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For many years, interventional radiologists have been devising creative  

ways to treat various cancer-related complaints. However, for these 

treatments to move from the realm of theory into clinical acceptance, 

evidence is needed: safety must be demonstrated, efficacy must be 

established, and finally, the procedure must be compared with existing 

therapies, in terms of both clinical outcomes and costs. 

This remains one of the major challenges facing interventional oncology. 

However, progress is being made, and a number of sessions outlined the 

advances being made on this front, as well as identifying the very real 

limitations facing IO. 

Honorary Lecture 

Strengthening IR’s evidence base has been a major priority for Yasuaki 

Arai, director of the National Cancer Center Hospital in Tokyo, through-

out his distinguished career. In 2002, he set up the Japan Interventional 

Radiology in Oncology Study Group explicitly to facilitate pursuing 

evidence on minimally invasive cancer care. However, in his Honorary 

Lecture, Dr. Arai − considered one of the founders of interventional on-

cology − urged the medical community to look “beyond the evidence”. 

Dr. Arai acknowledged that identifying the most suitable treatment  

option largely involves making choices after considering the prob-

abilities of success based on scientific data. He further noted that, in 

evidence-based medicine, a treatment option supported by evidence 

becomes the standard, and that doctors generally provide the standard 

treatment to patients. With interventional oncology’s role in cancer 

care still limited, he emphasised, evidence is in fact the discipline’s best 

weapon. 

But evidence-based medicine has its limits, Dr. Arai continued, and es-

tablished evidence represents only the tip of the iceberg. Noting that 

medical oncologists often inform advanced-cancer patients that no 
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recommended treatment is available for them, he stated that he found 

this frustrating, and, as an interventional oncologist, has a different ap-

proach. He then outlined several situations in which he offered risky 

options, not strongly backed by evidence, to patients suffering from 

advanced cancer who had previously been told they were out of options. 

He stressed that, where patients fully understand the risks involved, this 

can be the best way to proceed, and described how these risky proce-

dures ended up greatly enhancing the patients’ quality of life or signifi-

cantly prolonging their survival.

Therefore, as important as evidence is, and as much as it should be re-

spected, it is not always enough for proper patient care. Dr. Arai urged 

physicians to move away from always insisting on previous evidence, and 

to instead challenge themselves to think about all possible ways to pro-

vide better treatment, using their knowledge, techniques and ideas. This, 

he explained, is what he means when he emphasises that it is important 

to move “beyond the evidence”. 

Dr. Arai further noted that clinical trials within IO can be especially chal-

lenging: with imaging systems, equipment, techniques and skill-levels 

often varying, results for a specific procedure used to treat the same 

disease can greatly differ. He added that these difficulties could largely be 

overcome by standardising IO procedures, and by using the standard end-

points used in oncology, especially when evaluating new IO techniques.

Finally, Dr. Arai noted that another main challenge remains for the IO 

community: cost. Deeming this the most important global issue con-

fronting medicine, he stated that, even where a standard is based on 

evidence, it cannot become a global standard if it cannot be applied in 

small or remote centres around the world. Developing new treatments 

is important, he acknowledged, but making available treatments acces-

sible to a broader patient population is even more precious. 

The Best IO Papers

To reflect the growing wealth of research being done, a new session was 

established in which some of the most influential IO papers published in 

2014 were presented by the authors. This proved enormously popular, 

and very informative.

The first paper presented was Comparison of partial nephrectomy and 

percutaneous ablation for cT1 renal masses (Thompson et al). Co-author 

Dr. Thomas Atwell (Rochester, MN/US) explained that the study identi-

fied 1,803 patients from the prospectively maintained Mayo Clinic Renal 

Tumor Registry, and observed that recurrence-free survival was similar 

for PN and ablation patients, while metastases-free survival was superior 

for PN and cryoablation patients when compared with RFA. Overall  

survival was superior after PN, likely because of selection bias.
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Percutaneous long bone cementoplasty of the limbs: experience with fifty- 

one non-surgical patients (Cazzato et al), was introduced by Dr. Jean  

Palussière (Bordeaux/FR). For poor surgical candidates, at 1-month 

follow-up, percutaneous long bone cementoplasty (PLBC) proved to be 

safe and effective, with pain palliation more significant for lesions of the 

upper limb. If cement stress fracture occurs following PLBC (9% of cases), 

surgical external fixation is still an affordable therapeutic option.

 was presented by lead author, Katrin Fuchs 

(Geneva/CH). This Swiss study assessed three  release methods for 

their potential to predict slow  release of sunitinib from chemoem-

bolisation spheres to the plasma, and fast local in vivo release obtained 

in an earlier study in rabbits.

The outcomes of the Precision Italia Study Group’s paper, Randomised 

controlled trial of doxorubicin-eluting beads vs. conventional chemoembo-

lisation for hepatocellular carcinoma, were discussed by lead author Dr. 

Rita Golfieri (Bologna/IT). 177 patients were randomised one-to-one to  

undergo cTACE or DEB-TACE and followed for at least two years or until 

death. DEB-TACE and the cTACE were shown to be equally effective and 

safe, with the only advantage of DEB-TACE being less post-procedural 

abdominal pain.

Quality pays: clinical excellence saves money 

Afshin Gangi (Strasbourg/FR) opened the session by examining whether 

structured IO reporting can improve quality without adding cost. 

