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T R A N S C AT H E T E R C O M P L E T I O N O F F O N TA N I N
SAUD I AR A B IA
By Mashail Alobaidan, MD; Jassim
Abdulahameed, MD; Abdulraoof Alasadi,
MD; Amina Hassan, MD and Hanan
Abuhassan, MD

Case Report
A 6 year old girl, weighing 23 kgs, had complex congenital heart disease consisting of
severe tricuspid valve and right ventricular
hypoplasia, normal related great arteries,
severe pulmonary valve stenosis, as well
as infundibular stenosis, had an emergency modified right Blalock-Taussig shunt
at 20 months of age (the initial presentation), followed by modified hemi-Fontan at
5 years of age. She was scheduled for
completion of Fontan in the catheter laboratory. Clinically, she had mild exercise
intolerance with saturation of 84% at rest
and 76% with exertion. She was receiving
enalepril in addition to warfarin, and she
had an INR of 2.2. Her chest X-ray revealed a normal heart silhouette and normal lung fields. Her ECG showed sinus
rhythm and her echocardiogram indicated
fair to good systolic verntricular function
with no left atrioventricular valve (mitral
valve) regurgitation, laminar flow across
the Glenn anastomosis and a large communication between the IVC baffle and

systemic atrium measuring about 16 mm.
There was no thrombus and no pericardial
effusion.
On the day before the procedure the patient was clinically assessed, the proce-

“Recently a new strategy came
into practice using a combined
surgical and interventional
approach: surgery is
employed for the hemi-Fontan
procedure, consisting of a
surgical anastomosis of the
SVC and the right pulmonary
artery plus creation of a large
interatrial communication.
This was followed by
transcatheter completion
of the total cavopulmonary
anastomosis. The patency of
the SVC and IVC was achieved
using a stent (covered or
uncovered) and the baffle
defect was closed using an
Amplatzer Septal Occluder
or other device.”
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Figure 1. Subcostal views showing stent in RA-SVC junction with laminar flow, normal Doppler velocity, also device was seen closing the communication
between lateral tunnel and atrium with no leak.

dure was explained to the parents
and consent was obtained.

Figure 2. A 4-chamber view showing laminar flow from pulmonary veins to LA to LV through MV, small
RV & Device is also seen in situ.

The following day, general anesthesia
was administered and mechanical ventilation was instituted. Standard hemodynamics were assessed, and bi-plane
angiographic views of the main pulmonary artery, superior vena cava, inferior
vena cava, left ventricle and aorta
(Figure 6) were obtained. Then, the
modified Fontan (total cavopulmonary
connection) was completed. Hemodynamics were assessed again post procedure. She received heparin 100/kg
IU during the procedure, and heparin
was continued for 24 hours as an infusion. She was then transferred to the
intensive care unit (ICU), and she was
extubated the same night with good
vital signsa and laboratory parameters.
She was discharged after 2 days on
enalepril and warfarin. Both drugs were
to be continued for 4-6 months before
being replaced with aspirin.
Echocardiography (Figures 1,2,3),
chest X-ray and ECG were repeated
before her discharge. The results
were positive.

Figure 3. Long axis view showing competent mitral valve and good systolic ventricular function
obtained by M-mode.

For information, please call 1-800-BRAUN2 (227-2862)
w ww .b b rau nu sa. co m
Working Together to Develop a Better Tomorrow
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Figure 4. A & B echocardiogram showing lateral tunnel with ASD II (modified hemi Fontan).

Figure 5. Suprasternal view of the SVC with laminar flow by pulse Doppler.

The SVC was closed from the interior
of the RA using autologus pericardium.
Radio-opaque stitches were used as
markers for the planned subsequent
transcatheter procedure. A lateral tunnel was made directing the inferior
vena cave to the SVC ending with a
blind pouch. A 16 mm interatrial communication (ASD II) was created in the
tunnel. The RA was closed followed,
by de-airing and removal of the aortic
cross-clamp and weaning from by-pass.
Pacing wires as well as mediastenal and
chest drains were placed and the sternum and chest was closured in layers.
Patient Course:

Method
STAGE I:
Surgical Approach (Hemi-Fontan):

Figure 6. Subcostal view showing IVC laminar
flow though the lateral tunnel.

