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Big Data: An Introduction

We are immersed in a sea of data as a result 
of a proliferation of Internet-enabled communi-
cations: texts in books and publications, sensor 
data from monitors and self tracking devices, 
audiovisual data (recordings, pictures, video 
clips, etc), social media postings (Internet, Twit-
ter, blogs, etc), and even global positioning 
system (GPS) signals. We are presently creat-
ing 2.5 quintillion (2.5 x 1018) bytes of data per 
day, and incredibly, 90% of all current data was 
produced only in the last two years with most of 
this data unstructured. In short, we are “dying of 
thirst (for knowledge) in an ocean of data”.1 

Big data is a recent data paradigm describing 
the coupling of this massive amount of data 
with sophisticated data analytics to acquire new 
knowledge or insight;2 this phenomenon has 
taken place in a myriad of sectors such as busi-
ness,3 finance,4 sports,5 and even the recent 
Presidential election (in which a data scientist, 
Nate Silver, handily proved his data analyti-
cal methodology to be superior to opinions of 
many political pundits in predicting the outcome 
of the election).6 Big data is thus, a mainstream 
data movement and knowledge revolution that 
emphasizes that “insight from data is more reli-
able than intuition from experts,” and is on the 
ascending “peak of inflated expectations” limb of 
the Gartner’s hype cycle for emerging technolo-
gies with an estimated 2-5 years to mainstream 
adoption (See Figure 1). 

In short, the advent of large amount of data cou-
pled with the escalation of computer capability 
and data analytics has led to this data revolu-
tion. In simple layman terms, big data has been 
cleverly described by Yahoo Chief, Marissa 
Mayer, as “the planet developing a nervous sys-
tem.”7 Big data has recently become such a high 
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priority in the national strategic plan that President Obama approved 
a $200 million Big Data Research and Development Initiative to glean 
discoveries from digital data. 

Big data has important dimensions that all conveniently start with the 
letter “V” (See Figure 2), and these dimensions are: 

1.	 Volume - recent data volumes are calculated to be in petabytes 
(1015) and exabytes (1018) and will be in zettabytes (1021) in the 
near future (highest unit is the yottabyte which is 1024) (See 
Figure 3). In cardiology, these data include electronic medical 
records, home monitoring devices, genomic data, insurance 
claims, drug information, and imaging data (from echocardio-
grams, angiograms, and MRI/CT); 

Figure 1. The Hype Cycle for Emerging Technologies, 2012 (From http://www.forbes.com/sites/gartnergroup/2012/09/18/key-trends-to-watch-
in-gartner-2012-emerging-technologies-hype-cycle-2/).

Figure 2. The “V”s of Big Data (From http://www.datasciencecentral.
com/forum/topics/the-3vs-that-define-big-data).

Figure 3. The Worldwide Data Growth (From http://www.theopen-
strategist.com/2012/10/big-data-growthchart.html).
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2. 	 Variety - both structured and unstructured data in numerous 
forms and combinations need to be considered; and 

3. 	 Velocity - from prior batch delivery, data transfer and analytics 
now need to be in fractions of seconds and even in real-time es-
pecially with imaging transfer of cardiac studies in telemedicine. 
Additional “V”s include: 

4. 	 Veracity - the accuracy and trustworthiness of big data and its 
analytics, and finally, 

5. 	 Value - ascertainment of how much this is worth to the institu-
tion.

Biomedical Big Data

Current biomedical big data, amassed by electronic medical records 
and digital image archiving (about 20 megabytes or MB per image), is 
reaching a staggering 100-250 exabytes with an annual growth rate 
of 1.2 to 2.4 exabytes,8 but remains extremely fragmented and disor-
ganized. Our traditional “top-down” data approach up to now entails 
either healthcare databases or registries (that involve manual entry 
of data with its inherent limitations of accuracy and completeness, 
followed by data analysis with relatively basic statistical tools), or con-
ventional hypothesis-driven research and randomized-controlled tri-
als that have become prohibitively expensive, limited in scope, and 
often without definitive answers.  

Recently, this new big data paradigm has been successfully applied 
to biomedical science mainly in the form of genomic medicine and its 
escalating genetic transcript big data.9 The vast magnitude and rapid 
acquisition of this genetic big data is absolutely vertiginous, as exem-
plified by Michael Snyder, a Stanford genetics PhD who has gener-
ated 30 terabytes of data of just his own biological data. Despite the 
daunting challenge, a few have met this challenge and successfully 
made strides that will have a positive impact on patient care.10,11  The 
capstone of this entire data transformation effort in genomic medi-
cine is the ENCyclopedia Of DNA Elements (ENCODE project), an 
international collaboration of research groups funded by the National 
Human Genome Research Institute with the aim of delineating the 
entirety of functional elements encoded in the human genome.12 

While this paradigm shift can also be applied to a clinical venue, 
such as pediatric cardiology and cardiac surgery, physicians and the 
healthcare system are collectively somewhat nescient in transforming 
the medical data imbroglio into better practice and usable knowledge 
(in other words, healthcare is “data rich, but information poor”). This 
glaring deficiency is primarily due to: 
1.	 poor-quality data due to inaccuracy and incompleteness, as well 

as a lack of transparency and organization; 
2.	 insufficient expertise in database management and subsequent 

data analysis as well as semantic analysis; and 
3.	 a lack of healthcare organizational awareness and apprecia-

tion from the leadership down for the value of this data-derived 
information. 

All of these inadequacies combined thus continually undermine the 
quality and outcomes of healthcare programs and organizations.

Interpreting Big Data

The new data paradigm in healthcare and in pediatric cardiology and 
cardiac surgery will be a “bottom-up” data management strategy that 
involves a three-step process after the data is acquired: 
1.	 Data extraction with various data warehouses providing data; 
2.	 Data transformation with data configured to a uniform format; 

and 
3.	 Data loading with the data entered into an analytical system for 

final analysis. 

One example of this data strategy was the tracking of the flu epi-
demic by Google (called “flu trends”) and has been further refined in 
epidemiological studies using large data sets.13 The use of big data 
with real-time collection and analysis is facilitated by the new Hadoop 
database technology which minimizes the aforementioned extract-
transform-load (or ETL) cycle of data processing.14

Big data can then strategically utilize methodologies in artificial intel-
ligence to further gain essential information and to even discover new 
knowledge.15,16 MIT’s Computer Science and Artificial Intelligence 
Laboratory (CSAIL) is leading some of the current efforts to combine 
big data and artificial intelligence to develop new techniques for big 
data interpretation that will lead to a genomic data-clinical medicine 
synergy. The advent of artificial intelligence methodologies such as 
natural language processing could enable the medical data manager 

birth.  Frequent alarming, dropping out of  the signal, and freezing of  the 
waveform were frustrating at best.  Repositioning of  the sensor, quieting 
the baby, waiting for the signal to transduce were very  time-
consuming12,14  These devices were not designed to be used for 
neonates.  The potential cost  of  using individual disposable sensors for 
each screen was thought not to be cost-effective.18  Although the 
technology  to read through motion and low perfusion had been 
developed and validated in CCHD by  the early  1990’s, these devices 
were not readily available.12

The depth of  the problems was described by  Chang who looked at a 
series of  missed diagnosis of  Critical Congenital Heart Disease. In this 
study, close to 900 patients from the California 1989-2004 statewide 
registries were investigated. There were an average of  10 patients with 
missed CCHD diagnosis, and 20 patients with late diagnosis per year. 
The overall incidence of  missed CCHD diagnosis was 1.7 per 100,000 
live births.  “Although many screening strategies have been studied, 
none have proved effective in detecting newborn CCHD.”9

The sentinel study  was performed by  Granelli  and her associates using 
a Swedish cohort in a very  large collaborative multicenter study 
(n=39,821). Using a newer pulse oximetry  technology  capable of 
reading through motion and low perfusion, Granelli suggested that pulse 
oximetry  could be cost-neutral in the short-term, but with the probable 
prevention of  long-term neurological morbidity. The reduction in pre-
operative care costs of  a child presenting at extremis cost analysis could 
favor pulse oximetry  screening. Adding pulse oximetry  screening 
(Masimo SET) before discharge increased detection of  CCHD by  28% 
(from 72% to 92%).  No babies died from undiagnosed duct-dependent 
lesion in the pulse oximetry  group. Five babies in the control group died 
during the same period of  time. There was an improved rate of  detection 
of duct dependent circulation of 92% as shown in Table 1.17

Ewer (2011) performed a large accuracy  study  (n=20,000) in the UK 
studying the use of  pulse oximetry  in the detection of  babies with CCHD. 
He found that pulse oximeters produce saturations that are not only 
accurate, but stable in active individuals with low perfusion making these 
instruments ideal for screening newborns in the first  hours of  life. The 
Ewer study  used a saturation cutoff  of  less than 95% in either limb to 
indicate the presence of  a positive screen test or a difference of  more 
than 2% between the limb saturations versus the 3% difference used by 
the expert panel. The median age at testing in the Ewer study  was 12.4 
hours,  while the expert panel and/or Granelli suggested greater than 24 
hours or before discharge. In Europe,  an earlier discharge is the            
norm.1,17,19

Roberts studied the issue of  cost-effectiveness in the UK. Their objective 
was to conduct a cost-effectiveness analysis comparing  pulse oximetry 
as an adjunct to clinical examination or examination alone in newborn 
screening for congenital heart defects (CHD). In a study  that involved six 
large maternity  units in the UK, the study  showed that pulse oximetry  as 
an adjunct to current routine practice of  clinical examination alone is 
likely  to be considered a cost-effective strategy  in the light  of  currently 
accepted thresholds for medical needs justification.  The clinical 
examination alone strategy  detects 91.5 additional cases of  clinical 
significant CHD per 100,000 birth at an estimated cost of  ₤614,100 (app. 
$964,700) for the strategy. Using the intervention Strategy  of  Pulse 
Oximetry  as an adjunct to Clinical Examination would detect 121.4 
cases of  CHD per 100,000 live births at a cost  of  ₤1,358,800 (app. 
$2,133,900). An additional cost  of  ₤744,700 (app. $1,169,900) would be 
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inpatient maternity  length of  stay  declined, many  more babies with duct 
dependent pulmonary  circulation left hospitals undetected.  Of  babies that 
died from CHD, studies have shown that up to 30% of  infant deaths from 
CHD occurred before diagnosis.1,9,13,16,17

Pulse oximetry  was thought to hold promise in helping to screen for 
CCHD. Early  pulse oximeters were not designed to read through motion 
and low perfusion, which are frequently  present in the hours following 

Table 1

N= 39,821 babies Physical Exam 
Alone

Physical Exam +  
Pulse Oximetry 
Screening

Sensitivity 63% 83%

Specificity 98% 99.8%
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to not only organize, but also mine data from even unstructured elec-
tronic medical records automatically (without the tedious and inad-
equate manual inputting process). In addition, the impressive capabil-
ity of the computer to perform word-sense disambiguation, or ability 
to put words into context, was displayed by the IBM computer Watson 
during its stint on the show Jeopardy! and is presently used effec-
tively for cancer data analytics at Memorial-Sloan-Kettering Cancer 
Institute. 

The perceived value of medical data should not be limited to data 
analysts and scientists in the IT department of the hospital but be 
extended to all healthcare workers in order to create a data-focused 
culture. In addition, big data is not merely about mining important in-
formation from the medical databases, but also demands executing 
practice changes and transformative innovations. The ultimate data 
transformation and medical knowledge in the future involves medi-
cal databases that will be “living” and “individualized” ongoing clinical 
research data and analysis with both static and dynamic data (via 
sensors) from the patient themselves. If embedded with conventional 
(such as data mining),17 or new (such as machine learning and arti-
ficial neural network)18 artificial intelligence techniques, these data-
bases will finally enable “intelligence” into healthcare outcome deter-
minations and decisions.

Implementation of Big Data

Big data is about quality, not quantity, of data. The implementation 
could involve a small project in a single hospital sector, such as the 
cardiology program, where data may be easier to be located. In ad-
dition, the focus should be on the problem that can be solved by big 
data, not big data or its analytics itself. The analytic skills even at a 
basic level should not rest with data analysts but should include ev-
eryone in the heart program. The project should undergo repetitive 
measurements and analyses to perfect the data analysis. Lastly, proj-
ect execution should have a timeline and progress report throughout 
the project. Of course all of this data revolution will need adequate 
storage in the form of cloud computing.  

There are some potential limitations of big data in biomedicine. 
First, there is the “signal-to-noise” problem: true disease data over-
whelmed by data that do not truly reflect disease. This could result 
in over- or underdiagnosis/treatment of the disease. Second, the 
voluminous data needs to be relatable or at least understandable 
or visualizable by not just medical caretakers, but patients as well. 
Third, some caretakers may feel intimidated by the decision making 
aspects of big data when coupled with artificial intelligence in that in-
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“Pulse oximetry is a noninvasive, simple 
test that measures the functional 
percentage of hemoglobin in blood that 
is saturated with oxygen. When 
performed on a newborn after birth, 
pulse oximetry screening is often more 
effective at detecting critical, life-
threatening congenital heart defects than 
other screening methods.”Opening for a 2nd or 3rd year  
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telligent machines may replace certain care-
takers. Perhaps the appropriate attitude is 
to form a human-computer synergy that will 
surpass the capabilities of either alone, not 
unlike how the GPS aids the driver. There is 
also some understandable concern that this 
paradigm shift will depersonalize medicine, 
although the opposite may in fact be true as 
physicians are liberated from the burden of 
upkeep and stress of making the appropriate 
medical decision. There is the potential is-
sue of insufficient data storage capacity even 
with the cloud which can be solved by inno-
vative solutions such as using DNA itself as a 
digital storage medium.19 Finally, there is the 
issue of ownership of the data with privacy of 
information that can lead to identification of 
patients (especially with a process called tri-
angulation). This problem can be partly miti-
gated by anonymization mechanisms.  

