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Dear friends, colleagues, juniors & seniors; we are happy to publish 18th. Edition 
of CAR newsletter. There is lot of hue and cry over use of AI in Radiology. No 
doubt AI is going to revolutionise Radiology but it is also not without its side ef-
fects. Here is are pros and cons of AI. Artificial intelligence (AI) in radiology has 

many potential benefits, as well as some potential drawbacks. 

Pros: 
• Improved accuracy: AI-powered systems can analyse medical images more 

quickly and accurately than humans, which can lead to more accurate di-
agnoses and better patient outcomes. 

• Reduced radiation exposure: AI can be used to improve image quality and 
reduce the need for repeat imaging, which can lead to a reduction in radia-
tion exposure for patients. 

• Increased efficiency: AI can help radiologists to work more efficiently, al-
lowing them to analyse more images in less time, which can lead to a 
more efficient use of healthcare resources. 

• Improved image-guided therapy: AI can be used to help physicians plan 
and perform medical procedures with greater accuracy and precision, 
which can lead to more effective treatments and better patient outcomes. 

• Advancement in medical imaging research: AI can be used to analyse 
large amounts of data, helping researchers to identify new patterns and 
correlations that may lead to new treatments and therapies. 

Cons: 
• Dependency on technology: There is a risk that radiologists will become 

too reliant on AI, which could lead to a decline in the quality of diagnoses 
and patient outcomes. 

• Job loss: Some radiologists may lose their jobs as a result of increased au-
tomation, which could lead to an over-reliance on AI and a decline in the 
quality of care. 

• Data privacy: AI systems require large amounts of data to function effec-
tively. This raises concerns about data privacy and security, which could 
lead to a breach of patient confidentiality. 

• Cost: Implementing AI systems can be costly, which could be a barrier for 
some healthcare organizations. 

• Bias: AI systems are only as good as the data they are trained on, and if 
the data used to train the system is biased, the system may produce biased 
results. 

 
It is important to consider these factors when implementing AI in radiology and 
to ensure that the technology is used in a way that benefits patients and radiolo-
gists alike. 
 
This issue would not have been without the help of Dr. Bhavin Jankharia, Dr.    
Rajesh Botchu , and Dr. Kanchanmani Mishra. We sincerely thank all of them.  

Advantages and drawbacks of artificial intelligence in Radiology 

 - Dr. Viral Parekh  
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MR angiogram showing normal bilateral 

single renal arteries 

 

 

 

 

 

 

 

 

 

 

 

CT angiography 
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Bone Scan: Multiple metastases 

 

 

 

 

 

 

 

 

 

 

 

PET Scan: Multiple metastases 

C A L C U T T A  A C A D E M Y  O F  R A D I O L O G Y  N E W S L E T T E R  

V O L U M E  I V ,  I S S U E  I ,  F E B R U A R Y  2 0 2 3  

Dr. Bijon Kundu & Dr. Kanchanmani Mishra 



 27 

 

ANTEGRADE PYELOGRAPHY 

Antegrade pyelography is an accurate method of demonstrating precisely 

the site of an obstruction to the upper urinary tract. The IVU with delayed 

films may outline the obstruction, but the concentration of contrast medium 

may be poor, and the final diagnosis only made at 24h. Multidetector-row 

CT is a more rapid and accurate method of demonstrating the site (and pos-

sible cause) of obstruction. 

Ultrasound will rapidly confirm the presence of dilatation in the pelvica-

lyceal system, allowing the clinician to proceed directly to antegrade pyelog-

raphy. With the patient prone, a fine 20–22-gauge Chiba needle is inserted 

under ultrasound guidance or fluoroscopic control beneath the twelfth rib in-

to a lower pole calyx, under local anaesthesia. As soon as the collecting sys-

tem is punctured, trapped urine will escape through the needle. This should 

be aspirated and sent for culture and, if a urothelial tumor is suspected, for 

cytology. Once some reduction of pressure has been achieved within the 

system, contrast medium is injected to outline the pelvis and ureter down to 

the level of obstruction. It may be necessary to tilt the patient into a semi-

erect position to demonstrate this. 

RETROGRADE PYELOGRAPHY 

Retrograde ureteropyelography is indicated mainly in those patients suspect-

ed of having a urothelial tumor of the upper urinary tract and in whom ex-

cretion urography is normal or equivocal. The catheter may be placed using 

a flexible cystoscope under sedo-analgesia and may be left in a selective po-

sition for some hours to collect urine for cytological examination. Images of 

exquisite detail may be obtained. Although it is important to ensure that an-

terior calyces are filled with contrast medium for a complete examination, 

too much contrast medium may cause a tear of the calyx. 

