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While the tools and techniques employed by interventional radiologists on a day-to-day
basis translate well to learning the skills required to perform basic endoscopic interven-
tions, collaboration with other specialties is crucial to the success of an interventional radi-
ology endoscopy program. As in any field in medicine, the paramount goal is to improve
patient care. Adding the ability to directly visualize structures through an endoscope to cer-
tain interventional radiologic procedures may greatly augment the efficacy, safety, and suc-
cess of interventional radiology procedures. Colleagues in urology, gastroenterology, and
surgery should be involved in decision-making and treatment planning to ensure that a

shared vision for optimal patient care is achieved.
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n any field of medicine, providing quality, competent
I patient care is the overarching goal. In interventional radi-
ology (IR), we provide unique services to patients that can
both save lives and improve quality of life. Within IR, endos-
copy provides an opportunity to expand such services, but it
cannot be performed without a multidisciplinary approach
that brings together the patient’s care team. Other specialties
that perform endoscopy, as an integral part of their practice,
may become defensive of their procedures. However,
through working with these other specialists and offering
unique forms of endoscopy, an interventional radiologist can
demonstrate that endoscopy performed by IR does not
threaten their practice and instead provides new treatments
for patients who often have few other options.

Abbreviations: IR, interventional radiology; ERCP, endoscopic retrograde
cholangiopancreatography
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There are multiple conflicts which may arise that pro-
viders must work through when adopting endoscopy.
While interventional radiologists have leeway to make med-
ical decisions intraprocedurally, explicitly working in oppo-
sition to a consulting provider’s requests is inappropriate. If
the provider requesting an IR procedure specifies “do not,”
it is often best to oblige, as the requesting colleague may
have more intimate knowledge of the patient’s history and
preferences. Furthermore, if a provider did not know IR
had viable treatment options for a patient, they would never
have placed the initial consult. It is therefore important that
our colleagues in other specialties know both what treat-
ments we can offer and when they should be performed.
Finally, they must trust that we can provide that treatment
adequately. This is true across radiology but may provide a
larger barrier to performing endoscopic procedures. Build-
ing endoscopy into an IR practice takes the same skills as
being a doctor: dedication to learning, getting along with
others, and a desire to help patients.

As an Adjunct to Current IR
Procedures

Some ways an interventional radiologist can incorporate
endoscopy into his or her practice may purely enhance treat-

ments their practice already offers. For example, in practices
where IR places antegrade ureteral stents, endoscopy can
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assist in traversing strictures. Imagine a renal transplant
patient, status postpyelovesicostomy, who has now devel-
oped a stricture. Multiple attempts to stent the stricture per-
cutaneously have failed, as has a retrograde inserted double-J
stent. Using percutaneous endoscopy in addition to fluoros-
copy, radiologists can traverse the stricture under direct visu-
alization and successfully place the stent. One could assume
both the patient and the urologist would be appreciative of
the radiologist’s work.'

Procedures Unique to IR

Other endoscopic options may not just alter an IR procedure,
but instead represent a new procedure that IR is best suited to
perform. For example, percutaneous biliary access is often per-
formed for imaging assessment or treatment of biliary stric-
tures and stones. Even in these procedures, endoscopy may
be of assistance. Some stones may be too large to force
through the ampulla of Vater or the percutaneous tract. There
are various options for fragmenting stones, including laser lith-
otripsy and electrohydraulic lithotripsy. These techniques
should only be utilized under direct endoscopic visualization
of the stone.”®

While choledochoscopy, cholangioscopy, and cholangio-
cystoscopy have been described to assist with stones and
strictures, they can also be used to perform biopsies. The use
of percutaneous cholangioscopy has been described for the
characterization of cholangiocarcinoma instead of peroral
cholangioscopy. This traditional endoscopic route allows for
assessment of proximal tumor extent and the evaluation of
intrahepatic lesions, which may also be possible with percu-
taneous assessment.”

Avoiding Surgery

In patients who may benefit from peroral cholangioscopy,
not everyone can easily undergo the procedure. In patients
with complex, surgically altered anatomy, traditional treat-
ment modalities may not be available. These patients include
those who have undergone Roux-en-Y gastric bypass, duode-
nal switch, or other anatomy-altering surgeries. For these
patients to have an endoscopic retrograde cholangiopancrea-
tography (ERCP), they must either undergo a complex, bal-
loon-assisted ERCP, or surgically assisted ERCP.” By offering
a percutaneous option for imaging (cholangiogram), treat-
ment (for stones and strictures), and diagnosis (biopsy),
interventional radiologists allow patients to avoid surgery

and endoscopists to save time that they can otherwise dedi-
cate to more efficient patient care.

Cost Savings

Some of the endoscopes used are disposable, but others are
reusable. By utilizing reusable endoscopes, the cost-per-use is
reduced, saving money for patients and the healthcare system.
If these endoscopes can be shared among specialties, then more
proceduralists are able to reap the benefits. Even when dispos-
able scopes are used, the equipment required to use them can
cost thousands of dollars. Distributing the costs of the light
sources, cameras, monitors, and other equipment can provide
benefit to the patient and providers. The radiologist must work
with administrators and other endoscopists to both determine
the best equipment options and obtain said equipment.

Clearly, when properly used, IR-operated endoscopy can
provide patients with quality, cost-effective care they may
not otherwise receive. To offer this care, interventional radi-
ologists must work closely with providers in other special-
ties. Some physicians may demonstrate these capabilities in
formal multidisciplinary presentations. Another way to
recruit appropriate patients may be in case conferences, or
even in informal conversations. Regardless, working with
other specialties has always been an important part of radiol-
ogy, and endoscopy is no different.
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