W

Through a median sternotomy, the
superior vena cava (SVC) was dissected, transected, and then anastomosed to the right pulmonary artery
(RPA), both upper and lower ends,
(Figure 7A). Following that, cardiopulmonary by-pass was initiated. Bypass time was 116 minutes; aortic
cross-clamp time was 71 minutes.
The right atrium (RA) was opened.

The patients stayed in the surgical ICU
for 4 days, and remained on the ventilator for 3 days. She had bleeding
which required re-exploration the first
night. Milrinone and dopamine were
administered for 3 days. She was
weaned gradually from the ventilator
and extubated.
The inotropes were
also weaned and oral enalepril and furosemide were initiated.
She was
transfered to the post operative ward
on the 5th day, however, she developed a transudative pleural and pericardial effusion requiring chest drains.

w ww. pi csym posi um . com
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Her renal function returned to normal without intervention,
and the patient was discharged on the 28th day. Her medications were enalepril, furosimide and warfarin. An echocardiogram was permored before her discharge (Figures 4,5,6).
STAGE II:
Transcatheter Completion of Fontan:

Figure 7. Angiographic illustrations of the transcatheter completion of Fontan
procedure: A: angiogram in SVC showing RPA anastomosis to SVC in both
upper and lower ends; B: angiogram in the lateral tunnel with the RA blind
pouch; C: opening of the pouch using transeptal needle; D: balloon dilatation
of the hole; E & F: stent deployment in SVC-RA communication; G (AP) & H:
angiogram and plane view showing patency of total cavopulmonary
anastomosis after stent and device deployment.

After 25 days the chest drains were removed; she developed signs and symptoms of sepsis and needed broad
spectrum antibiotics (amikacin in addition to a 3rd generation cephalosporin). She also had renal impairment
thought to be secondary to the use of the aminoglycoside.

Under general anesthesia, with guidance by transeosophageal echocardiography, the patient underwent cardiac
catheterization. Hemodyamics were obtained and main
pulmonary artery angiography was performed to delineate
the RPA-SVC anastamosis. Simultaneously an angiography was done in the RA where the blind pouch was made,
and at the level of the marker stitches. The size of the
pericardium pouch (lower end of SVC) was measured to be
16 mm in diameter. The RA-SVC pouch was perforated
using a transeptal needle. An uncovered Palmaz stent
(P308E) mounted on high pressure Mullins Balloon (size
16x4, PTM420) which was inflated to a pressure of 12
atmospheres. Subsequently, the ASD II was closed using
an Amplatzer Septal Occluder (size 17 mm). Hemodynamics measured prior to release of the Amplatzer Device
were favorable. She received heparin (100 units/kg) and
cefuroxime during the procedure. After the procedure she

w ww .Co nge n ita lCa rd io log yTod a y.c om
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was transferred to the intensive care
unit. (Figure 7).
Hospital Course:
In the intensive care unit, the patient was
extubated the first night and required no
inotropes. Enalepril and furosemide were
administered.
Heparin infusion was
continued for 24 hrs. Warfarin was
started the next day. Three additional
doses of cefuroxime were administered.
Because she was doing well, she was
transferred on the next day to the general
ward. She was discharged the following
day after repeat chest X-ray, ECG and
echocardiography showed good results
(Figure 1).

CONGENITAL CARDIOLOGY TODAY

Discussion:
Univentricular repair (Fontan and its modifications) [1,2] is the established surgical
option for single ventricle heart lesions. It
can be applied as one stage or two stages
(Glenn followed by total cavopulmonary
anastomosis). The hemi-Fontan, first described in 1991, has undergone many
modifications to facilitate completion of
Fontan and for preparation of total cavopulmonary connection [3,4,5].
Recently a new strategy came into practice
using a combined surgical and interventional approach: surgery is employed for the
hemi-Fontan procedure, consisting of a
surgical anastomosis of the SVC and the

right pulmonary artery plus creation of a
large interatrial communication. This was
followed by transcatheter completion of the
total cavopulmonary anastomosis. The
patency of the SVC and IVC was achieved
using a stent (covered or uncovered) and
the baffle defect was closed using an Amplatzer Septal Occluder or other device.
This strategy may offer an improved early
post-operative result in the high risk patient. [6].
Hausdorf et. al., in 1996 reported experience in eight patients [6]. In those patients,
a bi-directional Glenn anastamosis was
constructed and subtotal banding of the
communication between SVC and RA was