The Future: A Clinical-Digital Convergence

The U.S. excels in technology and innova-
tion, but continually lags far behind other 
countries in healthcare data access, trans-
parency, organization, management, and 
analysis. Our healthcare organizational and 
programmatic imperatives in this current era 
should embrace big data and data analyt-
ics/artificial intelligence expertise to harvest 
meaningful medical data and its hidden in-
formation to the fullest extent in order to im-
prove quality and outcome.20

In short, big data and strong data governance 
coupled with data analytics/ artificial intelli-
gence will lead to a new wave of information/ 
knowledge (“medical intelligence”). It there-
fore behooves us to rethink medical data in 
traditional forms of tedious databases/reg-
istries and even randomized clinical trials in 
order to innovate this valuable asset to cre-
ate a clinical-digital convergence. Big data is, 
therefore, not about a collection of techno-
logical and analytical tools, but rather about 
a transformation in our healthcare ecosystem 
in which medical data, artificial intelligence, 
and personalized health are inextricably in-
tertwined with human intellect and judgment. 
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Pediatric 
Interventional 
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The Boston Children's Heart 
Foundation of Boston Children's 
Hospital and Harvard Medical 
School is recruiting a pediatric 
interventional cardiologist to join a 
large, academic, and innovative 
practice. Candidates should be at the 
instructor or assistant professor 
level, should be board certified in 
pediatric cardiology, and should 
have completed advanced training 
in congenital heart  catheterization. 
This position will focus on clinical 
activity and will offer the 
opportunity to lead clinical research 
projects and train fellows. We are 
particularly seeking individuals with 
a track record of an active role in 
helping develop new devices/
procedures.  

Please send letters of application 
and CV to:

 
Audrey C. Marshall, MD, Chief, 

Invasive Cardiology, Boston 
Children’s Hospital

300 Longwood Avenue
Boston, MA, 02115
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“The end of theory: The data 
deluge makes the scientific 
method obsolete.” ~ Chris 
Anderson, Wired magazine
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Shone’s Syndrome is characterized by 
four left-sided obstructive congenital heart 
defects:

1. Supravalvular mitral membrane 
2. Subaortic stenosis (membranous 

or muscular)
3. Parachute mitral valve
4. Coarctation of the aorta

These are listed in the direction of  blood 
flow. Common symptoms include, but are 
not limited to: 

• pulmonary hypertension
• congestive heart failure
• respiratory infections
• shortness of breath, and heart 

murmur.

Like many  congenital heart defects, the 
coding capture can often be tricky. To 
report a patient with Shone’s report ICD-9 
code 746.84 – Obstructive anomalies of 
the heart , not elsewhere classi f ied 
( ICD-10-CM Q24.8. Other speci f ied 
congenital malformations of  the heart). 
There is a notation that often gets missed 
when reporting the Shone’s Syndrome 
disease process; ICD-9 specifically  states 
to report additional code(s) for associated 
anomalies. As previously  stated there are 
four common anomalies associated with 
Shone’s Syndrome:

• Supravalvular mitral membrane  -
ICD-9: 746.5, Congenital mitral 
stenosis; ICD-10-CM Q23.2 
Congenital mitral stenosis

• Subaortic stenosis (membranous or 
muscular) - ICD-9: 746.81, 
Subaortic stenosis; ICD-10-CM 
Q24.4 Congenital subaortic 
stenosis

• Parachute mitral valve - ICD-9: 
746.5, Congenital mitral stenosis; 
ICD-10-CM Q23.2 Congenital mitral 
stenosis

• Coarctation of the aorta - ICD-9: 
747.10, Coarctation of aorta 
(preductal) (postductal); ICD-10-CM 
Q25.1 Coarctation of aorta

If  the documentation states Shone’s LIKE 
– only  report the heart anomalies that are 
mentioned, not  ICD-9 code 746.84 for 
Shone’s Syndrome.

CCT

Coding for Shone’s Syndrome / Shone's Complex

By Julie-Leah J. Harding, CPC, RMC, PCA, 
CCP, SCP-ED, CDIS
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Have a coding query?

Unsure how to report a specific disease 
process? Send your queries to the author: 

jlharding@mrahis.com

Your query will be featured in a future article.

“Like many congenital 
heart defects the coding 
capture can often be 
tricky. To report a patient 
with Shone’s report ICD-9 
code 746.84 – Obstructive 
anomalies of heart, not 
elsewhere classified 
(ICD-10-CM Q24.8.”

The image of the heart originally used in this article was not identified, but used by the author inadvertently from Scientific Software 
Solutions products without permission, and has been removed in this PDF. To see Scientific Software Solutions products, go 
to: pedheart.com. There you can learn about their educational software for congenital cardiology.
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On Sunday, January 20th live cases were transmitted from Saudi Ara-
bia with Dr. Tarek Momenah and his team performing three live cases, 
including a Melody valve. 

Then Dr. Alejandro Peirone performed three excellent cases including: 
two ASD closures using the new PFM-R device, and one PDA closure 
using the new PFM-R PDA device. Finally, Dr. Pedra from São Paulo 
did three great cases including: two ASD cases with the new Occlutech 
Flex-II device. In one of the cases, the device had a fenestration, since 
the patient had elevated LVEDP. Dr. Peirone last case was coarctation 
stenting using the new Atrium Advanta covered stent.

There was a lot of significant and continuous interaction between the 
attendees and the operators regarding the technical aspects, as well 
as indications for interventions.

The afternoon was also busy with a few sessions. In the session, 
“Catheterization in the Developing World,” a few speakers talked 
about pulmonary hypertension (Carlos Zabal), mitral valvuloplasty 
(Savi Shrivastava), available resources (Bharat Dalvi), VSD closure 
in China (Shiliang Jiang), PDA closure in South America (Raul Rossi). 
In another session, Dr. Kenny talked about the initiatives that have 
been implemented since the last PICS in Chicago, and the The Con-
genital Heart Intervention Mission Support (CHIMS), a charity founda-
tion that was established to send help to developing countries.

There were two breakout sessions for the day. The first was “Adult 
Structural Heart Disease (LAA Closure).” In this session, we had the 
best experts in the world discuss various devices/techniques includ-

Review of PICS~AICS 2013 in Miami
By Ziyad M. Hijazi, MD, on behalf of all Course Directors & Co-Directors

With 800 attendees from 54 countries, the PICS/AICS meeting (Pe-
diatric and Adult Interventional Cardiac Symposium) was a huge suc-
cess and perhaps was the best ever! The City of Miami Beach opened 
its arms to the attendees with a personal letter from the Mayor of the 
city to the attendees.

Fifty percent of the attendees were from outside the US. One hun-
dred-twenty-four faculty members gave over 120 talks; nine cardiac 
centers transmitted 20 live cases from North America, South America, 
and the Middle East! The quality of live cases this year was outstand-
ing; everyone I talked to made special reference to the live cases and 
operators…congratulations to these operators, centers and their staff 
for making this possible.

PICS/AICS started Saturday January 19th at 8:15 am with a great 
session “Tips/Tricks,” featuring three excellent speakers and demos 
of stents/valves/etc. Dr. Ing demonstrated stent techniques, Dr. Zahn 
demonstrated percutaneous valve techniques, and finally, Dr. Ilbawi 
demonstrated how to do a cutdown. This session was followed by 
taped cases where the presenters showed some cases, and directly 
interacted with the attendees. There were four taped cases presented 
by Drs. Ing, Zahn, Benson and Horlick.

Then over lunch break, there were three breakout sessions; the first 
one was “Stents in my Practice - When and Why.” This session fea-
tured Tom Forbes, Jackie Kreutzer, Jo DeGiovanni and Marc Gewil-
lig. The second session was “Device/Valve Design.” In this session 
we had Hakan Akpinar and Jake Goble discuss “ASD devices” from 
an engineering point-of-view. Dr. Hieu, from Vietnam, talked about the 
“Lifetech Pulmonary Valve.” Finally, the last session was about “Spe-
cialty Imaging,” featuring Mario Carminati and Anthony Hlavacek. Then 
there was a debate between Craig Fleishman and Mark Fogel on the 
“Use of Echo vs. MRI for Percutaneous Pulmonary Valve Assessment.”

The afternoon was rather busy with oral abstract presentations. This 
year, we decided to hold the oral presentations in the main room so 
that attendance would be maximum and it was. The quality of ab-
stracts this year was exceptional. We received over 145 abstracts; a 
committee of 5 graders graded these abstracts. Finally, from 5-6 pm 
there was a session of “Meet the Expert,” where we had the masters 
in our field discuss cases with the attendees. Chuck Mullins, Mario 
Carminati and John Bass moderated that session.

The exhibit opened its doors at 6 pm, and, with over 25 exhibitors 
showing the latest in medical technology, a crowd soon formed.
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ing: Drs. Reisman, Turi, Kar, Walsh, Sievert and Ilbawi. Dr. Reisman 
showed a great videotape of pathological specimens of LAA and Dr. 
Sievert and Ilbawi had a spirited debate.

The second session has always been a popular one for nurses and 
technologists. This session was lead by Sharon Cheatham and Kath-
leen Nolan. The speakers included: Sharon Bradley-Skelton, Emily 
Kish, Elaine McCarthy, John P. Cheatham, Ruby Whalen, Karen Iaco-
no, Richard Ringel, Gina Langlois and Kathleen Nolan. 

The last session of the day was “Catheterization in HLHS,” and in this 
session, we had Dr. Paul Weinberg show pathological specimens of 
HLHS. Dr. Marc Gewillig talked about stenting the septum, Dr. Holzer 
talked about coarctation, Dr. Stern talked about closure of APC’s in 
these patients, Dr. Jo DeGiovanni talked about pulmonary artery in-
terventions and, finally, Drs. Benson and Sano had a debate discuss-
ing the Sano operation vs. hybrid stage I for HLHS.

Monday January 21st, was also a busy day; it started with a new 
event sponsored by Siemens. Here I would like to thank Dan Digeor-
gio and Rob Dewey from Siemens for supporting this event. It was a 
“5K Run” at 6 am. We had over 70 runners, and I’m proud that people 
got up early and raced. Ralf Holzer was the winner in the event.

Monday we had three sites (Miami Children’s, Orlando and Missis-
sippi) transmit live cases. I had the pleasure to be a visiting operator/
commentator with Darren Berman and Roberto Cubeddu, who did 
an excellent job in two cases: one was a Melody valve implantation, 
and the other one was coarctation stenting. Three-D rotational angi-
ography was used in both cases. Dr. David Nykanen performed two 
cases: LPA angioplasty/stent and a VSD closure. Finally, Dr. Ebeid 
had Dr. Jones visiting with him as a guest operator/commentator, and 
they did two cases of transhepatic access, and a custom covered 
stent in a conduit in preparation for a Melody valve. The cases gener-
ated a lot of discussion and debate.

The didactic lectures in the afternoon were many including: a session 
on “new technologies that covered biodegradable stents” by Dietmar 
Schranz, Stem Cell Therapy for Percutaneous Valves by Massimo 
Caputo, and Transcatheter Ventricular Assist Device by Cliff Kavin-
sky. This session ended with a debate, Which is Better for Interven-
tions in CHD…Europe or US, between Shak Qureshi and Larry Lat-
son; of course we know who won the debate!

There were three breakout sessions on Monday.  First, The PICES 
held their session this year at PICS. It was a very busy one and in-
cluded: Tom Forbes giving a talk on CCISC, as well as case presen-
tations moderated by Brent Gordon and Dan Gruenstein. Dan Levi 
talked about biodegradable stents in the context of getting ideas off 
the ground.

The second breakout session was about Mitral valve interventions. I at-
tended this truly excellent session where: Mark Reisman again showed 
some specimens of the mitral valve, Scott Lim showed a taped case 

Southwest Healthcare System Selects Digisonics CVIS

California-based Southwest  Healthcare System recently  selected 
Digisonics as the Cardiovascular Information System (CVIS) Solution for 
Inland Valley  Medical Center in Wildomar, Calif.  and Rancho Springs 
Medical Center in Murrieta, Calif.   

The Digisonics CVIS will enable clinicians at the facility  to quickly  create 
structured reports for their adult  and pediatric echo studies. Users will 
also have fully  functional remote reading capabilities through the secure 
web-based DigiNet Pro application for anywhere, anytime access to the 
complete CVIS. Southwest  Healthcare will also implement the 
Digisonics Search Package, a comprehensive, user-configurable search 
engine. This powerful tool allows the facility  to quickly  set  up search 
criteria to extract clinical information for use in research, compile 
statistics required for accreditation and generate management reports to 
target areas for productivity and efficiency. 

HL7 interfaces for Orders In and Results Out will create a fully  electronic 
workflow between Digisonics and the hospital’s Cerner Millennium 
System. DICOM Modality  Worklist and DataLink modules will automate 
transfer of  patient biometry  to and from the Medical Center’s Philips 
ultrasound machines with the Digisonics CVIS, significantly  reducing 
manual data entry  time. Digisonics DigiServ, a multi-site server, will 
provide storage and communication management for the enterprise-
wide system.  As a result,  Southwest Healthcare will benefit  from a 
seamless cardiology  workflow with improved efficiency, accuracy  and 
turnaround times.

The DigiView Cardiology  PACS and Structured Reporting System, 
ranked Best in KLAS in the 2008, 2009, 2010, 2011and 2012 Top 20 
Best in KLAS Awards: Software & Professional Services reports for the 
Cardiology  market segment,  combines high performance image review 
workstations, a powerful PACS image archive, an integrated clinical 
database, comprehensive measurements and calculations package, and 
highly  configurable reporting for cardiovascular modalities.  The DigiNet 
Pro add-on option provides users with fully  functional web-based access 
to their cardiovascular studies from anywhere at any  time. For further 
information, please contact: James Devlin at Digisonics, Inc. 
jdevlin@digison.net or visit www.digisonics.com.  

BPA Linked to Potential Adverse Effects on Heart and Kidneys in 
Children and Adolescents

Newswise — Exposure to a chemical once used widely  in plastic bottles 
and still found in aluminum cans appears to be associated with a 
biomarker for higher risk of  heart and kidney disease in children and 
adolescents, according to an analysis of  national survey  data by  NYU 
School of  Medicine researchers published in the January  9, 2013, online 
issue of Kidney International, a Nature publication.

Laboratory  studies suggest that even low levels of  bisphenol A (BPA) like 
the ones identified in this national survey  of  children and adolescents 
increase oxidative stress and inflammation that promotes protein 
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Pediatric Cardiology Division Chief

The Department of  Pediatrics at the Wake Forest University 
School of  Medicine (WFUSM) in Winston Salem, North Carolina, 
is recruiting a full-time section head (chief) for the division of 
Pediatric Cardiology. The ideal candidate will be a board certified 
cardiologist with training and experience in providing leadership, 
as well as clinical, academic and service excellence. The 
candidate should have already  achieved the rank of  associate or 
full professor, or be qualified for promotion to the rank of  associate 
professor in the department of  Pediatrics. In addition to proven 
leadership abilities, a strong record of  research or academic 
success is required.