PERCUTANEOUS NEPHROSTOMY 

Indications 

Relief of obstruction 

Collecting system and ureter access for percutaneous procedures 

Palliation of ureteric leaks and fistulas anterior perforation (through-and-

through puncture) 
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Patient positioning 

The patient is placed in the 30° prone oblique position with a pillow under the ab-

domen in order to decrease the lumbar lordosis. 

Imaging techniques for collecting system localization 

A combination of ultrasound and digital C-arm fluoroscopy currently provide the 
most suitable imaging combination for image-guided access. CT is usually re-

served for only the most challenging of cases. 

Access technique 

Using real-time ultrasound for guidance, a calyx is entered using a 22 g 15 cm 
Chiba needle. Contrast medium is injected into the collecting system and some-
times a small amount of air to assist with visualization of posterior lying calyces. 
If the entry site is via the calyx, then the track is dilated over fine guidewire. 
Should the entry point have missed a calyx, a second puncture is made either 
with another 22 g Chiba needle or with a 19 g diamond-pointed sheathed needle. 
The selected calyx for entry is positioned at the isocentre of the C-arm. This is 
achieved by putting the calyx in the centre of the TV monitor with the C-arm in the 
AP position. The C-arm is moved 15–20° RPO (right posterior oblique). If the ca-
lyx is at the isocentre, it will remain in the centre of the screen. If it moves to the 
left or right of the TV screen, the calyx is not at the isocentre. Raising or lowering 
the table so that the calyx is returned to the centre of the screen will achieve the 
required isocentre. During nephrostomy placement the radiologist should have 
control of the table and C-arm movements for maximum accuracy and conven-

ience and also to keep the radiation dose to a minimum. 

Fixation of the catheter 

Displacement of catheter position is an exceedingly frustrating complication. Se-
cure fixation is mandatory and usually involves a skin disc loosely sutured to the 
skin and tightly secured around the catheter. The ideal catheter position is where 

the pigtail lies in the upper pole from a lower pole access. 

Results 

The technical success rate for nephrostomy is high (98%), even in the emergency 

situation. 

Complications 

The complication rate of percutaneous nephrostomy (PCN) is low. Major compli-
cations are septicaemia and haematuria needing transfusion. Minor complications 
are catheter displacement or malposition, pelvic perforation, paralytic ileus, pneu-
monia/atelectasis, and pleural effusion. The mortality rate of 0.2% for percutane-
ous nephrostomy compares favourably with the 6% reported for surgical 
nephrostomy. Patient death related to PCN is most commonly due to an unantici-
pated cardiovascular event or rare cases of overwhelming sepsis or massive 

haemorrhage. 
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Haemorrhage 
In PCN, serious arterial injuries requiring embolization or surgery are rare (1–2%). 
However, clinically silent subcapsular or extrarenal haematomas are much more 
common and were found in 13% of cases following PCN as detected by CT 1–2 
days after the procedure. A transparenchymal needle puncture directed immedi-
ately into a calyx will avoid the interlobar arteries and veins that traverse the re-
nal medulla. Approaches that are too medial may miss the renal parenchyma 
completely and may even injure the main renal artery or vein. 
Puncture of adjacent structures 
Accidental puncture of neighbouring organs may follow PCN placement if due 
care and attention are not given to the relevant anatomy. Inadvertent puncture of 
the colon, liver, or spleen has been reported. Ultrasound immediately before PCN 
placement will help avoid these wayward punctures. If the kidney is located in an 
anomalous position (e.g., horseshoe kidney) or the patient has significant physical 
deformities (e.g., scoliosis), it may be helpful to localize the kidney using CT and 
hence map out a safe approach. 
Infection 
Special care should be taken when puncturing an infected system. All patients 
should be placed on the appropriate antibiotics before PCN is started. Intraopera-
tive manipulation should be kept to a minimum. Overdistension of the renal pelvis 
should be avoided and a diagnostic nephrostogram should be deferred until the 
patient is afebrile. Aspirated urine should be sent for culture and sensitivity test-
ing. 
 