Arkansas Children’s Hospital, Little Rock, AR
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performed using 6-0 prolene suture. A multi-perforated GoreTex baffle was also inserted laterally in the right atrium as
part of this first stage. The second stage consisted of balloon
dilatation of the band and insertion of a Palmaz iliac stent
followed by closure of the perforations using Rashkind PDA
occluders or a covered stent.
In 1998, Sidiropoulos et. al. published the German experience
of transcatheter completion of Fontan which is similar to the
one described by Hausdorf [7].
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In 2004, Galantowicz et. al. published the Columbus experience of a new combined surgical/transcatheter approach [9].
Konstantinov et. al., in 2005, published a simple surgical
technique for transcatheter completion of total cavopulmonary
aastomosis in experimental animals [10] using a covered
stent.
In 2006, Konstantinov and Alexi-Meskishvili published a review of the use of intracardiac stents for transcatheter completion of total cavopulmonary connection from Canada and
Germany [11].
In our center, we have performed this type of staged Fontan
successfully in one patient. We are waiting for five additional
surgically prepared patients who have had the surgical procedure described earlier. We plan to perform interventional
completion of their Fontans.
The early follow-up of our single patient shows a very good
result. Thus, we have been encouraged to apply this approach in a large number of selected cases in the future. We
believe that there may be a role for use of the Fenetrated
Amplatzer Septal Occluder in some of these patients.
The major advantage of transcatheter completion of the Fontan is that the "re-do" surgery can be avoided including the
aortic cross-clamp and related myocardial ischemia. The
disadvantages are similar to those of the intracardiac Fontan:
the main complication being sinus node dysfunction because
it is near the cavo-atrial junction where there may be mechanical interference from the stent implantation. To avoid
sinus node dysfunction, it may be better to deploy the stent
as high as possible in the cavo-atrial junction.
Because of advances in the first stage technique (surgical
preconditioning for transcatheter completion of Fontan), more
patients are planned to have this approach, inspite of the lack
of favorable long-term outcome data. I believe that we need
to have a 10 year review to evaluate non-surgical vs surgical
outcomes. Until such a study is performed, because of the
marked advantage of non-surgical completion of Fontan, I will
advocate using this approach especially in high-risk patients
and in others with favorable characteristics for the catheter
completion procedure.
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I N AU G U R A L P E D I AT R I C T E L E H E A LT H C O L LO Q U I U M
By Anita J. Moon-Grady, MD; Kourosh
Parsapour, MD and James P. Marcin, MD

(The Pediatric Telehealth Colloquium
held in San Francisco, CA, on October
27-29, 2006 was a 3-day international
conference designed to address a variety of medical applications of telemedicine for improving access, quality of
care and patient outcomes in pediatrics.
Additionally, topics in strategic and administrative planning, equipment and
technical support, research and the
advancement of telehealth were discussed. This summary highlights the
topics that were addressed with the
hopes of generating further interest and
support for future meetings. The goal
is to provide an annual forum where
experiences in telehealth can be shared
and its development may be enhanced.)
The regionalization of children’s hospitals has led to higher quality of care
and improved outcomes among pediatric patients. However, children living in
non-urban areas have little to no access to pediatric specialty care. Telemedicine has become a novel solution
to provide children in rural communities with access to subspecialists. The
inaugural Pediatric Telehealth Colloquium was held in San Francisco,
California on October 27-29, 2006, providing a forum for national and international experts in pediatric telehealth to
share their experiences with each other
and with other groups interested in establishing new telemedicine programs.
The Colloquium was held at the Hotel
Nikko and was at maximum capacity
with nearly one hundred attendees from
the United States as well as international attendees from the Caribbean
and Australia. The backgrounds of the
attendees ranged from Children’s Hospital specialists to rural physicians and
nurses, as well as health care administrators seeking information on implementing and sustaining telemedicine
networks. Representatives from eight

companies were also available to discuss their products ranging from infrastructure support to telemedicine robotics.

By using telemedicine, Governor
Schwarzenegger meets with one of the patients
in the PICU at the UC Davis Children’s Hospital.