The Children’s Heart Program at Brenner Children’s Hospital 
functions as a service-line enterprise with support from the 
hospital administration. The chief  of  cardiology  will be responsible 
for providing clinical oversight and supporting the academic 
growth of  the current faculty  of  eight and will also function in 
collaboration with the director of  the Children’s Heart Program 
(one of  the two CT surgeons, who is ABTS certified in congenital 
heart surgery), the vice-president of  Brenner Children’s Hospital, 
and the chair of  the department of  Pediatrics, to formulate the 
strategic vision for growth of  the program. This is a major 
leadership position for our Children’s Hospital and consequently, 
the successful candidate will receive appropriate support, 
including an opportunity  to recruit other essential team members 
as needed and develop required programs. We want this 
important recruit to be successful in helping us achieve our 
strategic goals  of  becoming the recognized center of  excellence 
for congenital heart care in Western North Carolina, as well as 
their own goals to be recognized as a successful leader in 
academic pediatric cardiology. An interest in and track record of 
teaching medical students, residents and fellows is required.  We 
are in the process of  submitting our PIF for a pediatric cardiology 
fellowship.  

Winston Salem offers a lifestyle that is tough to beat a short 
commute, low cost  of  living, excellent school choices, diverse 
cultural amenities a wonderful place to live and raise a family.  
The city  is home to Wake Forest University, one of  the country’s 
top academic institutions. We are conveniently  located close to 
beautiful recreational lakes, just over an hour to the NC mountains 
and three to four hours to the Carolina beaches.  

Wake Forest University  Baptist Medical Center is an affirmative 
action and equal opportunity  employer with a strong commitment 
to achieving diversity among its faculty and staff.

Interested candidates should contact:   

Bill Selvey
WilliamLaine, Inc.

direct 404-495-9411, toll free 877-231-8379
bselvey@williamlaine.com 

mailto:subs%40CCT.bz?subject=
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of a Mitra Clip for MR, Ted Feldman talked 
about an update of the evolving mitral valve 
repair systems, Matt Gillepsie talked about 
percutaneous mitral valve replacement, David 
Reuter talked about mitral valve repair using 
the Mitral annuloplasty systems. Also in that 
session, we discussed paravalvar mitral leak 
by Omer Goktekin; this was followed by a de-
bate between Bob Sommer and myself on the 
technique for paravalvar closure: transapical 
or endovascular?

The last breakout session was in Spanish, 
this is the first time we did such a session, 
and it was well-attended. This session was 
chaired by Horacio Faella and Carlos Pedra; 
speakers included: Joaquim Miro, Carlos 
Zabal, Felipe Heusser, Alejandro Peirone, 
Miguel Granja, and ended with a debate be-
tween Jackie Kreutzer and Raul Arrieta.

The end of the day was rather an emotion-
al one, since we presented the 17th PICS 
Achievement Award to Dr. Savi Shrivastava. 
She did not know and we had her sister flown 
in from Boston secretly without Savi’s knowl-
edge. Shak did the presentation that he and 
I worked on for many months with the help 
of her sister, and her colleagues at Escort 
(Drs. Radhakrishnan and Iyer). This was fol-
lowed by the Distinguished Service Award, 
which was given to Sharon Cheatham, who 
has supported PICS from the beginning and 
has developed the nursing and technologists 
sessions over the years. Dr. John Cheatham, 
her husband, and Dr. Cao helped me collect 
info/photos of Sharon from her early child-
hood to present.

After the awards, everyone joined us at the 
special dinner event, or what used to be the 
Gala night, which was held this year at Bon-
gos Cuban Cafe; there was a lot of fun and 
camaraderie. We had over 550 people attend 
this event, and all had great fun to the degree 
they did not want to leave at the end of the 
night.

The last day of the meeting, Tuesday, Janu-
ary 22nd, was also a busy and very well-at-
tended day. The live cases were transmitted 
from JFK Medical Center in Palm Beach, 
where Dr. Roberto Cubeddu and his team 
performed an excellent case of TAVI. I had 
the privilege to be the guest operator/com-
mentator there. This was followed by a ses-
sion that discussed ASD device erosions. In 
this one, Dr. Paul Weinberg showed speci-
mens, followed by Girish Shirali talking on 
how to evaluate for erosions. Then the FDA 
joined the meeting via internet, and Nicole 
Ibrahim, PhD from the FDA, discussed the 
issue and recommendations of the FDA. 

The other lectures in the session included 
an update on the RESPECT trial by Werner 
Budts; a talk by Joaquim Miro on ADP-ll; a dis-
cussion of porto-systemic shunts in CHD led 
by Henri Justino; a talk by Elchanan Bruck-
heimer about covered stents; a talk by Tom 
Jones about RVOT conduit rupture during 
tPVR, and finally, Dr. Sano discussed tissue 
engineering in the management of HLHS.

Then live cases continued from Cedar Sinai 
with Dr. Zahn and his team, including Saibal 
Kar and Raj Makkar. They did great cases in-
cluding: LAA closure with Lariat and a TAVR 
case (valve in valve). Live cases were then 

transmitted from the University of Colorado 
with Dr. Tom Fagan and his team, including 
John Carroll, who did an occlusion of anoma-
lous vertical vein and a case of VSD closure. 
The last case was done using the new Phil-
ips system with MRI and echoNav.

The afternoon sessions were well-attended 
as well.  The first was, “My Nightmare Case in 
the Cath Lab,” where a few cases were pre-
sented. The winner was Masood Sadiq. This 
session was lively, and all attendees were 
very interested. The last session focused on 
the pulmonary valve and pulmonary arteries. 
In this session, we had Massimo Caputo talk 
about trans-apical pulmonary valve implan-
tation; Lisa Bergersen talked about cutting 
balloon angioplasty; Phil Moore talked about 
high pressure balloon angioplasty to crack 
small stents; and the final two talks of the 
meeting were a debate between Emile Ba-
cha and Zahid Amin about surgical arterio-
plasty. The meeting ended at around 5 pm. 

In summary, the meeting was very success-
ful and enjoyable. Miami offered a lot to the 
attendees and their families, and the scien-
tific program was well-received.

I want to thank all who contributed to the 
success of the meeting, from attendees, 
organizers, coordinator, factoid specialists, 
live case operators, moderators, panelists, 
photographer, news editors and audiovisual 
staff who all helped make this meeting cer-
tainly one of the best in recent memory. I 
hope to see you at our next meeting in Chi-
cago, June 8-11, 2014 at the Marriott Down-
town.  You can visit our website for more de-
tails and info at: www.picsymposium.com.

CCT

Ziyad M. Hijazi, MD, MPH, FSCAI, 
FACC, FAAP 
James A. Hunter, MD, University Chair 
Professor of Pediatrics & Internal 
Medicine Director, Rush Center for 
Congenital & Structural Heart Disease 
Rush University Medical Center  
Suite 770 Jones 
1653 W. Congress Pkwy. 
Chicago, IL 60612 USA 
Tel: 312.942.6800
Fax: 312.942.8979

zhijazi@rush.edu

“I hope to see you at our 
next meeting in Chicago, 
June 8-11, 2014 at the 
Marriott Downtown.”

http://www.picsymposium.com
mailto:zhijazi%40rush.edu?subject=


12 CONGENITAL CARDIOLOGY TODAY t www.CongenitalCardiologyToday.com t April 2013

PLE with ascites. At the age of 15 years he 
was catheterized and the mean pulmonary 
artery pressure (mPAP) was 27 mmHg. Pul-
monary artery anatomy was good. During 
the next 5 year his condition deteriorated – 
increasing peripheral swellings, ascites and 
cahexia. Because of his ascites, an abdomi-
nal hernia developed, which was closed sur-
gically 1 month before his first admission to 
our department. At this moment there was 
still severe ascites with spontaneous drain-
age of peritoneal liquid from the post-surgical 
scar of the previously closed hernia. The 
circumference of abdomen at that time was 
130 cm with body weight 65 kg. He also had 
a visible dilated jugular vein, hepatomegaly 
(6 cm) and peripheral oedema, desaturation 
(85%) and pleurothorax of the right lung. He 
was in NYHA class III. After examinations 
(ECHO, TC, MRI) good single ventricle func-
tion (EF 55%) and pulmonary anatomy were 
confirmed. During pleurocentesis 1400 ml of 
liquid was removed. Until that time he was 
treated with furosemid, hydrochlotothiazid, 
spironol, carvedilol and inhibace. Because of 
no clinical improvement, we decided to intro-
duce sildenafil 3 x 25 mg daily. After 4 weeks 
of such therapy we observed spectacular 
clinical improvement (NYHA class II). He lost 
5 kg of fluids, the circumference of his abdo-
men was smaller (85 cm), his post-surgical 
wound closed successfully, liver diminished 
(3 cm). He was discharged home on this 
therapy. After 3 months he lost another 14 
kg of fluid, and his abdomen progressed to 
be a smaller size. An oxygen consumption 

test consumption test improved from 14 ml/
kg/min initially to 28 ml/kg/min one year after 
sildenafil therapy. This clinical improvement 
persisted after 4 years of follow-up with only 
mild ascites and pleurothorax. Now he can 
continue his university studies. He refused 
control cardiac catheterization for assess-
ment of pulmonary pressure.2

Case Report  2

A seven year old boy with mitral atresia, 
single ventricle, malposition of great arter-
ies was treated from the beginning in our 
center. His body weight was 17,5 kg. In in-
fancy pulmonary artery banding and surgi-
cal atrial septectomy (Blalock-Henlon) was 
done.  Second operation – Glenn procedure 
without closure of pulmonary outflow from 
common ventricle was performed. During the 
subsequent six years he was doing relative-
ly well, without heart failure, with moderate 
desaturation (81%).  At the age of 7 years 
old, he was admitted to our department  for 
cardiac catheterization (qualification for Fon-
tan completion). This examination revealed 
increased mean pulmonary artery pressure 
(mPAP) - 22 mmHg, good pulmonary ar-
tery anatomy, and increased pulmonary ar-
tery flow due to opened SV-PA outflow. QP/
QS was calculated as 3/1. During the same 
catheterization pulmonary outflow (previ-
ous banding place) was closed with 5 mm 
Amplatzer Atrial Septal Occluder introduced 
through the right jugular vein. Control hemo-
dynamic assessment revealed no change in 
pulmonary artery pressure after device out-
flow closure. After the procedure  sildenafil 
was introduced  (2 x 12,5 mg/day) to prepare 
the pulmonary vascular bed for Fontan oper-
ation (elevated  mPAP pressure was the risk 
factor). He was also treated with captopril, 
spironol and carvetrend. After 6 months he 
was catheterized again. His pulmonary pres-
sure dropped more than half (mPAP 10 mm 
Hg), QP/QS was 0.43, PVR 2 Wood units. 
After 3 months he had a TCPC operation 
performed with extracardiac tunnel (18 mm). 
The post-operative period was complicated 
with Low Cardiac Output Syndrom and right 
pleurothorax which needed 2 pleurocentesis. 
During the next few days his clinical condi-
tion improved and he was discharged home 
17 days after operation on sildenafil (2 x 12,5 
mg) and standard medication (capropril, furo-
semid, spirinol, acenocumarol). He remains 
in good condition after 1 year of follow-up.3

Successful Chronic Treatment with Sildenafil in Two 
Patients with Functionally Single Ventricle After 
Fontan / Hemi-Fontan Procedures 

By Jacek Bialkowski, MD; Malgorzata 	
Szkutnik, MD

Introduction

Inspiration to write this article came from “A 
Cautionary Tale for Pediatric Cardiologists” 
by Dr. John W. Moore, recently published in 
Congenital Cardiology Today (CCT). “A Cau-
tionary Tale for Pediatric Cardiologists” by Dr. 
John W. Moore. In his excellent review of the 
book ”Immortal Bird” by Doron Weber, he de-
scribed the medical history and the history of 
medical relations of the family of the patient 
with functionally single ventricle, who had 
completed Fontan procedure.1 After a few 
”good“ years after surgery, the patient de-
veloped swollen testicles and had ruptured 
hernia due to development of Protein Losing 
Enteropathy (PLE). This patient had received 
albumin and IVIG infusions. He was also 
treated with steroids. Each of those thera-
pies provided only temporary improvements, 
but PLE was relentless. Finally, he received 
a heart transplant. Unfortunately, the patient 
died shortly thereafter at the age of 16 years 
old because of fulminate Post-Transplant 
Lympho Proliferative Disorder. In this paper 
many important questions and problems re-
lated with communications between patient, 
his family and medical staff are  described.

The aim of this paper is to describe two of our 
patients with single right ventricle after Fon-
tan / Hemi-Fontan operation whom we treat-
ed successfully with Sildenafil. In the history 
of the child described above, this method 
of treatment was not mentioned, and in our 
opinion, it changed a primarily poor progno-
sis to a positive one.

Case Report 1

A twenty-one year old male from another 
center was admitted to our department be-
cause of severe heart failure and protein los-
ing enteropathy (PLE) as a consequence of 
a failing Fontan. Initial diagnosis was mitral 
artesia, single ventricle and malposition of 
the great arteries. In infancy, pulmonary ar-
tery banding and surgical atrial septectomy 
(Blalock-Henlon) was performed. A second 
operation followed at the age of 4 years (he-
mi-Fontan), and one year later, completion 
of Fontan – total cavo pulmonary connection 
(TCPC), without fenestration was performed. 
During later follow-up the patient developed 

“The aim of this paper is to 
describe two of our patients 
with single right ventricle 
after Fontan / Hemi-Fontan 
operation whom we 
treated successfully with 
Sildenafil. In the history of 
the child described above, 
this method of treatment 
was not mentioned, and in 
our opinion, it changed a 
primarily poor prognosis to 
a positive one.”

http://www.CongenitalCardiologyToday.com
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Discussion

The administration of pulmonary vasodila-
tors such as sildenafil  has been shown to 
reduce elevated pulmonary artery pressure.4 
Goldberg et all5 suggested that manoeuvres 
which increase cardiac output and lower 
central venous pressure can improve Fon-
tan circulation. In case of PLE, with serum 
albumin level <2,0 g/dl, he recommended 
treatment with sildenafil, CD-budesonite or 
Fontan surgical revision or heart transplanta-
tion.  Moreover, the same author in a recently 
published paper showed that sildenafil may 
be a useful therapy to improve or maintain 
ventricular performance in selected patients 
after the Fontan operation.6 Our observations 
in patients presented here, as well as those 
of Deal and Jacobs,7 suggest that chronic 
pulmonary vasodilator therapy, in addition to 
chronic  diuretics, may become part of the 
routine long-term therapy in selected Fontan 
patients. Meadows and Jenkins8 in their com-
prehensive review summarized experience 
with evaluation, management and treatment 
of  PLE in 18 pts from Boston Children Hospi-
tal (without application of sildenafil). Our cas-
es and experience of  others9) indicate that 
sildenafil  can be used safely and effectively 
in the treatment of patients with failing Fon-
tan circulations. Interestingly Ovaert et al10 in 
her study failed to show significant improve-
ment after 3 months of treatment with bosen-
tan (another type of pulmonary vasodilator) 
in 10 patients with failing Fontan.
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leakage into the urine, which is a biomarker for early  renal impairment 
and future risk of  developing coronary  heart disease, according to 
Leonardo Trasande, MD, MPP, associate professor of  pediatrics, 
environmental medicine, and population health, and co-lead author of 
the study.