URETERIC STENT PLACEMENT 
Indications for ureteric stent placement 
Ureteric obstruction—stone, tumors, and strictures 
Ureteric fistula 
Before or after ESWL 
Post-ureteric surgery/dilatation 
Contraindications to ureteric stent placement 
Distal obstruction (e.g., bladder outflow obstruction) 
Irritable or intolerant bladder 
Untreated urinary tract infections 
Non-functioning bladder (noncompliant) 
Bladder fistula 
Small volume bladder (e.g., secondary to radiotherapy) 
Approach: antegrade or retrograde? 
The two principal routes used for ureteric stent placement are the antegrade 
(percutaneous) approach and the retrograde (transurethral) approach. The choice 
is influenced by several clinical factors as well as operator preference. Often one 
approach is successful when the other has failed. Both approaches may be relia-
bly performed in the interventional radiology suite under light sedation and intra-
venous analgesia. Use of the retrograde approach means that stent placement can 
be carried out as a one-stage procedure and the patient is spared the  
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the inconvenience of the multiple procedures usually required by the antegrade 
approach as well as the potential complications of nephrostomy. Theoretically, the 
retrograde approach should be attempted in nearly all cases before considering 
the antegrade route. It should be regarded as mandatory to attempt the retrograde 
approach first in all cases of solitary kidney. In patients with acute renal failure 
and tumor involving the ureteric orifices, it may be pertinent to go straight to 
nephrostomy to reliably establish renal drainage. 
Antegrade ureteric stent placement Basic technique 
Crossing the stricture, the patient is prepared and draped in the supine oblique po-
sition and the nephrostomy catheter cut 3 cm above the skin surface. A nephrosto-
gram is performed using dilute contrast to permit visualization of guidewires and 
catheters in the collecting system and ureter. The nephrostomy catheter is ex-
changed over a suitable guidewire (Bentson or Amplatz) for a special intrarenal 
manipulation catheter and a straight hydrophilic guidewire. A nephrostogram of 
the distal ureter is performed, the ureteric stricture is crossed with the straight hy-
drophilic wire and the catheter is passed into the bladder. Contrast medium is in-
jected into the bladder together with a small quantity of local anaesthetic. If the 
patient has an indwelling catheter, it should now be clamped. 
Measuring the length of the ureter Ureteric length is measured by positioning the 
tip of the guidewire at the ureterovesical junction (UVJ) and placing a clip on the 
guidewire at the skin surface. The same guidewire is then withdrawn to the PUJ, 
and a second clip applied, again at the skin surface. The length of the ureter may 
be determined by measuring the distance between the two towel clips using a ster-
ile ruler. 
Placing the stent An Amplatz super-stiff guidewire is placed into the bladder and 
the track dilated to 10F. A 9F 45 cm peel-away sheath is placed over the guide-
wire. Over the Amplatz guidewire and through the peel-away sheath, an 8F dou-
ble pigtail stent is placed. When the radio-opaque marker on the stent pusher is lo-
cated within the renal pelvis above the PUJ, the inner stiffener and the Amplatz 
guidewire are completely withdrawn. The sheath is gradually withdrawn and 
peeled-away while maintaining the position of the proximal pigtail above the 
PUJ, but still within the renal pelvis, by a combination of tension on the draw-
strings and pressure on the pusher until the stent is delivered into the renal pelvis. 
The stent may be finally positioned by pulling the strings while maintaining the 
position of the sheath. The strings are then cut and removed. 
Following stent placement 
A covering nephrostomy catheter is placed through the peel-away sheath into the-
kidney and left in place for 24–48 h until the draining urine turns clear and any re-
sidual debris or clot is passed. Patency of the stent should be confirmed by a 
nephrostogram before nephrostomy removal. An appointment should be given to 
the patient to attend for routine retrograde replacement in 6 months and the pa-
tient entered in the stent registry or database. 
Antegrade ureteric stent placement is often technically challenging, requiring mod-
ifications of the basic technique. 
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Suboptimal percutaneous access 
Much has been made of selecting an upper or middle calyx for access before stent 
placement but invariably a lower posterior calyx will suffice if stiff guidewires and 
sheaths are subsequently used for stent delivery. This is important as it means the 
easiest calyx for nephrostomy access should always be selected for renal drainage in 
the emergency situation. 
Ureteric S-bends 
Inability to negotiate an S-bend in the obstructed ureter may lead to failure of stent 
placement. Rarely, the passage of the guidewire and catheter through the ureteric S- 
bend leads to formation of a complete loop, rendering stent placement impossible. 
Rotation of the ureteric catheter at its hub in one direction causes the loop to unfold, 
whereas the other direction causes it to tighten. Once untwisted, the path for stent 
placement becomes straightforward. 
Stricture dilatation 
Dilatation of a ureteric stricture may allow the passage of a stent. A 5 mm diameter, 4 
cm long angioplasty balloon is usually effective. 
Difficult strictures 
Difficult strictures may be crossed using a 6F/4F coaxial catheter system passed over 
a straight hydrophilic guidewire. If the 6F supporting catheter is placed close to the 
site of the stricture, the stricture may be crossed with the guidewire and immediately 
followed by the 4F inner catheter. 
Impassable strictures 
A number of methods for making new channels have been reported. The simplest in-
volves reversing the straight hydrophilic guidewire and pushing firmly along the line 
of the stricture, aiming for the bladder. More developed methods involve the use of 
electrocautery or a Nd: YAG laser [52]. 
Complications of ureteric stent placement 
Unfortunately, there is no such thing as the perfect stent. Complications may be divid-
ed into immediate and delayed. Immediate complications relate to the technique of 
stent placement, whereas delayed complications are related to the presence of a for-
eign body in the urinary tract. 
Infection, especially when combined with low urine output, predisposes to stent en-
crustation. Infection may be treatable with antibiotics; however, if marked 
encrustation has occurred, stent replacement may be required. It is important that in-
fection should be well treated before ureteric manipulation. Pre-procedural antibiotics 
are recommended even if there is no pre-existing infection. 
Some patients tolerate stents poorly. In these cases, replacement with a shorter or 
softer stent may relieve symptoms. Complications of stent placement are listed below. 
Immediate complications 
Upper pigtail left outside the kidney in the perinephric space, Upper pigtail placed too 
low in the upper ureter, Perforation of the renal pelvis or ureter, Extraureteric stent 
placement 
Buckling—obstruction 
Delayed complications 
Bladder irritation, Stent occlusion, Stent migration, Stent breakage, Infection, Stone for-
mation, Ureteric erosion, Ineffective drainage, reflux pain.  
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 Hyperlinks of  academic material published on YouTube by  

