve funding
of IR, resource allocation, awareness
among referring physicians, patient
education, patient access, standardiza-
tion of training, and quality of prac-
tice. Socialized medicine has its ad-
vantages and disadvantages, and one
of its disadvantages is its slow ability
to change (11). The CIRA believes,
however, that with continued advo-
cacy, change will slowly be realized.
The case of IR appears to be in many
ways a ‘gift-wrapped legacy’ for any
politician or medical administrator
with the foresight to grab hold of it—
funding IR will increase Canadian pa-
tients” access to cutting-edge medical
technology, increase treatment success
rates, decrease complication rates,
and, in many cases, decrease total
health care costs. This latter point may
allow health care providers to con-
tinue to provide excellent health care
despite the escalating cost of modern
medicine.

Although the present statement fo-
cuses on the need to formally recog-
nize IR in Canada, we believe these
same arguments are true for any juris-
diction, region, and country. One uni-
versal tool could prove itself beneficial
to all IR communities: transcontinental
training standardization. The creation
of an intersocietal IR training syllabus
that defines realistic, achievable, and
desirable competencies for IR trainees
may help forward reciprocity and rec-
ognition of IR training credentials,
credibility, and influence among pa-
tients, the medical community, and
medical regulatory bodies. This could
improve the overall quality of training
worldwide. The British Society of In-
terventional Radiology has created
such an IR training syllabus (12), ap-
proved by the Royal College for the
United Kingdom, which hoped will
become the basis for IR training in the
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UK. This could provide an excellent
framework to develop such a common
international curriculum.

We recommend that IR societies
who hope to achieve formal subspe-
cialty recognition consult with other
IR societies in other countries that
have been through a similar process.
Issues that are encountered during the
application and, more generally,
within the field are in most cases com-
mon to many other countries and geo-
graphic areas. We may all learn from
each others’ experiences, learn valu-
able information, and gain tremen-
dous insight. By increasing the collab-
oration between all IR societies and
groups in the world, we can help
launch all of our countries into 21st
century medicine for the benefit of pa-
tients.

Finally, within countries such as
Canada, where the application for
subspecialty recognition has been re-
jected, we would also recommend
continued advocacy, education, and a
course wherein the field of IR contin-
ues to grow into a clinical specialty.
Despite the decision by the RCPSC,
the CIRA will begin a process of stan-
dardization of IR fellowship training
within Canada, continue to develop
standards and guidelines, provide ad-
vice to government agencies, and de-
velop a process of self-regulation and
self-certification.

In conclusion, IR is an established
subspecialty in a number of countries

and will continue to grow rapidly, as it
has done for the past 3 decades. To
provide patients with the most appro-
priate and highest standards of care,
the medical regulating body and/or
bodies in each country must partner
with their local or national IR society,
formally recognize the field of IR, and
facilitate awareness, standardization
of IR training, and assurance of ade-
quate patient access to IR.

There should be no doubt that in-
terventional radiologists are commit-
ted to furthering first-class patient
care. However, the wider medical
community and, in particular, the
medical regulatory bodies as well as
the government and health care ad-
ministration must become active part-
ners, a responsibility with which they
are charged and trusted with by soci-

ety.
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