The study  adds to the growing concerns about BPA, which was recently 
banned by the U.S. Food and Drug Administration but is still used as an 
internal coating for aluminum cans. Manufacturers say  the chemical 
provides an antiseptic function, but studies have shown the chemical 
disrupts multiple mechanisms of human metabolism.

“While our cross-sectional study  cannot definitively  confirm that BPA 
contributes to heart disease or kidney  dysfunction in children, together 
with our previous study  of  BPA and obesity, this new data adds to 
already  existing concerns about BPA as a contributor to cardiovascular 
risk in children and adolescents,” says Dr. Trasande. “It further supports 
the call to limit exposure of  BPA in this country,  especially  in children,” he 
says. “Removing it  from aluminum cans is probably  one of  the best ways 
we can limit exposure. There are alternatives that manufacturers can 
use to line aluminum cans.”

Children in the United States are exposed to the chemical early  in life 
and surveys have shown that  by  age six nearly  92% of  children have 
some trace of  BPA in their urine. Its use has been banned in the 
European Union and Canada,  and in the United States for use in baby 
bottles and sippy  cups. Last September Dr. Trasande’s group published 
a study  showing a significant association between obesity  and children 
and adolescents with higher concentrations of  BPA in their urine in the 
Journal of the American Medical Association.

In the new study  Dr. Trasande, Teresa Attina, MD, PhD, MPH, and 
Howard Trachtman, MD, of  NYU School of  Medicine’s Department of 
Pediatrics, analyzed data on 710 children and adolescents aged 6 to 19 
collected in a national survey  to assess the health and nutritional status of 
adults and children in the United States. The data was from the 
2009-2010 National Health and Nutrition Examination Survey  (NHANES), 
which contained measurements on urinary  BPA, and a protein called 
albumin, which is not  normally  found in urine because the spaces in the 
glomerular membrane of  the kidney  are too small to allow protein 
molecules to escape. If  there is membrane damage as in some kidney 
diseases like glomerulonephritis, albumin can leak through into the urine.

The researchers controlled for risk factors such as hypertension, insulin 
resistance, elevated cholesterol,  exposure to tobacco smoke,  race/
ethnicity, caregiver education, poverty  to income ratio,  age, weight and 
gender in these children. Children with the highest amount of  BPA in their 
urine, compared to those with the lowest amount, had a higher albumin to 
creatinine ratio, a potential early  marker of  renal impairment and future risk 
of developing coronary heart disease, according to the study.

“While we excluded children with pre-existing kidney  disease from our 
analysis, I  am concerned that BPA exposure may  have even greater 
effects on children with kidney  disease,” says Dr. Trachtman, co-lead 
author of  the study.  “Because their kidneys are already  working harder to 
compensate and have limited functional reserve, they  may  be more 
susceptible to the adverse effects of  environmental toxins. We clearly 
need further study  of  BPA exposure and its effects on the kidney  both 
in healthy  children and in children who have pre-existing kidney 
disease.”

Adult Congenital Heart Disease (ACHD) 
Specialist

Opportunity
The Heart Center at Akron Children’s Hospital seeks a second adult 
congenital heart disease (ACHD) specialist to join an established, yet 
rapidly expanding program. Candidates with training or expertise in the 
care of adults with congenital heart disease and with appropriate board 
eligibility will be considered.  This outstanding opportunity is an academic/
clinical position with appointment at Northeast Ohio Medical University 
available.

Ranked a best children’s Hospital by US News and World Report in 
Cardiology and Heart Surgery, the Heart Center at Akron Children’s 
Hospital provides advanced cardiac care from the fetus to the adult with 
congenital heart disease.  Join a dedicated team of 10 pediatric 
cardiologists and 2 cardiovascular surgeons who are committed to 
providing extraordinary patient care and service to patients throughout 
northeast Ohio.

Hospital  Overview
Akron Children’s Hospital is the largest pediatric healthcare system in 
Northeast Ohio, serving over 600,000 patients each year.  With two free-
standing pediatric hospitals and 20 primary care offices, the Akron 
Children’s Hospital system provides services at nearly 80 locations across 
an urban, suburban and rural region of Ohio. The services and 
subspecialties at Akron Children’s Hospital span the entire scope of 
medical services available today – from routine and preventative care to 
emerging technologies in surgery and patient care.   

Akron Children’s is dedicated to family-centered care, and improving the 
treatment of childhood illness and injury through research at the Rebecca 
D. Considine Clinical Research Institute. Quality is a strategic focus of 
Akron Children’s Hospital through the Mark A. Watson Center for 
Operations Excellence, using tools such as Lean Six Sigma.

Community Overview
Akron Children’s Hospital is set in the beautiful Cuyahoga Valley, just 
minutes south of Cleveland.  From major league attractions to small-town 
appeal, the greater Akron area and Northeast Ohio has something for 
everyone. The area is rich in history and cultural diversity, and provides a 
stimulating blend of outstanding educational, cultural and recreational 
resources.  This four-season community will have outdoor enthusiasts 
thrilled with over 40,000 acres of Metro Parks for year round enjoyment.  
Northeast Ohio is gaining a reputation as a world-class center for research 
and development in a variety of high-tech industries, and has become a 
premiere destination to work, live, play, shop and dine!  

Candidates may submit their curriculum vitae to: 
Lori Schapel, FASPR

Akron Children’s Hospital
One Perkins Square
 Akron, OH 44308
(330) 543-5082

 or via e-mail to: lschapel@chmca.org  

Do You Use Medical Apps on Your Smartphone or Tablet?
Email us the names of some of your favorites and why. 

Send them to: apps@CCT.bz 
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Pediatric 
Interventional 
Cardiologist

The Boston Children's Heart 
Foundation of Boston Children's 
Hospital and Harvard Medical 
School is recruiting a pediatric 
interventional cardiologist to join a 
large, academic, and innovative 
practice. Candidates should be at the 
instructor or assistant professor 
level, should be board certified in 
pediatric cardiology, and should 
have completed advanced training 
in congenital heart  catheterization. 
This position will focus on clinical 
activity and will offer the 
opportunity to lead clinical research 
projects and train fellows. We are 
particularly seeking individuals with 
a track record of an active role in 
helping develop new devices/
procedures.  

Please send letters of application 
and CV to:

 
Audrey C. Marshall, MD, Chief, 

Invasive Cardiology, Boston 
Children’s Hospital

300 Longwood Avenue
Boston, MA, 02115
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Created with Linda Franck, RN, PhD, Chair of Family Health Care 
Nursing in UC San Francisco’s School of Nursing, the website, My 
Child is in Pain (http://mychildisinpain.org.uk) was created for parents 
of children ages two to six who want to know how to help manage 
their child’s post-operative pain.

“There are very few formal resources for parents to learn how to tell 
if their child is in pain and what they can do to relieve it,” said Franck.

Over 80%  of the more than 3 million children’s surgeries in the U.S. 
are performed on an outpatient basis, leaving parents to manage 
post-operative pain at home. But returning home can be scary when 
parents aren’t confident about how to determine if their child is in pain, 
and children aren’t equipped with the language skills to fully articulate 
how they are feeling. Franck’s research has shown that over 90% of 
children have pain two days after surgery and as many as 25% have 
pain four weeks after. Children with post-operative pain also were 
more likely to have problematic behaviors such as not sleeping, eat-
ing poorly, and being very anxious.

“Parents are not getting enough information or feeling comfortable 
using the information that’s out there to manage pain at home,” said 
Franck. “It became clear we needed to put together another resource 
using the best research evidence available and lots of parent input so 
that it was practical and useful for parents.”

Franck has dedicated her career to pioneering pain assessment and 
management techniques for acutely and chronically ill infants and 
children. Her research highlights the information needs of parents 
when their children are in pain, and suggests innovative strategies 
for enhancing the partnership between parents and professionals to 
ensure children receive optimal pain care. 

Through a series of videos, text and illustrations, the website helps 
parents understand how children respond to pain and guides them 
through how to tell if their child is in pain. It provides detailed informa-
tion and practical advice on some of the simple but effective things 
they can do to provide effective comfort and manage their child’s pain. 
The website also explains how pain is signaled to the brain, how com-
mon pain medications work, what times are best to administer the 
medication and what to do if it’s not working.  The site is funded by the 
United Kingdom based non-profit WellChild (www.wellchild.org.uk).

“When a child’s pain is well-managed, he or she usually recovers 
more quickly,” said Franck. “Simple comfort techniques can be very 
effective. Gently rocking and stroking their child can be soothing and 
help their child to relax, and when a child is relaxed and calm it can 
help the pain go away. Also, letting their child make some decisions 
can help them feel less anxious and more in control.”

The project team was based in the UK, led by Bernie Carter, PhD 
from the School of Health at the University of Central Lancashire, and 
including Lucy Bray, PhD from Edge Hill University and Nic Blackwell, 
PhD, from OCB Media.  

UCSF is a leading university dedicated to promoting health worldwide 
through advanced biomedical research, graduate-level education in 
the life sciences and health professions, and excellence in patient care.

Medical News, Products and Information
Children’s Hospital of Philadelphia Experts Present Findings 
in Pediatric Heart DIsease at the 2012 American Heart 
Association’s Scientific Sessions in Los Angeles

Serious Blood Flow Reversal after Heart Surgery in Children -- Car-
diac researchers have demonstrated that a combination of imaging 
techniques can identify a serious reversal of blood flow that occurs in 
some children after reconstructive surgery for complex heart defects. 
Using time-resolved gadolinium angiography (TWIST) and magnet-
ic resonance phase contrast velocity mapping (PC-MRI), Kevin K. 
Whitehead, MD, PhD and colleagues describe their experience in 
identifying blood flow reversal in children who have undergone supe-
rior cavopulmonary connections (SCPC) as part of the Fontan proce-
dure for single ventricle heart defects. Identifying flow reversal in the 
left pulmonary artery (LPA) and right upper lobe branch (RUL) pulmo-
nary artery is important, because these manifestations of systemic to 
pulmonary arterial collateral flow (CollF) may result in poor outcomes 
for these patients. A failure to recognize LPA or RUL flow reversal 
may also cause clinicians to significantly underestimate CollF. The 
researchers reviewed 112 SCPC patients who had CollF quantified 
by MRI, and were able to readily identify LPA or RUL flow reversal in 
7% of these patients. The CollF burden was much higher for patients 
with flow reversal than in those without flow reversal.

Decreasing Mortality of Ventricular Assist Devices at Children’s Hos-
pitals from 2000 to 2010: Improvement at a Cost -- Co-morbid Heart 
Failure Is Linked to Increased Mortality in Single-Ventricle Patients 
-- More than one in 10 children with single-ventricle heart disease 
may also be hospitalized with co-morbid heart failure. A retrospective 
review by Joseph W. Rossano, MD, and colleagues at CHOP found 
that this little-studied patient population has a higher mortality rate 
and longer length of stay (LOS) than single-ventricle children not hos-
pitalized for heart failure. The researchers analyzed data from 2000, 
2003 and 2006 in the Health Care Cost and Utilization Project Kids 
Inpatient Database, a nationwide sampling of pediatric hospitaliza-
tions. The analysis included 732 heart failure-related hospitalizations 
(HFRH) among single-ventricle patients in 2000 and 1,168 HFRH in 
2006. HFRH patients had LOS nearly twice as long as non-HFRH 
patients, and their mortality was 50% higher. The HFRH group also 
had higher rates of morbidities, such as arrhythmias, sepsis and re-
spiratory failure. Non-cardiac morbidities such as cerebrovascular 
disease, acute renal failure, sepsis and the use of extracorporeal 
membrane oxygenation (ECMO) were independently associated with 
hospital mortality.

New Website Helps Parents Manage Children’s Pain After Surgery

When a young child has surgery, parents rely on doctors and nurses 
for advice on how to prepare and support children during the pro-
cedure and immediately afterwards. But once that child gets home, 
parents are left with little guidance on how to best help their children 
cope with pain.

A new website hopes to fill that information gap, and give parents the 
framework for how to be more effective caregivers for children after 
surgery.  

Program topics will include management strategies of 
acute heart failure syndromes, methods of hemodynamic 
and physiologic monitoring, renal protective techniques, 
and updates on mechanical circulatory support in children.

When: October 10-12, 2013
Where: Houston Texas
Website: http://www.texaschildrenshospital.org/phfs2013/

http://mychildisinpain.org.uk
http://www.wellchild.org.uk
http://www.texaschildrenshospital.org/phfs2013/
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ICUs for Newborns in Nine States See Sharp Drop in 
Bloodstream Infections

Newswise — Central Line Associated Bloodstream Infections (CLAB-
SIs) in newborns were reduced by 58%  in less than a year in hospital 
neonatal intensive care units (NICUs) participating in an Agency for 
Healthcare Research and Quality (AHRQ) patient safety program. 
Frontline caregivers in 100 NICUs in nine states relied on the pro-
gram’s prevention practice checklists and better communication to 
prevent an estimated 131 infections and up to 41 deaths and to avoid 
more than $2 million in health care costs.

CLABSIs are Healthcare-Associated Infections (HAIs) that cause se-
rious illness and death in infants as well as adults. A central line is a 
tube (catheter) that goes into a patient’s vein or artery and ends in the 
central bloodstream. In newborns, especially premature infants, cen-
tral lines can remain in place for weeks or months to provide nutrients 
and medications as babies become able to function on their own.

Health care teams in the project states, caring for a total of 8,400 
newborns, used AHRQ’s Comprehensive Unit-based Safety Program 
(CUSP) to improve safety culture and consistently implement cathe-
ter insertion and maintenance guidelines. CUSP is customizable and 
helps hospitals understand and apply the science of safety and take 
actions to improve teamwork and communications. This 11-month 
project used CUSP to help clinical teams focus on safe practices and 
appropriate steps when using central lines based on guidelines from 
the Centers for Disease Control and Prevention.