The conference presentations were
structured around four themes: inpatient
telemedicine, outpatient telemedicine,
telehealth administration, and alternative
applications of telemedicine. Dr. Tom
Nesbitt provided the introduction and
overview of telemedicine, with historical
and future perspectives and applications. Following Dr. Nesbitt, a general
“Telehealth Technology 101” lecture was
given by Dan Kurywchak who has spent
more than 17 years working with telemedicine technologies and provided the
basic definitions and an overview that
would be discussed over the three day
Colloquium.
The conference keynote speaker was
the Governor of the State of California,
Arnold Schwarzenneger. Governor
Schwarzenneger spoke about the “...life
changing benefits of broadband...and
the incredibly important work that can be
done with these high speed and high
performance technologies.” In a live
demonstration, Governor Schwarzenegger
was connected via videoconference and
spoke with an 11-year-old girl with leukemia and multiple other medical problems hospitalized in the Pediatric Intensive Care Unit (PICU) at the University
of California, Davis Children’s Hospital
in Sacramento, California (90 miles or

145 km away, Figure 1). Finally, the
Governor signed an executive order to
help develop broadband networks that
would assist government agencies in
gaining access to the best available
technologies to serve the people of
California. He also called for the creation of a task force that would enable
government and business experts to
work together to improve broadband
internet access across California and
the rest of the United States.
After the Governor’s appearance, the
topic of “inpatient telemedicine” was
introduced and moderated by Dr.
Kourosh Parsapour. Dr. Randall
Wetzell provided an overview of the
applications of inpatient telemedicine
along with a discussion regarding the
advancement of the virtual PICU project
at the Children’s Hospital Los Angeles.
The UC Davis experience in providing
inpatient consultations by telemedicine
was discussed by Dr. James Marcin.
Dr. Marcin presented data from ongoing
research studies evaluating the impact
of telemedicine on patients and families
in rural facilities receiving pediatric
emergency and critical care consultations. Following this discussion, two
primary care practitioners (Drs. Steve
Struve and Mark Satterfield) from remote facilities shared with the audience
their perspectives and provided lessons
learned from their experience in a telemedicine relationship with tertiary centers. Finally, Dr. Karen Rheuban
(University of Virginia) concluded the
session with a discussion of the expanding use of pediatric telemedicine in
the State of Virginia. In particular, she
focused on the successful use of live
(real-time videoconferencing for echocardiogram examinations) and storeand-forward (digital acquisition of echocardiograms with subsequent transmission of images for review) telemedicine
in telecardiology.
“Telehealth administration” was the
focus of the latter part of the first day,
with a session moderated by Dr.
Marcin. Ms. Anna Orlowski, Chief
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Counsel for the UC Davis Health System
provided an in-depth discussion of the
legal and regulatory issues that surround many of the current telemedicine
programs in the United States. Ms. Kathy
Chorba, the Operations and Business Development Manager for the Health Systems Center for Health and Technology at

Pediatric Cardiology
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Come enjoy Florida with its beautiful beaches, lakes, great outdoor
activities, and many cultural and
sporting events. The Orlando area
boasts ‘A’ schools and a prominent
local University.
For a glimpse into our practice visit
our website at:
www.carson-ap pleton.com

Please contact: Thomas Carson,
M.D. for more details on this great
opportunity via email at:
reddv et@aol.com or our office at
407-902-2866.
Submit your CV via fax to
407-902-2585.
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UC Davis, discussed administrative aspects of implementation of a telemedicine
program and the requirements for sustaining the program after inception. These
topics were very popular with conference
attendees who were in the early phases of
developing a program, as well as with individuals from institutions with wellestablished telemedicine networks. The
day concluded with an opportunity for conference participants to interact with each
other and experience a hands-on opportunity with the various technologies and
demonstrations.
The second day of the colloquium focused
on telemedicine applications for the delivery of outpatient services to patients in
rural and remote areas.
Dr. Javeed
Siddiqui (Associate Medical Director, Center for Health and Technology, UC Davis)
began the day with a general synopsis of
“outpatient telemedicine” applications in
the USA, then elaborated on the various
applications of telemedicine at the UC
Davis Children’s Hospital including use in
assisting with evidence collection and appropriate exams for suspected victims of
child abuse, allowing for multidisciplinary
collaboration for treatment regimens in
pediatric oncology, distance assessment
of pediatric gastroenterology patients, and
management of pediatric obesity. Preliminary favorable results regarding ongoing
patient and provider satisfaction studies
were presented.
A session on telehealth and alternative
applications followed, chaired by Dr. Philip
Ozuah (Professor of Pediatrics, Children’s
Hospital, Montefiore, New York). Dr.
Ozuah began with a summary of telemedicine services designed to benefit the underserved populations in the USA and
abroad, including the use of videoconferencing for the delivery of health education
to immigrant families living in the Bronx as
well as a low-cost store-and-forward telemedicine service (supported by the
Swinfen Charitable Trust) which provides
doctors in developing countries with valuable
e-mail based advice regarding specific patient-care queries provided at no cost by
volunteer specialists around the world.
Other novel applications for telemedicine
in pediatrics discussed during the Colloquium included Dr. Neil Herendeen’s
(Associate Professor of Pediatrics, Roch-