Calcutta Academy of Radiology 

1 Imaging of acute Pancreatitis—Dr. Anirudh Kohli 

2 USG of rotator cuff - Dr. P. K. Srivastava 

3 PET CT Physics - Dr. Sikandar Sk.  

4 PET CT in Neurology - Dr. Sikandar Sk.  

5 CAR - Case of the week - Case 1 - Megalencephalic leukoencephalopathy with subcortical cysts. - Dr. 

Viral Parekh 

6 CAR - Case of the week - Case 2 - Adenocarcinoma of terminal ileum - Dr. Viral Parekh 

7 CAR - Case of the week - Case 3 - Stener lesion - Dr. Nivedita Chakraborty 

8 CAR - Case of the week - Case 4 - Anterior shoulder dislocation  - Dr. Nivedita Chakraborty 

9 CAR - Case of the week - Case 5 - Secondary intracranial hypotension. - Dr. Viral Parekh 

10 CAR - Case of the week - Case 6 - Intramyocardial Dissection - Dr. Ritu Agarwal  

11 CAR - Case of the week - Case 7 - Radiation Necrosis and BT - RADS - Dr. Nivedita Chakraborty 

12 CAR - Case of the week - Case 8 - Undisplaced right ulnar styloid base fracture - Dr. Nivedita 

Chakraborty 

13 CAR - Case of the week - Case 9 - Hypoglycaemic encephalopathy. - Dr. Viral Parekh 

14 CAR - Case of the week - Case 10 - Myocardial annular dysjunction - Dr. Ritu Agarwal  

15 CAR - Tribute to Wilhelm Conrad Roentgen - Immortal Roentgen. 

16 CAR - Case of the week - Case 11 - Dacryocystocele with anatomy of Nasolacrimal apparatus. - Dr. 

Viral Parekh 

17 CAR - Case of the week - Case 12 - Tubercular osteomyelitis - Dr. Nivedita Chakraborty 

18 CAR - Case of the week - Case 13 - Marchiafava Bignami disease - Dr. Viral Parekh 

19 CAR - Case of the week - Case 14 -  Parosteoal Sarcoma -  Dr. Nivedita Chakraborty  

20 CAR - Case of the week—Case 15 - Adrenal haemangioma - Dr. Viral Parekh 

https://www.youtube.com/watch?v=J1P5JHxYJ_U&t=11s
https://youtu.be/bPA1srpSyC4
https://youtu.be/6kdjr6NlO2Y
https://youtu.be/4fHXuKcluS4
https://youtu.be/SHmrhmblpWc
https://youtu.be/xJhUf6iHqN8
https://youtu.be/tXt8kPtCNzM
https://youtu.be/RtIoGN5NHdY
https://youtu.be/Jhke8GIKwGE
https://youtu.be/PrMqvpkeGa0
https://youtu.be/Sjg7zwtluV4
https://youtu.be/2EuDSPqQ-50
https://youtu.be/kRP6a8P1pBQ
https://youtu.be/eqPl7ZAkwOc
https://youtu.be/HYJDDfDpmiQ
https://youtu.be/ZBLWV5s_czI
https://youtu.be/Iu0EiPnGzQc
https://youtu.be/aUV_096u3Q8
https://youtu.be/Pbq8dGs-IRc
https://youtu.be/BcolSW1VXp0
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We are on YouTube 

You can send your good 

case to us. We will publish 

it in our channel.  