Each state-based team was led by a neonatologist who worked with 
the state’s hospital association to implement the project. When the 
project began, participating NICUs had an overall infection rate of 
2.043 per 1,000 central line days. At the end of the project, that rate 
was reduced to 0.855 per 1,000 central line days, a relative reduction 
of 58%. For more information on how NICUs achieved this reduction, 
visit www.ahrq.gov/qual/clabsi-neonatal/.

“The CUSP framework brings together safety culture, teamwork and 
best practices—a combination that is clearly working to keep these 
vulnerable babies safer,” says AHRQ Director Carolyn M. Clancy, MD. 
“These remarkable results show us that, with the right tools and dedi-
cated clinicians, hospital units can rapidly make care safer.”

The nine-state project in NICUs is part of a larger AHRQ-funded ef-
fort to implement CUSP to prevent CLABSIs nationwide. Preliminary 
results of the larger project were announced in September 2012; final 
results from the national implementation project are now available 
and show that CLABSIs were reduced by 41 percent in adult ICUs. 
The final report is available at www.ahrq.gov/qual/clabsi-final/.

AHRQ provided funding to the Health Research & Educational Trust 
(HRET), the educational arm of the American Hospital Association 
(AHA), to conduct both projects. For the NICU project, HRET part-
nered with the Perinatal Quality Collaborative of North Carolina and 
the Missouri Center for Patient Safety to support Colorado, Florida, 
Hawaii, Massachusetts, Michigan, New Jersey, North Carolina, South 
Carolina and Wisconsin.

“The successes of the project are proof that a great deal of improve-
ment can happen in a relatively short timeframe,” says Maulik S. 

The researchers concluded their analysis by 
emphasizing the need for further research on 
environmental chemicals and cardiovascular 
disease, noting that further study  may  well 
transform our understanding “from one that 
focuses on dietary  risks to an approach that 
recognizes the role of  environmental chemical 
factors that may  independently  impart the risk 
of  future cardiovascular disease.”

Authors: Leonardo Trasande, MD, MPP, 
Associate Professor, Departments of 
Pediatrics, Environmental Medicine and 
Population Health, NYU School of  Medicine, 
Associate Professor of  Health Policy, NYU 
Wagner School of  Public Service and 
associate professor of  public health, NYU 
Steinhardt School of  Culture, Education and 
Human Development; Teresa Attina, MD, 
PhD, Departments of  Pediatrics, and 
Medicine; and Howard Trachtman, MD, 
Professor of  Clinical Pediatrics, Department of 
Pediatrics.

Funding: Funding was provided by  KiDS of 
NYU.

Most Physicians Don’t Meet Quality 
Reporting Requirements

Newswise — Washington, DC – A new 
Harvey  L. Neiman Health Policy  Institute 
study  shows that fewer than one-in-five 
healthcare providers meet Medicare 
Physician Quality  Reporting System (PQRS) 
requirements. Those that meet  PQRS 
thresholds now receive a 0.5% Medicare 
bonus payment. In 2015, bonuses will be 
replaced by  penalties for providers who do 
not meet PQRS requirements. As it  stands, 
more than 80% of  providers nationwide would 
face these penalties.

Researchers analyzed 2007-2010 PQRS 
program data and found that nearly  24% of 
eligible radiologists qualified for PQRS 
incentives in 2010 — compared to 16% for 
other providers. The Neiman Institute study  is 
published online in the Journal of the 
American College of Radiology.

“Near term improvements in documentation 
and reporting are necessary  to avert 
widespread physician penalties. As it  stands, 
in 2016, radiologists collectively  may  face 
penalties totaling more than $100 million. 
Although not a specific part of  this analysis, 
penalties for nonradiologists could total well 
over $1 billion,” said Richard Duszak, MD, 

Chief  Executive Officer and Senior Research 
Fellow of  the Harvey  L. Neiman Health Policy 
Institute. “Compliance with PQRS requirements 
has improved each year, but more physicians 
need to act now: their performance in 2013 will 
dictate penalties for 2015.”

To read the study, visit: http://bit.ly/UmOQ3o

American College of Cardiology to Partner 
with Hospitals Nationwide for National 
Heart Health Screening Day
 
Through its CardioSmart patient initiative, The 
American College of  Cardiology  (ACC) is 
collaborating with hospitals nationwide to offer 
free heart health screenings to local residents. 
The ACC’s CardioSmart Initiative is a patient-
centered program that encourages patients to 
play an active role in their own heart health.
 
“To reduce their risk of  heart  disease, people 
need to learn what the risk factors are,  know 
their individual numbers associated with those 
risks and know how to improve those 
numbers if  needed,” said CardioSmart Chief 
Medical Expert JoAnne M. Foody, MD, FACC. 
“Lifestyle changes, like eating healthy  and 
being active, that are implemented today  can 
make a measurable difference in a person’s 
risk for heart disease in the future.”
 
In each screening location, CardioSmart 
educational materials will be available and 
nurses will be on hand to offer body  mass 
index measurements,  glucose (non-fasting) 
level testing, cholesterol tests, blood pressure 
tests and waist circumference measurements. 
Participants will also have the opportunity  to 
speak with a local cardiologist.
 
For more information on CardioSmart, visit 
www.CardioSmart.org.

Standard Written Checklists Can Improve 
Patient Safety During Surgical Crises

Newswise — When doctors, nurses and other 
hospital operating room staff  follow a written 
safety  checklist to respond when a patient 
experiences cardiac arrest, severe allergic 
reaction, bleeding followed by  an irregular 
heart beat or other crisis  during surgery,  they 
are nearly  75%  less likely  to miss a critical 
clinical step, according to a new study  funded 
by  the US Department of  Health and Human 
Services’ Agency  for Healthcare Research 
and Quality.

BE/BC Non-Invasive 
Pediatric Cardiologist

Lancaster General Health Pediatric 
Specialist is  seeking a second BE/BC 
non-invasive pediatric cardiologist to join 
our expanding team. The practice has 
state-of-the art equipment including digital 
echocardiography, exercise laboratory 
and electronic medical record. The ideal 
candidate will be skilled in Cardiac MRI, 
Transesophageal and 3D echo. Skill and 
interest in Fetal Echocardiography  is 
desirable. Clinical services are provided at 
the free standing Lancaster General 
Women and Babies Hospital and the in-
patient pediatric unit at Lancaster General 
Hospital. The Women and Babies Hospital 
does over 4,200 deliveries per year and 
has both NICU and MFM services. 
Outpatient practice is supported by  a 
Nurse Practitioner. On-call responsibilities 
are supported by remote technology.

Located 65 miles west of  Philadelphia, 
Lancaster, PA. was named by  USA Today 
as the US city  where people had the best 
overall sense of  well-being in Feb. of 
2012. The historic mid-sized city  is known 
for excellent  school systems, easy 
commutes and low cost of  living and has 
an active arts community. Central East 
Coast location provides easy  access to 
Washington, D.C.,  Baltimore and New 
York.

This employed position receives complete 
benefits package including 100% provided 
malpractice insurance, free long term 
disability  and life insurance, low cost 
wellness focused medical insurance and 
PTB package. Family  relocation services 
are provided including moving cost.

For further information please review 
www.LancasterDoctors.org  

or contact
Linda Hoppes, RN, BSN, Manager, 

Physician Recruitment, 
Lancaster General Health 

via e-mail:  LDHoppes@lghealth.org
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Southwest Healthcare System Selects Digisonics CVIS

California-based Southwest  Healthcare System recently  selected 
Digisonics as the Cardiovascular Information System (CVIS) Solution for 
Inland Valley  Medical Center in Wildomar, Calif.  and Rancho Springs 
Medical Center in Murrieta, Calif.   

The Digisonics CVIS will enable clinicians at the facility  to quickly  create 
structured reports for their adult  and pediatric echo studies. Users will 
also have fully  functional remote reading capabilities through the secure 
web-based DigiNet Pro application for anywhere, anytime access to the 
complete CVIS. Southwest  Healthcare will also implement the 
Digisonics Search Package, a comprehensive, user-configurable search 
engine. This powerful tool allows the facility  to quickly  set  up search 
criteria to extract clinical information for use in research, compile 
statistics required for accreditation and generate management reports to 
target areas for productivity and efficiency. 

HL7 interfaces for Orders In and Results Out will create a fully  electronic 
workflow between Digisonics and the hospital’s Cerner Millennium 
System. DICOM Modality  Worklist and DataLink modules will automate 
transfer of  patient biometry  to and from the Medical Center’s Philips 
ultrasound machines with the Digisonics CVIS, significantly  reducing 
manual data entry  time. Digisonics DigiServ, a multi-site server, will 
provide storage and communication management for the enterprise-
wide system.  As a result,  Southwest Healthcare will benefit  from a 
seamless cardiology  workflow with improved efficiency, accuracy  and 
turnaround times.

The DigiView Cardiology  PACS and Structured Reporting System, 
ranked Best in KLAS in the 2008, 2009, 2010, 2011and 2012 Top 20 
Best in KLAS Awards: Software & Professional Services reports for the 
Cardiology  market segment,  combines high performance image review 
workstations, a powerful PACS image archive, an integrated clinical 
database, comprehensive measurements and calculations package, and 
highly  configurable reporting for cardiovascular modalities.  The DigiNet 
Pro add-on option provides users with fully  functional web-based access 
to their cardiovascular studies from anywhere at any  time. For further 
information, please contact: James Devlin at Digisonics, Inc. 
jdevlin@digison.net or visit www.digisonics.com.  

BPA Linked to Potential Adverse Effects on Heart and Kidneys in 
Children and Adolescents

Newswise — Exposure to a chemical once used widely  in plastic bottles 
and still found in aluminum cans appears to be associated with a 
biomarker for higher risk of  heart and kidney disease in children and 
adolescents, according to an analysis of  national survey  data by  NYU 
School of  Medicine researchers published in the January  9, 2013, online 
issue of Kidney International, a Nature publication.

Laboratory  studies suggest that even low levels of  bisphenol A (BPA) like 
the ones identified in this national survey  of  children and adolescents 
increase oxidative stress and inflammation that promotes protein 

Medical News, Products 
and Information

Help Congenital  Cardiology Today Go Green!
How: Simply change your subscription from print to the PDF, and get it electronically. 
Benefits Include: Receive your issue quicker; copy text and pictures; hot links to authors, recruitment ads, 
sponsors and meeting websites; plus, the issue looks exactly the same as the print edition.
Interested?  Simply send an email to Subs@CCT.bz, putting “Go Green” in the subject line, and your 
name in the body of the email.
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Pediatric Cardiology Division Chief

The Department of  Pediatrics at the Wake Forest University 
School of  Medicine (WFUSM) in Winston Salem, North Carolina, 
is recruiting a full-time section head (chief) for the division of 
Pediatric Cardiology. The ideal candidate will be a board certified 
cardiologist with training and experience in providing leadership, 
as well as clinical, academic and service excellence. The 
candidate should have already  achieved the rank of  associate or 
full professor, or be qualified for promotion to the rank of  associate 
professor in the department of  Pediatrics. In addition to proven 
leadership abilities, a strong record of  research or academic 
success is required.

The Children’s Heart Program at Brenner Children’s Hospital 
functions as a service-line enterprise with support from the 
hospital administration. The chief  of  cardiology  will be responsible 
for providing clinical oversight and supporting the academic 
growth of  the current faculty  of  eight and will also function in 
collaboration with the director of  the Children’s Heart Program 
(one of  the two CT surgeons, who is ABTS certified in congenital 
heart surgery), the vice-president of  Brenner Children’s Hospital, 
and the chair of  the department of  Pediatrics, to formulate the 
strategic vision for growth of  the program. This is a major 
leadership position for our Children’s Hospital and consequently, 
the successful candidate will receive appropriate support, 
including an opportunity  to recruit other essential team members 
as needed and develop required programs. We want this 
important recruit to be successful in helping us achieve our 
strategic goals  of  becoming the recognized center of  excellence 
for congenital heart care in Western North Carolina, as well as 
their own goals to be recognized as a successful leader in 
academic pediatric cardiology. An interest in and track record of 
teaching medical students, residents and fellows is required.  We 
are in the process of  submitting our PIF for a pediatric cardiology 
fellowship.  

Winston Salem offers a lifestyle that is tough to beat a short 
commute, low cost  of  living, excellent school choices, diverse 
cultural amenities a wonderful place to live and raise a family.  
The city  is home to Wake Forest University, one of  the country’s 
top academic institutions. We are conveniently  located close to 
beautiful recreational lakes, just over an hour to the NC mountains 
and three to four hours to the Carolina beaches.  

Wake Forest University  Baptist Medical Center is an affirmative 
action and equal opportunity  employer with a strong commitment 
to achieving diversity among its faculty and staff.

Interested candidates should contact:   

Bill Selvey
WilliamLaine, Inc.

direct 404-495-9411, toll free 877-231-8379
bselvey@williamlaine.com 

http://www.ahrq.gov/qual/clabsi-neonatal/
http://www.ahrq.gov/qual/clabsi-final/
mailto:info%40caheartconnection.org?subject=
mailto:bselvey%40williamlaine.com?subject=
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Joshi, DrPH, president of HRET and senior VP of the AHA. “We are 
excited by the outcomes of the collaboration, and we look forward to 
applying what we’ve learned about leveraging existing infrastructures 
to spread improvement in ongoing and future projects.”

AHRQ’s HAI Program contributes to the U.S. Department of Health 
and Human Services’ National Action Plan to Prevent Healthcare-As-
sociated Infections (www.hhs.gov/ash/initiatives/hai/index.html) and 
the Partnership for Patients (www.healthcare.gov/compare/partner-
ship-for-patients), which offer a coordinated approach to making care 
safer by drawing on the strengths and expertise of the HHS agencies.

Details about AHRQ’s CUSP projects, including a report on the NICU 
project and the final report from the national implementation project, 
are available a www.ahrq.gov/qual/hais.htm. AHRQ’s CUSP toolkit, 
which was developed from the national implementation project and 
used in the NICU project, is available at www.ahrq.gov/cusptoolkit/.

Hospital Readmissions: A Look at Pediatric Hospitals’ 
Striking Differences in 30-Day Readmission Rates May Inform 
Prevention Efforts

Unintended hospital readmissions have become a key quality-of-care 
indicator, prompting penalties to adult hospitals with a high rate of pa-
tient readmissions within 30 days. Using national data, a study led by 
Boston Children’s Hospital looked at readmission rates at dedicated 
pediatric hospitals and found great variability. Findings appear in the 
January 23/30 issue of JAMA, accompanied by an editorial.