w ww .Co nge n ita lCa rd io log yTod a y.c om

ester, New York) telemedicine program
which provides medical consultation to
childcare centers. This service allows
children to remain in the childcare center
and be “seen” by a physician for complaints ranging from earache to rashes
using teleconferencing, thereby reducing
the amount of parental leave taken for
office-based doctor appointments for minor illnesses and to care for a mildly ill
child at home. Dr. Rifat Latifi, a trauma
surgeon from the University of Arizona,
described a tele-trauma service which
provides remote sites with access to an
experienced trauma surgeon during the
early critical stages of patient stabilization
after critical traumatic injury prior to transport. And finally, Drs. Parsapour and
Siddiqui discussed the alternative applications of telemedicine at UC Davis: the
FamilyLink program which utilizes a videophone, TV, and telephone lines to allow
hospitalized children to visit with their families and friends during a hospitalization;
and a video interpreting service, which
allows in-house medical interpreting staff
to cover a large hospital and outpatient
clinic complex with a limited number of
interpreters more efficiently, while assisting the medical team with communicating
in a culturally competent manner.
A series of platform presentations were
made during the lunch session, featuring
Ms. Sarah Rhoads (University of
Arkansas) and the ANGEL EYE, a webbased video link for parents to observe
their infant during hospitalization in the
neonatal intensive care unit. Dr. Kevin
Hopkins (Driscoll Children’s Hospital) presented his experience with the use of videophones for the postoperative management of children with complex cranio-facial
reconstructions. Two excellent presentations from Australian delegates Dr.
Anthony Smith and Mr. Nigel Armfield
(University of Queensland) highlighted the
extensive use for telemedicine in a country
with extremely wide expanses which are
sparsely populated. They presented the
results of an economic evaluation the
telepediatric service operated in
Queensland by the Centre for Online
Health (COH) in conjunction with the
Royal Children’s Hospital in Brisbane.
During its first six years, more than 4,000
consultations have been conducted for
children living in regional and remote ar-
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eas for 35 different pediatric subspecialties, with significant savings for the state
government mainly due to reductions in
government subsidized patient travel expenses. They have also developed a
child-friendly mobile and wireless telemedicine system in the shape of a robot,
which is now in use in selected regional
hospitals in Queensland which lack the
services of onsite pediatricians and specialist staff.
The final day of the conference returned to
the theme of administration relating to
telemedicine services. This session was
particularly useful for delegates with limited experience in telemedicine and at the
early stages of developing a telemedicine
program. This session was chaired by Dr.
Sanford Melzer from the Children’s Hospital and Regional Medical Center in Seattle,
Washington. Dr. Melzer, Ms. Jana Katz
(Assistant Dean for Administration at UC
Davis) and Dr. Marcin covered issues including program sustainability, financial
planning and billing. Ms. Katz reminded
delegates to “…take caution to promises
that telemedicine equipment will solve all
of your problems…ensure that the goals of
the telemedicine program are consistent
with the mission of the overall organization…and don’t underestimate the importance of a good site coordinator.”
Finally, Dr. Marcin tackled the economics
of telemedicine services offered through
the outpatient and inpatient settings.
Based on preliminary data gathered
through a two-year period in Northern
California, and extrapolating these figures
over a five-year period, he presented findings demonstrating significant potential
financial benefits for the receiving sites of
telemedicine services.
The conference also included several abstracts in poster format designed to educate and inform participants regarding
studies and other applications for telemedicine technology.
Poster topics
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ranged from the use of store-and-forward
tele-echocardiography for remote Pediatric
Cardiology support of a rural level III neonatal ICU lacking a local Cardiologist, to
improved outcomes and provider satisfaction with use of telemedicine technology
rather than traditional telephone for assisting rural emergency departments during
pediatric resuscitations, to the feasibility of
a telemedicine-based outreach and behavior modification program for obese adolescent Native Americans living in a rural
area of Northern California and a proof-ofconcept presentation of the use of a retinal
camera for remote ophthalmology examinations in infants at risk for retinopathy of
prematurity.
The inaugural Pediatric Telemedicine Colloquium provided an excellent opportunity
for attendees to learn about established
telepediatric programs and to meet with
leaders in the field. The colloquium will
continue as an annual event with the next
meeting scheduled for Fall 2007 in San
Francisco.
~CCT~
Corresponding Author:
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Pediatric Cardiology
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2516 Stockton Blvd.
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Director of
Non-invasive Imaging
The Congenital Heart Center at the
University of Florida has a faculty position opening at the level of Associate
Professor/Professor in a non-tenure or
tenure-accruing position. The position
of Director of Non-invasive Imaging
has been established to bring together
the modalities of echocardiography,
MRI and CT angiography into a cohesive unit for advancing research and
clinical care in congenital heart disease
imaging. The position will assist with
coordination of all aspects of pediatric
non-invasive imaging and participate in
the provision of general pediatric cardiology services. This role includes
teaching of residents, fellows, medical
students and other health care professionals. Opportunities exist for participation in a strong clinical research program in addition to an excellent clinical
practice.
This position is for a Board Certified
Pediatric Cardiologist.
Applicants should send a letter of application, a C.V., and three letters of
reference referencing LP# 00023002
to:
Barry J. Byrne, M.D., Ph.D.,
Medical Director of the Congenital
Heart Center
University of Florida College of
Medicine
P.O. Box 100296
Gainesville, FL 32610-0296