 Hyperlinks of  academic material published on YouTube by  

Calcutta Academy of Radiology 

21 CAR - Case of the week - Case 16 Patellar GCT - Dr. Nivedita Chakrabarty 

22 CAR -  Case of the week -  Case 17 - MEN Syndrome - Dr. Sayan Sarkar 

23 CAR - Case of the week - Case 18 - Langerhans cell histiocytosis - Dr. Sayan Sarkar  

24 CAR - Case of the week—Case 19 -  Hepatic angiomyolipoma - Dr. Viral  Parekh.  

25 CAR– Case of the week - Case 20 -  Cirsoid aneurysm - Dr. Viral Parekh 

26 CAR CME - Heart Anatomy 

27   CAR– Case of the week - Case 21 -  Pancreatic metastases  - Dr. Viral Parekh 

28 CAR - Case of the week - Case 22 - Intrapulmonary teratoma - Dr. M. Bhattacharya 

29 CAR– Case of the week - Case 23 -  Gall stone ileus - Dr. Viral Parekh 

We have  a new blog , where we 

publish cases, quizzes and various 

other education materials. Please 
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https://youtu.be/vRnQAHKi0V0
https://youtu.be/ttYiGLeMkMM
https://youtu.be/iw5M4_1731Q
https://youtu.be/YVE875fmUeI
https://youtu.be/_9rYr4GtoDg
https://www.youtube.com/watch?v=MIssKcwMW0Y&t=20s
https://youtu.be/PMvGdyvZ_3w
https://youtu.be/dPUWuisUlBk
https://youtu.be/T0383iBSQts
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We will be bringing out such Newsletters with a frequency 

of one issue every two months. So, next issue will be pub-

lished in April 2023.  

We are hereby inviting good interesting cases and original 

work from our fellow Radiologists, which will be published 

on merit basis.  

So, I request all of you to contribute to this Newsletter. 

Please send your material in Word format with good quality 

images. Please send your photograph and details of your 

place of work with email address also.  

Your material should reach us by 15th. Of  March 2023. You 

can send the word file to our abovementioned email ad-

dress or you can WhatsApp it to above-mentioned three 

phone numbers.  

On our YouTube channel, we are presenting a new case 

every week and there is good response to such teaching 

videos.   I hereby request all Radiologists to share their 

teaching videos with us and if they contain good teaching 

material, we will surely publish it on our channel.  So 

friends, during this trying time , stay away from depression 

by  engaging  yourself  in academic activities.  

Our Telegram group is lagging behind in academic activities 

as compared to two WhatsApp groups, so I request all of 

you to join our Telegram group. Since, WhatsApp restricts 

the number of members to 256 only, whatever activity go-

ing on there is not helping the whole Radiology community.  

Telegram can add up to whopping 200,000 members. So, if 

we post our study material there; it will reach to and benefit 

huge number of members.  

So friends, take care and be safe.  

So, see you all in next issue of CAR newsletter.  

So long,   

Anup Sadhu, Bijon Kundu and Viral Parekh.  
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Email: 

calcuttaacademyofradiology@gmail.com 

Calcutta Academy of Radiology was formed on in-

ternational day of Radiology in 2019, that is on 8th. 

November, 2019 to promote Radiology education, 

keeping in mind Residents as well practicing Radiolo-

gists.  

Since then we are on WhatsApp and Telegram, 

where thousands of cases have been discussed by 

members from all over the world and in the process 

we are sharing our experiences and helping each 

other. These social media platforms have turned out 

to be great learning tools.  

We had organized a half day CME also on GI Radiol-

ogy in February, 2020. We have plans to organize 

more such CME programmes in future when world 

recovers from this ongoing pandemic.  

We are on YouTube also where we regularly post 

teaching videos and in the process try to propagate 

Radiology as much as possible.  

Calcutta Academy of Radiology 

Next issue will be published in April 2023 

A Platform For Radiology  

Education & Interaction 

We are on WhatsApp 

and Telegram 

We are thankful to all the 

contributors  for sharing their 

experiences and literature with us  

and in the process helping the  

Radiological fraternity.  
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