The researchers believe there may be several reasons for the varied 
readmission rates, including differences in hospital care, follow-up 
care outside of the hospital, and community and family factors that 
may influence child health.

“Some hospitals and their local health systems had very low readmis-
sion rates for diseases that, on average, tend to have much higher 
rates,” says first author Jay Berry, MD, MPH, a pediatrician in the 
Complex Care Service at Boston Children’s Hospital. “We want to 
know whether there is something these hospitals and systems are 
doing to more effectively transition their children home.”

Berry, senior investigator Mark Schuster, MD, PhD, Chief of General 
Pediatrics at Boston Children’s Hospital, and their colleagues ana-
lyzed 568,845 admissions to 72 large tertiary-care children’s hospitals 
from July 2009 through June 2010. They used data from the National 
Association of Children’s Hospitals and Related Institutions (NACH-
RI) Case Mix, adjusting hospitals’ readmission rates for chronic con-
ditions that increase the risk of re-hospitalization. (NACHRI is part of 
what’s now called the Children’s Hospital Association.)

Overall, 6.5% of children had apparently unplanned readmissions to 
the hospital within 30 days of discharge, and of these, 39% were re-
admitted within 7 days. By contrast, reported readmission rates at 
adult hospitals range from 20 to 25%. Two-thirds of readmissions 
were in children with at least one chronic condition; for certain medi-
cal conditions, readmission rates were as high as 23%.

The 30-day readmission rates varied among the 72 hospitals, ranging 
from 4.6 to 8.5. Other findings:
•	 Readmission rates were 6.9% for patients with public insurance 

Pediatric Cardiology Generalist 
Job # 1395764
Location: Corpus Christi, Texas

Driscoll Children’s Heart Center (DCHC) is  enhancing its 
team and has an opportunity  for a pediatric cardiology 
generalist, with expertise in all aspects of  care of  congenital 
heart disease. A board certified/eligible physician leader is 
needed to join our team. Primary  responsibilities would be 
outpatient clinics,  but call responsibility  will also be required. 
Excellent support staff  is available including, nursing, 
echocardiographic technologists  and Spanish translators. 
This is an exciting opportunity  to be a member of  our group 
consisting of  an invasive pediatric  cardiologist,  an 
electrophysiologist, 3 pediatric heart surgeons and 6 
noninvasive cardiologists  and 4 fetal/maternal specialists. 
DCHC has an integrated heart center consisting of  a hybrid 
cardiac catheterization lab,  two cardiovascular operating 
rooms and echo labs with full digital capabilities. The 
hospital has all pediatric subspecialties and has a welcoming 
low stress environment. Fluency  in Spanish is  desirable but 
not necessary.

Pediatric Cardiology Generalist 
Job # 1395763
Location: Corpus Christi, Texas

Driscoll Children’s Heart Center (DCHC) is  enhancing its 
team and has an opportunity  for a pediatric non-invasive 
cardiologist,  with experience in all aspects of  care of 
congenital heart disease. A board certified pediatric 
cardiologist is needed to guide this busy  clinic  in South 
Texas which is affiliated with DCHC. Excellent support  staff 
is available including, nursing, echocardiographic 
technologists and Spanish translators  at  this site. This is an 
exciting opportunity  to be a leader within the group 
consisting of  an invasive pediatric  cardiologist,  an 
electrophysiologist, 3 pediatric heart surgeons and 5 
noninvasive cardiologists. DCHC has an integrated heart 
center consisting of  a hybrid cardiac catheterization lab, two 
cardiovascular operating rooms and echo labs with full 
digital capabilities. Fluency  in Spanish is desirable but  not 
necessary.

Contact Information
Refer to TItle and Job Code

Annette Shook, Executive Director, Physician Relations 
and Recruitment 

wp: 361 694 6807; cp: 361 877 7259 
email: annette.shook@dchstx.org 

John R. Brownlee MD, Medical Director
wp: 361 694 5082 cp: 361 438 6002

email: john.brownlee@dchstx.org 

no contacts from recruitment firms accepted
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Letters to the Editor
Congenital Cardiology Today welcomes and encourages Letters 
to the Editor. If you have comments or topics you would like to 

address, please send an email to: LTE@CCT.bz, and let us know 
if you would like your comment
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(e.g., Medicaid), 5.9% for those with private insurance and 4.5% 
for those with no insurance.

•	 Rates ranged from 5.4% for children with one chronic condition 
to 17% for those with four or more.

•	 Ten conditions accounted for the highest readmission rates: 
anemia/neutropenia, ventricular shunt procedures, sickle-cell 
crisis, seizures, gastroenteritis, upper respiratory infection, 
pneumonia, appendectomy, bronchiolitis and asthma. 

•	 Children with the above 10 conditions accounted for 28% of all 
readmissions. Their readmission rates were 17 to 66% higher 
in hospitals with higher-than-average readmission rates than in 
low-readmission hospitals.

•	 Readmission rates were higher for patients with longer hospital 
stays, from 4.6% for patients with a 1- to 2-day stay to 11.2% for 
patients with stays of 7 days or longer.

“Some readmissions cannot be prevented, but various efforts to re-
duce readmissions by providing better supports for families have 
been successful at bringing rates lower,” notes Schuster. “The varia-
tion we found in readmission rates at different hospitals suggests that 
there is room to improve. The effort, though, will involve more than 
just hospitals. Community clinicians and organizations have a role to 
play as well.  Parents also need support in being able to stay home 
with their recuperating children.” 

“Let’s put the child and family first,” says Berry. “There are some chil-
dren with complicated medical needs who have really high readmis-
sion rates. Let’s figure out what’s going on and see if there is an op-
portunity to make their care transitions better.”

The study was funded by the Agency for Healthcare Research and 
Quality, the Centers for Medicare and Medicaid Services, and the Eu-
nice Kennedy Shriver National Institute of Child Health and Human 
Development.

Abnormal Growth Regulation May Occur in Children with Heart 
Defects 

The poor growth seen in children born with complex heart defects 
may result from factors beyond deficient nutrition. A new study by 
pediatric researchers suggests that abnormalities in overall growth 
regulation play a role.

“When compared with their healthy peers, children with congenital 
heart disease have impaired growth, as measured in weight, length, 
and head circumference,” said senior author Meryl S. Cohen, MD, a 
pediatric cardiologist in the Cardiac Center at The Children’s Hospital 
of Philadelphia. “We investigated patterns of poor growth in these chil-
dren, as a starting point in guiding us toward more effective treatments.”

The study appeared as an online article in the January 2013 issue of 
Pediatrics.

The researchers performed a retrospective analysis of medical re-
cords of 856 children with Congenital Heart Ddisease (CHD), com-
pared to 7,654 matched control subjects. All the children were mea-
sured up to age 3, and all were drawn from the healthcare network of 
The Children’s Hospital of Philadelphia.

Despite years of  research into DMD and other forms of  muscular 
dystrophy, medical advances have been limited.  Perhaps the biggest 
impact came more than a decade ago, when steroid therapy  began to 
be used extensively  to prolong skeletal muscle.  Then, in 2005, Drs. 
Jefferies and Towbin published a study  predicting when patients  would 
develop cardiac disease, allowing earlier intervention to occur.
 
Approximately  2,500 individuals are born around the world each year 
with DMD. By  the age of  21,  100% of  patients with DMD have dilated 
cardiomyopathy, a disease of the heart muscle.
 
Ventricular assist devices are mechanical pumps implanted in the chest 
to help a weakened heart pump blood to the body.  They  are often used 
as a bridge to transplant, delaying the need for transplant until a suitable 
heart can be located. Although patients with Duchenne are not 
candidates for heart transplant, this doesn’t mean that assist devices 
can’t be seen as bridges to more advanced care.
 
Current research is looking at whether stem cell therapy  might be used 
to increase the heart’s ability  to squeeze and better pump blood.  
Researchers are examining whether bone marrow cells can be injected 
into the heart and replace cells that are not working properly.  
Researchers are hoping that VADs can be used until stem cell therapy 
becomes a reality.

Additional information can be found at www.cincinnatichildrens.org.

New Weill Cornell Study Provides Compelling Evidence that 
Commercially Available Electronic Health Records Are Associated 
with Better Physician Performance

Newswise — A new study  by  Weill Cornell Medical College researchers, 
published in the Journal of General Internal Medicine,  provides 
compelling evidence that electronic health records (EHRs) enhance the 
quality  of  patient care in a community-based setting with multiple payers, 
which is representative of  how medicine is generally  practiced across 
the United States.

The use of  EHRs is on the rise, in part because the federal government 
has invested up to $29 billion in incentives promoting the meaningful use 
of  these systems, with the aim of  tracking and improving patient 
outcomes. Previous studies have provided conflicting evidence about 
the impact of  EHRs, and until now it had been not clear whether they 
improved the quality  of  patient care, particularly  in typical communities 
that use commercially available systems.

"The previous studies on the effects of  electronic health records in the 
outpatient setting have been mixed," says the study's lead investigator, 
Dr.  Lisa M. Kern, Associate Professor of  Public Health and Medicine at 
Weill Cornell Medical College. "This is one of  the first studies to find a 
positive association between the use of  EHRs and quality  of  care in a 
typical community-based setting, using an off-the-shelf  electronic health 
record that has not been extensively  tailored and refined. This increases 
the generalizability of these findings."

"This study  starts to grow the evidence that  the use of  these systems 
can systematically  improve the quality  of  care, although their maximum 
value likely  lies in their ability  to support new health care delivery 
models," says the study's senior investigator Dr.  Rainu Kaushal, Director 
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PEDIATRIC CARDIOLOGIST

The Department of  Pediatrics and the Section of 
Pediatric Cardiology at Yale University School of 
Medicine are seeking a board eligible/certified faculty 
member in pediatric cardiology with training and 
expertise in general cardiology. Clinical activities will 
take place primarily at the Bridgeport campus of Yale-
New  Haven Children's Hospital in a well established 
non-invasive practice and in addition to patient care 
will have responsibility for teaching medical students 
and house staff. This candidate should have 
experience in transthoracic as well as fetal 
echocardiography. This recruitment will be as a 
clinician and includes a competitive salary and benefit 
package and will start on July 1. Deadline for applying 
is 12/31/12.  

Candidates should send a curriculum vitae and a list 
of professional references to:

William Hellenbrand MD
Chief, Pediatric Cardiology Department of Pediatrics 

c/o Mary Fiasconaro
Yale University School of Medicine
333 Cedar Street, PO Box 208064

New Haven, CT 06520-8064
Phone: 203-785-2337

Fax: 203-737-2786
Email: william.hellenbrand@yale.edu

  Mary.fiasconaro@yale.edu

Yale University is an equal  opportunity affirmative action 
employer. Minority and female candidates are encouraged 
to apply.

10/3/12 
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ACHA - 6757 Greene Street, Suite 335 - Philadelphia, PA, 19119 
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A nonprofit organization which seeks to improve the quality of life and extend 
the lives of congenital heart defect survivors.
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Within weeks of birth, the children with CHD 
had significant deficits in weight, length and 
head circumference, compared to matched 
controls without CHD. The largest differ-
ences in weight occurred at 4 months of age. 
Among the 856 children with CHD, the 248 
who required surgical repair were much more 
likely to be below the 3rd percentile in weight, 
length and head circumference during early 
infancy, and their growth by age 3 did not 
catch up with that of their healthy peers.

In the 608 children with CHD who did not re-
quire surgery, growth differences were not as 
pronounced, but even their growth patterns 
lagged behind those of healthy controls.

Findings suggest impaired growth in children 
with CHD at least partly affected by factors 
unrelated to nutrition.

Researchers already knew that children with 
CHD have an increased risk for poor growth, 
but this analysis provides a fuller picture of 
the problem. Cohen observed that in the 
general population, when caloric intake is in-
sufficient, an infant’s weight is usually affect-
ed first, followed by length and head circum-
ference. “The fact that all three parameters 
changed simultaneously rather than sequen-
tially supports the idea that impaired growth 
in children with heart disease is affected at 
least in part by factors unrelated to nutrition.”

She added that further studies should inves-
tigate the possible roles of growth hormones 
and other physiologic factors that affect 
growth regulation in children with CHD.  

Cohen’s co-authors were first author Carrie 
Daymont, MD, of the University of Manitoba, 
Ashley Neal, MD, of Children’s Hospital Bos-
ton, and Aaron Prosnitz, MD, of Yale-New 
Haven Children’s Hospital. All were at The 
Children’s Hospital of Philadelphia when the 
research was performed.

“Growth in Children with Congenital Heart 
Disease,” Pediatrics, Jan. 2013, pp. e236-
e242.

Annual meeting of the Association for 
European Paediatric and Congenital 
Cardiology (AEPC), London 2013

The Association for European Paediatric and 
Congenital Cardiology (AEPC) was founded 
in Lyon in 1963 and over the years has cre-
ated a network of specialists working in the 
same field. The mission of AEPC is to pro-

mote knowledge of the normal and diseased 
heart and circulation and to exchange knowl-
edge and provide a forum for continuous 
education.

There are over 1000 members who include 
paediatric cardiologists and other specialists 
working in the field of paediatric cardiology 
and its related disciplines.  AEPC is there-
fore the largest democratically administered 
global association in the field of congenital 
cardiology, and now has members from all 
the continents.  The official journal of the As-
sociation is Cardiology in the Young.  AEPC 
has encouraged collaboration with many as-
sociations around the world and has close 
relationship with European Society of Cardi-
ology (ESC). 

There are 11 Working Groups of the AEPC 
representing different subspecialties of pae-
diatric and congenital cardiology (including a 
GUCH Task Force).  These groups collabo-
rate and facilitate research in closely related 
fields.  They also work closely with the or-
ganisers of the annual AEPC meetings to 
develop a top quality scientific programme.

AEPC holds an annual meeting in the third 
week of May and the meeting rotates in differ-
ent European countries.  The meeting tradi-
tionally includes an Update/Teaching course 
organised by different Working Groups.  This 
year, the 47th Annual AEPC meeting is be-
ing held on 22-25 May 2013 at the Hilton 
London Metropole Hotel, London, UK.  Lon-
don is a vibrant, multicultural city, with many 
tourist attractions.  This is the first time that 
the AEPC meeting is being held in London 
and over 1000 attendees from all parts of 
the world are expected to attend, providing 
an excellent opportunity to share up to date 
knowledge and networking with colleagues. 