Kourosh Parsapour, MD
UC Davis Children's Hospital
Sacramento, CA USA
James P. Marcin, MD, MPH
UC Davis Children's Hospital
Sacramento, CA USA

11th Vail Symposium on Pediatric Cardiac Diseases
Hosted by The Children’s Hospital—Denver
Vail Cascade Resort, Vail, Colorado
March 4-7, 2007
Contact: Dixon.Jeannie@tchden.org or Manzanares.Heidi@tchden.org
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MEDICAL NEWS, PRODUCTS AND
I N F O R M AT I O N
Medtronic Announces Canadian Market release of the
First Transcatheter Valve Replacement System for
Structural Heart Disease
Medtronic, Inc. has announced that it has received a Medical Device
License from Health Canada to sell its Melody™ Transcatheter Pulmonary Valve and Ensemble™ Transcatheter Delivery System. The
system is the first of its kind in North America to treat patients with
congenital and acquired structural heart disease requiring pulmonary
valve replacement.
The Medtronic Melody™ Transcatheter Pulmonary Valve and
Ensemble™ Transcatheter Delivery System are designed to benefit
patients with congenital heart defects involving the connection between their right ventricle and pulmonary artery. Oftentimes, this type
of defect requires open heart surgery early in life to implant a prosthetic valved conduit to establish adequate blood flow from the heart
to the lungs. However, the functional life span of these conduits is
relatively limited, and as a result most patients with this type of defect
are committed to multiple open heart surgeries over their lifetime.
The Melody Valve and Ensemble system provide a non-surgical
means to restore effective valve function and prolong the functional
life of prosthetic conduits, thereby reducing the number of open heart
surgeries for these patients throughout their lifetime.
“Medtronic of Canada is proud to partner with the leading cardiovascular health professionals across Canada to offer the Melody™ Transcatheter Pulmonary Valve to their patients with congenital heart
valve disease. Managing such a complex disease requires a cohesive team approach between cardiac surgeons and interventional
cardiologists and we are committed to delivering technologies to these
Canadian physicians and their patients to achieve compelling outcomes
and fulfill our Mission to alleviate pain, restore health, and extend life,”
said Neil Fraser, President of Medtronic of Canada Ltd.
To date, more than 190 patients worldwide have been implanted with
the Melody Transcatheter Pulmonary Valve. In Canada, Dr. Lee
Benson, an interventional cardiologist, at the Hospital for Sick
Children in Toronto and Dr. Eric Horlick, at the University Health Network, Toronto General Hospital, Toronto were the first in North
America to implant Melody Valves under special access permission
from Health Canada in October 2005. Dr. Benson reports that the
safety and efficacy of the implant is excellent, with excellent functional
improvement in the patients.
The University of Alberta Hospital in Edmonton, The Toronto General
Hospital, Hôpital Laval in Québec City, and McGill University Health
Centre count trained physicians on their staff to perform the procedure.
In support of infants, children and teens with pediatric cardiomyopathy