Structured reporting may reduce the incidence of errors and make it 

easier for referring physicians, billing specialists, medico-legal represent-

atives and researchers to work with. It can be an effective education tool 

for trainees, and help establish a standard lexicon. Systematic reporting 

is especially useful in complex areas, but there are concerns that it could 

kill creativity, and lead to incomplete and inflexible reporting styles.

However, the option exists to create a flexible structure: Prof. Gangi felt 

that a report with defined headers, but free text (albeit with a standard-

ised lexicon) could work well within IR, and greatly enhance efficiency 

and quality. These would have to be customised to individual procedures, 

and should include items such as patient information and history; 

consent; indications; procedural information, including anaesthesia; 

technical aspects and devices; immediate results and complications; 



after-procedural care; clinical imaging and follow-up protocol; and con-

clusions. For certain procedures, diagrammes could be included, as is 

currently being done by the European urology societies to great effect. 

The origins and evolution of clinical care pathways were discussed by 

Alban Denys (Lausanne/CH), who also assessed whether introducing 

these in the IR field could improve quality without adding cost. There 

are a number of terms to describe such pathways (care plans or maps, 

patient pathways), and they refer to a group of methods and instruments 

for care management of a well-defined group of patients, within a well-

defined period of time. While the primary goals can vary, the most com-

mon aims are to improve quality of care, reduce risks, increase efficient 

use of resources, and increase patient satisfaction. 

It is difficult to evaluate the exact impact of such pathways, but evidence 

from the stroke sector indicates that they increase the number of radiol-

ogy exams and the length of stay, but lead to less readmission, better 

patient documentation and lower hospital costs overall. 

Prof. Denys detailed the steps needed to introduce such pathways, and 

his own hospital’s ongoing experience. A full-time project manager is 

needed, which represents a financial commitment, but the benefits of 

doing so (which includes a reduction in turf battles and improved effi-

ciency) means that it is a worthwhile investment. 

To provide background information on cost-effectiveness in patient 

care and how to measure it, special guest speaker Paul McCrone  

(London/UK) gave an economist’s perspective. He pointed out that no 

matter the healthcare model, resources are always scarce: there is al-

ways a limit, but patient demand increases exponentially, due to aging 

populations, technological advances and high expectations. Decisions 

between the competing alternatives must be made.

Thus far, very few economic evaluations have been carried out in inter-

ventional oncology. While patient pathways are dictated largely by 

needs, an economic evaluation is based largely on outcomes generated 

by input. These may analyse different endpoints (cost-minimisation, 

cost-benefit, cost-effectiveness, cost-consequences or cost-utility analy-

ses). Economic evaluations are not solely about reducing costs; they also 

seek to maximise outcomes, and counter-intuitively, increasing invest-

ment may prove to be cost-effective.

Gathering data can prove a challenge – trials are complex, lengthy and 

expensive. However, he underscored the importance of collecting ser-

vice use and quality-of-life data (certainly within any trials being run, but 

also observational data). Other options open to IRs include making use 

of administrative databases and developing simulation models. Such 

information would allow more accurate judgements to be made when 

deciding resource allocation. 
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Radiation oncologist Lizbeth Kenny (Brisbane/AU) discussed disinvest-

ment in medicine, and the need for evidence. While the term disin-

vestment is perceived very negatively, it is a necessary part of ensuring 

that resources are delivered in a way that maximises patient outcomes. 

This, argued Dr. Kenny, should be more actively embraced by the medi-

cal community, as leaving the decision-making to administrators will 

lead to dissatisfaction amongst patients and clinicians alike. It also opens 

the door to reinvestment. 

In order to benefit from reinvestment, IO must provide quantative evi-

dence showing itself to be as good as or better than other therapies, 

with a lesser overall economic burden and a better quality of life. CIRSE 

is currently very engaged in producing guidelines, and Dr. Kenny urges 

that this be expanded to this to deliver QALY or cost-benefit evidence. 

Level 1-based guidelines are often not real-world situations. The oncol-

ogy world generally needs to refocus on what is meaningful to the  

patient, in terms of benefit, tolerability and of course, economic viability. 

Local treatments such as RT or thermal ablation provide excellent out-

comes, and she urges the IO community to begin demonstrating this, 

and leading the way in investment philosophy.

The science underpinning IO was addressed by Riccardo Lencioni (Pisa/

IT): how should we prove the value of what we do? Ten years ago, the 

SIR IO Task Force published their vision for the future. This predicted that 

research in the field would lead to significant discovery and clinical im-

plementation of novel and effective cancer therapies, and that the field 

would become accepted as a “fourth pillar” of cancer care. Sadly, the  

evidence produced in the intervening years has not met that demand. 

Some good data has been gathered, particularly in the HCC field, but 

the level of evidence gathered does not meet the current standards. 

Randomised controlled trials (double-blinded too) are needed. Acknowl-

edging that the rapid evolution of devices poses a challenge in embark-

ing on lengthy and expensive trials, Prof. Lencioni nonetheless urged 

adoption of ASCO recommendations for raising the bar. Some examples 

of how this could work in practice were given, but echoing Dr. Kenny, 

he put forward the idea that different assessment endpoints might be 

needed, in order to demonstrate the value of IO therapies.

Presentations are available at www.esir.org