This year the meeting will begin on Wednes-
day 22nd May with the Update course or-
ganising by the AEPC Imaging and Surgi-
cal Working Groups.  This will be followed 
by the official start to the meeting with the 
prestigious Edgar Mannheimer lecture, given 
this year by Professor John Hess from Mu-
nich, Germany.  He will be talking on “Im-
pact of changing patterns and technologies 
for congenital heart disease on long term 
outcomes”.  The main meeting includes Ple-
nary sessions and other sessions organised 
by various AEPC Working Groups, abstract 
presentations, moderated poster and other 
poster presentations and several industry 
sponsored symposia.  An important scientific 
part of the meeting includes collaboration 

The researchers concluded their analysis by 
emphasizing the need for further research on 
environmental chemicals and cardiovascular 
disease, noting that further study  may  well 
transform our understanding “from one that 
focuses on dietary  risks to an approach that 
recognizes the role of  environmental chemical 
factors that may  independently  impart the risk 
of  future cardiovascular disease.”

Authors: Leonardo Trasande, MD, MPP, 
Associate Professor, Departments of 
Pediatrics, Environmental Medicine and 
Population Health, NYU School of  Medicine, 
Associate Professor of  Health Policy, NYU 
Wagner School of  Public Service and 
associate professor of  public health, NYU 
Steinhardt School of  Culture, Education and 
Human Development; Teresa Attina, MD, 
PhD, Departments of  Pediatrics, and 
Medicine; and Howard Trachtman, MD, 
Professor of  Clinical Pediatrics, Department of 
Pediatrics.

Funding: Funding was provided by  KiDS of 
NYU.

Most Physicians Don’t Meet Quality 
Reporting Requirements

Newswise — Washington, DC – A new 
Harvey  L. Neiman Health Policy  Institute 
study  shows that fewer than one-in-five 
healthcare providers meet Medicare 
Physician Quality  Reporting System (PQRS) 
requirements. Those that meet  PQRS 
thresholds now receive a 0.5% Medicare 
bonus payment. In 2015, bonuses will be 
replaced by  penalties for providers who do 
not meet PQRS requirements. As it  stands, 
more than 80% of  providers nationwide would 
face these penalties.

Researchers analyzed 2007-2010 PQRS 
program data and found that nearly  24% of 
eligible radiologists qualified for PQRS 
incentives in 2010 — compared to 16% for 
other providers. The Neiman Institute study  is 
published online in the Journal of the 
American College of Radiology.

“Near term improvements in documentation 
and reporting are necessary  to avert 
widespread physician penalties. As it  stands, 
in 2016, radiologists collectively  may  face 
penalties totaling more than $100 million. 
Although not a specific part of  this analysis, 
penalties for nonradiologists could total well 
over $1 billion,” said Richard Duszak, MD, 

Chief  Executive Officer and Senior Research 
Fellow of  the Harvey  L. Neiman Health Policy 
Institute. “Compliance with PQRS requirements 
has improved each year, but more physicians 
need to act now: their performance in 2013 will 
dictate penalties for 2015.”

To read the study, visit: http://bit.ly/UmOQ3o

American College of Cardiology to Partner 
with Hospitals Nationwide for National 
Heart Health Screening Day
 
Through its CardioSmart patient initiative, The 
American College of  Cardiology  (ACC) is 
collaborating with hospitals nationwide to offer 
free heart health screenings to local residents. 
The ACC’s CardioSmart Initiative is a patient-
centered program that encourages patients to 
play an active role in their own heart health.
 
“To reduce their risk of  heart  disease, people 
need to learn what the risk factors are,  know 
their individual numbers associated with those 
risks and know how to improve those 
numbers if  needed,” said CardioSmart Chief 
Medical Expert JoAnne M. Foody, MD, FACC. 
“Lifestyle changes, like eating healthy  and 
being active, that are implemented today  can 
make a measurable difference in a person’s 
risk for heart disease in the future.”
 
In each screening location, CardioSmart 
educational materials will be available and 
nurses will be on hand to offer body  mass 
index measurements,  glucose (non-fasting) 
level testing, cholesterol tests, blood pressure 
tests and waist circumference measurements. 
Participants will also have the opportunity  to 
speak with a local cardiologist.
 
For more information on CardioSmart, visit 
www.CardioSmart.org.

Standard Written Checklists Can Improve 
Patient Safety During Surgical Crises

Newswise — When doctors, nurses and other 
hospital operating room staff  follow a written 
safety  checklist to respond when a patient 
experiences cardiac arrest, severe allergic 
reaction, bleeding followed by  an irregular 
heart beat or other crisis  during surgery,  they 
are nearly  75%  less likely  to miss a critical 
clinical step, according to a new study  funded 
by  the US Department of  Health and Human 
Services’ Agency  for Healthcare Research 
and Quality.

BE/BC Non-Invasive 
Pediatric Cardiologist

Lancaster General Health Pediatric 
Specialist is  seeking a second BE/BC 
non-invasive pediatric cardiologist to join 
our expanding team. The practice has 
state-of-the art equipment including digital 
echocardiography, exercise laboratory 
and electronic medical record. The ideal 
candidate will be skilled in Cardiac MRI, 
Transesophageal and 3D echo. Skill and 
interest in Fetal Echocardiography  is 
desirable. Clinical services are provided at 
the free standing Lancaster General 
Women and Babies Hospital and the in-
patient pediatric unit at Lancaster General 
Hospital. The Women and Babies Hospital 
does over 4,200 deliveries per year and 
has both NICU and MFM services. 
Outpatient practice is supported by  a 
Nurse Practitioner. On-call responsibilities 
are supported by remote technology.

Located 65 miles west of  Philadelphia, 
Lancaster, PA. was named by  USA Today 
as the US city  where people had the best 
overall sense of  well-being in Feb. of 
2012. The historic mid-sized city  is known 
for excellent  school systems, easy 
commutes and low cost of  living and has 
an active arts community. Central East 
Coast location provides easy  access to 
Washington, D.C.,  Baltimore and New 
York.

This employed position receives complete 
benefits package including 100% provided 
malpractice insurance, free long term 
disability  and life insurance, low cost 
wellness focused medical insurance and 
PTB package. Family  relocation services 
are provided including moving cost.

For further information please review 
www.LancasterDoctors.org  

or contact
Linda Hoppes, RN, BSN, Manager, 

Physician Recruitment, 
Lancaster General Health 

via e-mail:  LDHoppes@lghealth.org
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between different societies.  These include 
the joint sessions between the AEPC and 
European Association of Cardiothoracic Sur-
gery (EACTS), the AEPC and the Japanese 
Society of Pediatric Cardiology and Cardiac 
Surgery (JSPCCS) and AEPC and Asia Pa-
cific Paediatric Cardiology Society (APPCS).  
There is a Young Investigators Award ses-
sion during which the 6 best abstracts from 
European and Japanese researchers will be 
presented.  An addition to this year’s pro-
gramme is the inclusion of the 9th Annual 
Multi-Societal Database Committee for Pedi-
atric and Congenital Heart Disease meeting, 
which will be held on Thursday 23 May. 

The AEPC meeting will conclude with Key-
note lectures on “the Past, Present and Fu-
ture of Paediatric Cardiology” to be given 
by Professors Michael Tynan and Shakeel 
Qureshi.

For more information can be obtained on 
www.aepc.org

Abnormal Growth Regulation May Occur 
in Children with Heart Defects

The poor growth seen in children born with 
complex heart defects may result from fac-
tors beyond deficient nutrition. A new study 
by pediatric researchers suggests that ab-
normalities in overall growth regulation play 
a role.

“When compared with their healthy peers, 
children with congenital heart disease have 
impaired growth, as measured in weight, 
length, and head circumference,” said se-
nior author Meryl S. Cohen, MD, a pediat-
ric cardiologist in the Cardiac Center at The 
Children’s Hospital of Philadelphia. “We in-
vestigated patterns of poor growth in these 
children, as a starting point in guiding us to-
ward more effective treatments.”

The study appeared as an online article in 
the January 2013 issue of Pediatrics.

The researchers performed a retrospective 
analysis of medical records of 856 children 
with congenital heart disease (CHD), com-
pared to 7,654 matched control subjects. All 
the children were measured up to age 3, and 
all were drawn from the healthcare network 
of The Children’s Hospital of Philadelphia.

Deficits in weight, length and head circumfer-
ence occurred within weeks of birth

Within weeks of birth, the children with CHD 
had significant deficits in weight, length and 
head circumference, compared to matched 
controls without CHD. The largest differ-
ences in weight occurred at 4 months of age. 
Among the 856 children with CHD, the 248 
who required surgical repair were much more 
likely to be below the 3rd percentile in weight, 
length and head circumference during early 
infancy, and their growth by age 3 did not 
catch up with that of their healthy peers.

In the 608 children with CHD who did not re-
quire surgery, growth differences were not as 
pronounced, but even their growth patterns 
lagged behind those of healthy controls.

Findings suggest impaired growth in children 
with CHD at least partly affected by factors 
unrelated to nutrition

Researchers already knew that children with 
CHD have an increased risk for poor growth, 
but this analysis provides a fuller picture of 
the problem. Cohen observed that in the 
general population, when caloric intake is in-
sufficient, an infant’s weight is usually affect-
ed first, followed by length and head circum-
ference. “The fact that all three parameters 
changed simultaneously rather than sequen-
tially supports the idea that impaired growth 
in children with heart disease is affected at 
least in part by factors unrelated to nutrition.”

She added that further studies should inves-
tigate the possible roles of growth hormones 
and other physiologic factors that affect 
growth regulation in children with CHD.  

Cohen’s co-authors were first author Carrie 
Daymont, MD, of the University of Manitoba, 
Ashley Neal, MD, of Children’s Hospital Bos-
ton, and Aaron Prosnitz, MD, of Yale-New 
Haven Children’s Hospital. All were at The 
Children’s Hospital of Philadelphia when the 
research was performed. “Growth in Children 
with Congenital Heart Disease,” Pediatrics, 
Jan. 2013, pp. e236-e242.

Penn Medicine Physician: Emphasis on 
“Value” in Health Care Reform Sends 
Mixed Messages to Physicians, Patients
  
Newswise - The wide consensus that health 
care spending poses a threat to the nation’s 
fiscal solvency has led to the championing 
of “value” as a goal of health care reform ef-
forts. But the divergence of opinions between 
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observations, human interest stories, 
reports of meetings, etc. to share?

Submit your manuscript to: 
RichardK@CCT.bz    

• Title page should contain a brief title and 
full names of all authors, their 
professional degrees, and their 
institutional affiliations.  The principal 
author should be identified as the first 
author.  Contact information for the 
principal author including phone number, 
fax number, email address, and mailing 
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• Optionally, a picture of the author(s) may 
be submitted.

• No abstract should be submitted.
• The main text of the article should be 

written in informal style using correct 
English.  The final manuscript may be 
between 400-4,000 words, and contain 
pictures, graphs, charts and tables. 
Accepted manuscripts will be published 
within 1-3 months of receipt. 
Abbreviations which are commonplace in 
pediatric cardiology or in the lay literature 
may be used.

• Comprehensive references are not 
required. We recommend that you 
provide only the most important and 
relevant references using the standard 
format.

• Figures should be submitted separately 
as individual separate electronic files.  
Numbered figure captions should be 
included in the main Word file after the 
references.  Captions should be brief.

• Only articles that have not been 
published previously will be considered 
for publication.

• Published articles become the property of  
the Congenital Cardiology Today and 
may not be published, copied or 
reproduced elsewhere without permission 
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Need to Recruit a Pediatric 
Cardiologist?

Advertise in Congenital Cardiology Today, the only monthly 
newsletter dedicated to pediatric and congenital 
cardiologists.

Reach the most Board Certified or Board Eligible pediatric 
cardiologists worldwide.

Recruitment advertising includes full color in either the North 
American print edition, or the electronic PDF International 
edition.
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patients and physicians on the meaning of 
value presents an obstacle to progress in 
achieving genuine reform, says Lisa Rosen-
baum, MD, a Robert Wood Johnson Founda-
tion Clinical Scholar and cardiologist at the 
Perelman School of Medicine at the Univer-
sity of Pennsylvania.

In a Medicine and Society article published 
this week the New England Journal of Medi-
cine, “The Whole Ballgame — Overcoming 
the Blind Spots in Health Care Reform,” 
Rosenbaum writes that rather than facing 
the big-picture reality that spending less will 
mean sometimes having less, a more hope-
ful -- but misleading -- emphasis on pursuing 
high-value health care has emerged as the 
dominant paradigm. But, notes Rosenbaum, 
“Value in health care depends on who is look-
ing, where they look, and what they expect 
to see.”

The emphasis on value effectively splits pa-
tients and physicians into separate groups. 
When the focus is on physicians, creating 
value means reducing overuse, increasing 
efficiency, and providing incentives to deliver 
evidence-based care. But when the focus is 
on patients, creating value means enhancing 
patients’ experience and paying attention to 
processes and outcomes that matter to them.

The problem, says Rosenbaum is that both 
concepts of value sound promising in isola-
tion and, to their respective adherents, re-
inforce the illusion that each can improve 
health care. But when viewed together, con-
tradictions can arise. For example, Rosen-
baum cites patients who ask their physicians 
for batteries of tests to achieve peace of mind 
about an illness -- even if there is little or no 
evidence that doing so delivers better care 
or produces better results. A patient-centered 
approach would acknowledge the psycholog-
ical benefit that patients derive from under-
going such tests; but a physician-centered 
approach would caution against administer-
ing costly tests that have little or no data to 
support their efficacy. Further complicating 
this dichotomy are studies showing that, for 
instance, patients who receive medical imag-
ing, regardless of whether it is truly indicated, 
are generally more satisfied with their care.

Likening the present-day situation to a psy-
chological phenomenon called inattentional 
blindness -- the tendency to become im-
mersed in specific stimuli at the cost of miss-
ing other things that are right before one’s 
eyes -- Rosenbaum calls for a view that en-
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The Ward Family Heart Center, 
Children’s Mercy Hospital, Kansas City

The Ward Family Heart Center at Children’s Mercy Hospitals & Clinics in Kansas City 
is recruiting for 3 positions.

Outpatient Cardiologist. 
We seek an experienced outpatient (office) cardiologist with experience in a tertiary cardiac 
center to join our team. Candidates must be board-certified in Pediatric Cardiology. Candidates 
would be expected to function in primarily outpatient practice settings in Kansas City and 
surrounding areas including outreach facilities. They would be expected to interpret 
echocardiograms that are performed in off-site clinics. Candidates would be in a rotation that 
provides consultative services (including echocardiography) to referral hospitals in the city, and 
also provides hospital call coverage on nights and weekends.