CHILDREN’S CARDIOMYOPATHY FOUNDATION
P.O. Box 547, Tenafly, NJ 07670
Tel: 201-227-8852 info@childrenscardiomyopathy.org www.childrenscardiomyopathy.org
“A Cause For Today.... A Cure For Tomorrow”
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Transcatheter valve technology represents a less invasive means to
treat heart valve disease and is designed to allow physicians to deliver
replacement valves via a catheter through the body’s cardiovascular
system, thus eliminating the need to open the chest. Traditionally,
open heart surgery has been required to correct the problem and it is
not unusual for a patient to undergo multiple, open-heart surgeries
during their lifetime. Patients with this condition can tire easily, as the
heart over-exerts itself trying to get blood from the right heart into the
pulmonary circulation. “The application of these transcatheter valve
technologies has altered the way we approach management of congenital and structural heart disorders,” reports Dr. Benson. For more
information: www.medtronic.com.

Google Can Help Doctors Diagnose Difficult Cases
A study from Australia published on bmj.com finds searching
with Google may help doctors to diagnose difficult cases.
Doctors have been estimated to carry two million facts in their
heads to help them diagnose illness, but with medical knowledge expanding rapidly, even this may not be enough. Google
a popular search engine on the world wide web, gives users
quick access to more than three billion medical articles.
So, how good is Google in helping doctors diagnose difficult
cases?
Doctors at the Princess Alexandra Hospital in Brisbane identified 26 difficult diagnostic cases published in the New England
Journal of Medicine in 2005. They included conditions such as
Cushing's syndrome and Creutzfeldt-Jakob disease.
They selected three to five search terms from each case and
did a Google search while blind to the correct diagnoses. They
then selected and recorded the three diagnoses that were
ranked most prominently and seemed to fit the symptoms and
signs, and compared the results with the correct diagnoses as
published in the journal. Google searches found the correct
diagnosis in 15 (58%) of cases.
Although doctors and patients are increasingly using the internet to search for health related information, the authors suggest that Google is likely to be a useful aid for conditions with
unique symptoms and signs that can easily be used as search
terms. However, they stress that the efficiency of the search
and the usefulness of the retrieved information depend on the
searchers' knowledge base.
To view the paper go to:
http://press.psprings.co.uk/bmj/november/google.pdf

The Barth Syndrome Foundation
Tel: 850.223.1128

P.O. Box 974, Perry, FL 32348
info@barthsyndrome.org
www.barthsyndrome.org

Symptoms: Cardiomyopathy, Neutropenia, Muscle Weakness, Exercise Intolerance,
Growth Retardation
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Pediatric Cardiac
Anesthesiologist

Clinical Assistant/
Associate Professor

The Congenital Heart Center at the
University of Florida has a faculty
position opening at the level of
Clinical Assistant/Associate Professor in a non-tenure accruing position. This position will coordinate all
aspects of pediatric cardiac anesthesia services, including those for
the cardiac operating rooms, cardiac catheterization, cardiac MRI,
and other related areas for children. This role includes teaching
of residents, fellows, medical students and other health care professionals. This position will bring
clinical research funding and expertise or develop a clinical research program. This position is
for a Board Certified/Board Eligible
Anesthesiologist

The Congenital Heart Center at the
University of Florida has a faculty
position opening at the level of
Clinical Assistant/Associate Professor in a non-tenure-accruing position. This position will assist with
coordination of all aspects of pediatric interventional cardiac catheterization services and also provide
general pediatric cardiology care.

Applicants should send a letter
of application, a C.V., and three
letters of reference to:
Mark Bleiweis, M.D, Director
Congenital Heart Center
University of Florida College of
Medicine
P.O. Box 100296
Gainesville, FL 32610-0296
Anticipated hiring date is on or
before July 1, 2007.
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Fourth year interventional catheterization training is required. This
role includes teaching of residents,
fellows, medical students and other
health care professionals.
The position is for a Board Certified
or Board Eligible Pediatric Cardiologist.
Applicants should send a letter
of application, a C.V., and three
letters of reference referencing
LP# 00023006 to:
Randal M. Bryant, M.D, Search
Committee Chair
Congenital Heart Center
University of Florida College of
Medicine
P.O. Box 100296
Gainesville, FL 32610-0296

Four Seasons Hotel
June 10 -12, 2007; Toronto, Canada
www.sickkids.ca/cardiacsymposium
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