Cardiac Imager.
We seek an experienced academic cardiac imager to join our team of 6 dedicated imagers. 
Candidates must be board-certified in Pediatric Cardiology and ideally have greater than 3 years 
experience working as an imager in a tertiary heart center. Skills should include transthoracic, 
transesophageal and fetal echocardiography.  Interest and experience in cardiac MRI and/or CT 
angiography is preferred. Candidates should be academicians with demonstrated research 
productivity.

Inpatient Cardiologist
Candidates should be prepared to lead a team that includes support from advanced practice 
nurses and fellows. Candidates would be expected to provide consultative expertise to the care 
of pre- and post-operative patients in the NICU and PICU.  Interest / experience in other aspects 
of cardiology such as imaging, non invasive electrophysiology and outpatient cardiology is 
welcome. This position will offer the opportunity to develop research programs pertaining to 
outcomes, clinical pharmacology and genomics.

We serve a population of over 5 million in the heart of the U.S.A, through our main campus and 
several additional locations in and around Kansas City, extending to Western Missouri and the 
state of Kansas.  Our team includes 15 (expanding to 20 this year) cardiologists, 2 surgeons, and 
17 Advance Practice Nurses. We perform over 400 cardiac operations, 400 hemodynamic / 
interventional catheterizations and over 130 EP catheterizations, 12,000 outpatient visits, 14,000 
echocardiograms and 20,000 EKG’s annually. Our preoperative and postoperative ICUs include 
a 70-bed NICU and a 41-bed PICU (with a new 14-bed Cardiac Wing). The recently inaugurated 
Elizabeth Ferrell Fetal Health center provides our free-standing Children’s Hospital the facility for 
in-house births of high-risk babies. There is a wealth of opportunity to develop and participate in 
research programs, quality improvement projects and data collection in many areas related to 
heart care in children. Our planned integration with the University of Kansas provides the 
impetus for comprehensive, seamless care and programmatic growth.

Candidates should be qualified for academic appointment at the rank of Assistant or Associate 
Professor. Salary and academic rank are commensurate with experience.  EOE/AAP

For additional information contact:
Girish Shirali, MD  (gsshirali@cmh.edu)

Cardiology Division Director and 
Co-Director of the Ward Family Heart Center

Send Curriculum Vitae to: physicianjobs@cmh.edu 
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• Transseptal Access Workshop from Cook Medical 
• Workshop: Past Present and Future of Pediatric Interventions       

Cardiology - St. Jude & AGA Mmedical 
• Symposium on Prevention of Stroke Clinical Trials at the Heart of 

the Matter - WL Gore Medical 
• Imaging in Congenital & Structural Cardiovascular Interventional 

Therapies 
• Morphology of The Atrial Septum 
• Morphology of The Ventricular Septum 
• Pre-Selection of Patients of Pulmonic Valve Implantation and          

Post-Procedural Follow-up 
• Echo Paravalvular Leakage (PVL) 
• ICE vs TEE ASD Closure in Children - PRO & CON ICE 
• 3D Rotational Angiography - Why Every Cath Lab Should Have This 

Modality 
• PICS Doorway to the Past - Gateway to the Future 
• Follow-up From PICS Live Cases 2010 Presentation 
• Intended Intervention - Transcatheter TV Implantation - Live Case
• Intended Intervention - LAA Closure Using Amplatzer Cardiac Plug 

Under GA & Real Time 3D 
• Provided Intervention - LPA Stenting / Implantation of a Sapien 

Valve 
• Intended Intervention - PV Implantation 
• Intended Intervention - COA Stent Using Atrium Advanta V12       

Covered Stent - Live Case
• Intended Intervention - ASD Closure - Live Case
• Intended Intervention -Transcatheter VSD Device Closure - Live 

Case Intended Intervention - COA Stenting Using Premounted        
Advanta V12 Covered Sten - Live Case 

• Stunning Revelation - The Medical System is Changing - What Can 
You Do To Show Patients That Your Practice Does It Right? Patient 
Perspective 

• Percutaneous Paravalvular Leak Closure Outcomes 
• Intensive Management of Critically Ill Infants Undergoing             

Catheterization 
• Off Label Device Usage - Careful! 

• Evolving Hybrid Programs Communications is the Key 
• Anti-Coagulation in Pediatric Interventions - Evidence Please! Are 

we Flying Blind? 
• Shaping Your Structural Heart Interventional Career: How Do I Get 

the Necessary Training and Start a Program? 
• Closure of Post-Infarct VSDs Limitations & Solutions 
• Percutaneous Interventions During Pregnancy 
• Percutaneous PVL Closure Techniques & Outcomes 
• Percutaneous Therapy for MR 
• Update on Percutaneous Aortic Valve Replacement: Time to Open 

the Flood Gates? 
• 2011 PICS/AICS Achievement Achievement Award Presented To 

Horst Sievert, MD. 
• The Cases I Learn The Most From 
• If I was Starting Now I Would... Contemplating the Question.
• 10 Tips for the Trainee 
• The Perfect CV 
• Why I Left The Cath Lab 
• Intended Intervention Occlude Right High Flow Superior Segment 

PAVM 
• Intended Intervention Edwards Sapien XT Transcatheter Heart 

Valve - 3D Guidance - Live Case 
• Closure of the Silent PDA - Indicated or Not 
• Transcatheter Tricuspod Valve Replacement 
• Recommendations For Device Closure of MVSDs 
• Intended Intervention Diagnostic Angio/First Intervention Occlude 

Left Lower Lobe - Live Case
• Intended Intervention PFO Closure using Gore Helex Septal 

Occluder Under GA and TEE Guidance - Live Case
• Pulmonary Valvuloplasty - Pulmonary Oedema Presentation 
• Intended Intervention LAA Closure Using the Amplatzer Cardiac 

Plug - Live Case 
• Transcatheter Alternatives in Sick Neonates With Coartation of the 

Aorta; Balloon Angioplasty vs Surgery for Native Coartation of the 
Aorta in Newborns 

• and many more!. Plus, live cases from other major meetings

www.CongenitalCardiologyToday.com                                         www.CHDVideo.com 

Watch over 300 Live Case Videos, Presentations and Workshops Online 
from Leading Congenital and Structural Medical Meetings 

from Around the World - www.CHDVideo.com
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compasses the perspectives of both patients 
and physicians. “Patients and physicians are 
on the same team and the patient–physician 
dynamic remains central to medical care, de-
cisions about resource use, and our evolving 
definition of quality,” she said. “If we focus on 
physicians and patients separately, we lose 
sense of how their goals may or may not 
match up.”

Offering a solution, Rosenbaum offers an 
example from her own training experience. 
“A cardiac patient I was seeing had had a 
number of tests already. But he was still con-
cerned about his condition and asked, ‘Isn’t 
there some other test you could do?’ My pre-
ceptor spent a long time explaining to the pa-
tient and his wife the implications of his previ-
ous tests, why all the tests he had found on 
the Internet would probably be of no further 
value, why he needed to take an additional 
blood-pressure medication and begin exer-
cising, and how he should change his diet. At 
the end of the conversation, he and his wife 
exchanged a look of relief. ‘No one has ever 
explained any of this to me before,’ he said.”

Letters to the Editor
Congenital Cardiology Today welcomes 
and encourages Letters to the Editor. If 
you have comments or topics you would 

like to address, please send an email 
to: LTE@CCT.bz, and let us know if you 

would like your comment

Congenital 
Cardiology 

Today
CALL FOR CASES 

AND OTHER 
ORIGINAL ARTICLES

Do you have interesting research results, 
observations, human interest stories, 

reports of meetings, etc. to share?

Submit your manuscript to: 
RichardK@CCT.bz

implementation of  AED programs, have been varied (Table 1). Life-
Threatening Events Associated with Pediatric  Sports  (LEAPS),  an effort 
spearheaded by  the medical community  has worked on providing 
education, developing guidelines for implementation of  AEDs, and 
providing feedback from review of  life-threatening events.   Using a 
hands-on approach, parents struck by  the tragedy  of  a child with sudden 
death, have begun initiatives that provide AEDs in the classroom and 
arrange for screening echocardiograms and EKGs.  The Shauna Ann 
Stuewe Foundation was created in memory  of  14-year-old Shauna 
Stuewe, who died from a SCA because of  Catecholaminergic 
Polymorhic Ventricular Tachycardia (CPVT).  The foundation has 
donated over 50 AEDs in 45 locations in OC since 2006.

Legislative Mandate in California

The  primary   goal  of   AED  laws  should  be  to  simply   and  
meaningfully   offer qualified  liability   protection  to  all  AED  
program  constituents  with  the  objective  of   encouraging  more 
organizations to deploy AEDs2  (Table 2).

California was one of  the first states to pass legislature in 2005 
urging public and private K-12 schools to have an AED.3  Assembly 
Bill 254 passed in 2005 (amended in 2006) and extended to Jan 
2013 (AB 2083) incorporates most of  the characteristics of  the 
Model AED Law. This bill states that AEDs in public or private K-12 
schools must be maintained and regularly  tested according to the 
operation and maintenance guidelines set forth by  the 
manufacturer,  the American Heart Association, and the American 
Red Cross. In addition, the AED must be checked for readiness 
after each use and at least  once every  30 days,  if  the AED has not 
been used in the preceding 30 days. The other aspects of  the bill, 
assisting the use of  AED in schools, pertain to activation of  the 

emergency  medical services system, and reporting the use of  the 
AED to the local physician and EMS agency. This legislature also 
states the number of  persons trained and quality  of  training per AED 
acquired and having a written plan for procedures. Importantly,  it 
also mandates notification of  school employees by  the principal as 
to the location of  all AED units on the campus. Section 1714.21 of 
the Civil Code provides immunity  to AED program participants 
(person using, training and acquiring AEDs). However, this 
legislation does not mandate schools have an AED program,nor 
provide state funding for AED programs.

Liability for not acquiring AED. Despite the recent legislative 
activity  promoting AED programs in schools, a decision by  a school 
district to not  acquire AEDs for use in emergency  care is unlikely  to 
expose a school district to liability for negligence.

Liability for use of AED. The AED will make the correct ‘shock’ 
decisions more than 95 of  100 times and a correct ‘no shock 
indicated’ decision in more than  98  of   100  times. Thus, liability  for 
use of  an AED, when available, is more likely  to arise based on the 
more procedural requirements for immunity  – e.g. notices to 
employees, failure to test the device as specified – rather than injuries 
resulting from “gross negligence” in using an AED. A related question is 
whether the failure of  a trained employee to use an AED, when use 
was appropriate in an emergency  situation, would subject a district to 
liability.   Similarly, there is the issue of  whether there would be liability 
if, in the midst of  an otherwise compliant  AED program, a trained 
individual is not  on the scene at the time of  the cardiac arrest. In the 
absence of  an appellate decision addressing the failure of  a public 
employee to use an AED, it is difficult to predict how a trier of  fact 
would rule in such a case.  The approach recommended by  the legal 
service at Orange County  Office of  Education is to ensure that AEDs, if 
acquired, are used when appropriate.

The decision whether to implement an AED program is difficult, and at 
times requires an uncomfortable balance between the safety  of 
students and staff  on the one hand, and the potential liability 
associated with a good faith but ultimately  non-compliant AED 
program on the other.  That is a choice that is ultimately  one for 
individual districts, based on a specific analysis and review of  the 
feasibility, cost, and necessity  of  an AED program at some or all of  its 
schools.
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Table 1. Role of Individual Initia      
Programs, Orange  

     atives in Implementation of AED 
 e County, California

Initiatives (Year) Role in Implementing AED 
Programs

Life Threatening Events 
Associated with Pediatric Sports 
(LEAPS) (2008)

• Educational programs for athletic 
directors, high school and youth 
sports coaches, student athletes 
and parents 

• Recommendations regarding 
EKGs as part of  the pre-season 
physical 

• Procedures and guidelines for 
adoption and implementation of  
AEDs in all OC 

• Review of life threatening events 
occurring at OC schools

Shauna Ann Stuewe Foundation 
(2006)

Placement of AEDs in schools 
throughout Southern California

The Dick Butkus Center for 
Cardiovascular Wellness (2005)
Sparkling Angel Charities (2001)
Heartfelt Cardiac Project (1999)

Screening echocardiograms and 
EKGs

The Derrick Faison Foundation 
(2004)

Placement of  AEDs, CPR training 
and screening efforts

Table 2. Characteristics of Model AED Law

Model AED Law

1. Law that effectively reduces liability risk in order to encourage 
more organizations to acquire AEDs

2. Easy-to-read and understand guidelines that are uniform all 
over US

3. Protect all AED program participants and actions from grossly 
negligent, willful or wanton misconduct

4. Elimination of burdensome and complex immunity conditions,  
AED program design or operational requirements, as conditions of  
immunity
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CHICAGO - Rush University Medical 
Center

Division Chief - Cardiology 

The Division of  Cardiology  at  Rush University 
Medical Center,  located in downtown 
Chicago,  seeks a board-certified Cardiologist 
to serve as  a Division Chief.  Candidates must 
have an outstanding record of  commitment to 
clinical service,  research and substantial 
administrative experience.  In addition, 
candidates must be currently  at  the Associate 
Professor level or higher and possess a 
commitment to innovation in the field and the 
leadership skills necessary  for faculty 
development and the advancement of  clinical 
and academic missions.

The Division of  Cardiology  offers two 
subspecialty  fellowship training programs 
i n c l u d i n g E l e c t r o p h y s i o l o g y  a n d 
Interventional Cardiology, in addition to our 
General Cardiology  fellowship training 
program. Rush has specialists devoted to 
diagnosing and treating virtually  every  type of 
heart problem in adults  and children. 
Comprehensive care for treating and 
preventing heart disease includes: General 
cardiology  services, Chicago’s  first  dedicated 
center for women’s  heart care,  early 
detection and screening programs,  outpatient 
chest  pain center, advanced techniques in 
cardiovascular and thoracic surgery,  a state-
of-the-art interventional cardiology  program 
for noninvasive cardiology  services, 
comprehensive electrophysiology, arrhythmia 
and pacemaker services, specialized 
treatment and follow-up care for people at  all 
states of  heart failure,  multidisciplinary  care 
for the treatment of  pulmonary  hypertension 
and its complication and clinical research, 
evaluating new medicines, devices  and 
procedures in heart care. Rush heart 
patient’s  benefit from the availability  of  the 
most advanced diagnostic  techniques  in 
heart care today. 

Interested applicants should respond   
with current CV’s and statements of 

interest to: 
Courtney Kammer, MHA

Director, Faculty Recruitment
Courtney_Kammer@rush.edu 

Rush is an Equal Opportunity Employer
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