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Since investigation of its use in the early 
1990’s1,2 intravenous amiodarone has 
secured a place in therapeutic strategies for 
postoperative tachyarrhythmia in patients with 
Congenital Heart Disease (CHD). The drug has 
proven particularly useful in the management of 
postoperative junctional ectopic tachycardia,1-3 
is used for other pediatric and adult congenital 
heart tachyarrhythmias and, since 2000, has 
been incorporated into the Advanced Cardiac 
Life Support and American Heart Association 
recommended treatment arms for ventricular 
tachycardia and fibrillation.4

Published, peer-reviewed studies on the use of 
intravenous (IV) amiodarone in pediatrics have 
incorporated both bolus and continuous infusion 
administration techniques.1-3,5-7 Concerns about 
the drug’s safety profile particularly relate to 
its vasodilatory effect and negative inotropy, 
which can result in mild to severe hypotension, 
especially during more rapid bolus push. 
Equally concerning, but more difficult to quantify 
is the drug’s (and its diluent’s) ability to cause 
micro-plasticizing8 when exposure to tubing and 

other drug containers is prolonged, a high risk 
of phlebitis when given through a peripheral 
IV site,9 and the fact that the drug vehicle 
causes precipitation of a wide variety of other 
medications and solutions when co-mingled in 
tubing and catheters.

The Pediatric and Congenital Electrophysiology 
Society (PACES) has become the representative 
body for pediatric and congenital heart 
electrophysiologists over the past three decades 
and actively participates in the formulation of 
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“Practice patterns vary in the 
use of IV amiodarone, with half 
of reporting centers using only 
continuous infusion and half 
using either scheduled bolus 
doses and/or repeat bolus 
doses during infusion.”
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clinical management consensus documents, multicenter studies, 
and training and certification guidelines in the field.10-12 The PACES 
membership is uniquely responsive to internal requests for input 
on a wide range of topics, allowing a rapid assessment of the state 
of the field. The Society therefore provides a reliable platform for 
addressing questions in electrophysiologic and related critical care 
management issues.

Method

An email poll request was sent out to PACES members asking 
the following two initial questions related to practice patterns in 
the modes of administration of intravenous amiodarone in the 
postoperative setting (See Table 1):
1. Do you ever use IV amiodarone to manage postoperative 

arrhythmias?
2. When you use IV amiodarone, what is the estimated 

frequency of route of administration?

For those who answered Question 2b, reflecting use of an initial 
bolus of amiodarone followed by continuous infusion, three follow-
up questions were asked:
3. During the continuous infusion phase, how often do you 

repeat a bolus dose to maintain rhythm control?
4. Any complications of continuous infusion seen? (rough 

estimate of %).

5. Average duration of IV amiodarone continuous infusion at 
your institution?

results

There were 63 rapid (within 48 hours) responses to the request, 
indicating institutional use of IV amiodarone (Table 1). Only five 
were from the same institution and four of those were used in the 
data as they reflected different preferred styles of management 
amongst attending staff.

While only five centers (8%) reported exclusive use of a scheduled 
bolus method (usually given Q6H), an additional 23 reported using 
either bolus only or bolus followed by infusion in varying degrees. 
The frequency with which centers used the bolus only method 
amongst these 28 centers is represented in Figure 1.

A total of 33 centers (52%) reported using a bolus plus infusion 
method only (answer 2b, above). For those 33 responses who 
indicated use of an initial bolus followed by continuous infusion 
(2b), Table 2 shows the frequency of use of repeat boluses, 
complications and duration of use. 

In response to follow-up question 3, all 33 responded that they also 
used a repeat bolus during the infusion, with varying frequency as 
shown in Figure 2.

discussion

There are wide practice pattern variations across pediatric centers 
with regard to the methods of administration of IV amiodarone, 
even amongst pediatric electrophysiologists. This rapid study had 
an excellent response from 63 centers within 48 hours.

The dosing of amiodarone is predominantly done as boluses, with 
or without a background infusion. While a minority of centers (8%) 
report using an IV amiodarone bolus method exclusively, nearly 
half of all centers (45%) use a bolus method while other times 
using a bolus plus continuous infusion method. Additionally, of 
all those centers who reported using an initial amiodarone bolus 

Figure 1. Frequency of bolus only IV amiodarone administration (no 
infusion).
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1. Do you ever use IV amiodarone to manage postoperative 
arrhythmias?

a. Yes 63
b. No 0
2. When you use IV amiodarone, what is the estimated frequency 

of route of administration?
a. OPTION 1: Always by IV bolus technique (e.g. bolus and 
then administer Q6H)

5

b. OPTION 2: Always by initial bolus, then continuous infusion 33
c. We use OPTION 1: 75-99% of the time, otherwise OPTION2 9
d. We use OPTION 1: 50-75% of the time 2
e. We use OPTION 1: 25-50% of the time 5
f. We use OPTION 1: 1-25% of the time 7
g. Always by continuous infusion technique ONLY, no bolus 
at all

2

table 1.

3. During the continuous infusion phase, how often do you 
find you need to repeat boluses?

33

a. Always 2
b. 75-99% 4
c. 50-75% 6
d. 25-50% 11
e. 1-25% 10
f. Never 0
4. Any complications? (rough estimate of # or %)
a. Phlebitis (0.5-10%, most 5%) 10
b. Precipitate with other in-line solutions (< 5%, couple cases) 3
c. Hypotension (rare 15%, most 5%) 26
5. Average duration of IV amiodarone continuous infusion?
a. < 24 hours 0
b. 24-36 hours 3
c. 36-48 hours 18
d. > 48 hours 12

table 2. frequency of Use of repeat amiodarone Boluses, 
complications and duration of Use
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followed by continuous infusion as their method of administration, 
100% of those centers reported that they give bolus amiodarone 
during that continuous infusion. Based on this data, centers are 
giving amiodarone boluses, on average, 44% of the time during 
continuous infusion. Looking at any use of bolus IV amiodarone in 
addition to initial bolus therapies, 61/63 centers (97%) are using 
bolus amiodarone on a scheduled or intermittent basis, with or 
without continuous background infusion. The pharmacokinetics 
of such IV amiodarone practices were recently reported.13 If 
one makes the broad assumption of equal frequency of need 
for amiodarone between centers, 49.7% of cases will receive IV 
amiodarone bolus therapy beyond the initial dose. Infusions were 
maintained for 24-48 hours for most patients, with approximately 
1/3 extending beyond 48 hours.

Side effects are uncommon in the postoperative setting with 
amiodarone. Hypotension during amiodarone bolus remains the 
most common encountered side effect. While these are often 
critically ill patients, no center reported needing to discontinue 
amiodarone as a result. Centers reported in comments to the poll 
that slow bolus over 30-60 minutes, calcium administration and 
fluid boluses were used to counter low blood pressure. A total 
of 13 centers (21%) reported rare to 10% frequency of phlebitis 
or precipitate of co-administered medications with continuous 
amiodarone infusion.

conclusions

Practice patterns vary in the method of use of IV amiodarone 
for postoperative tachyarrhythmias, with nearly half of reporting 
centers using a technique of continuous infusion only and half 
using a blend of scheduled bolus doses and/or repeat bolus doses 
during infusion. Risk of hypotension is felt to be reduced by giving 
bolus doses of amiodarone over 30-60 minutes. Drug efficacy 
and side effect profiles are not apparently different amongst the 
63 centers, based on this limited polling data. There does not 
appear to be a “recommended” method of administration, as both 
infusion and bolus techniques appear to have similar efficacy 
and side effect profiles. While the risk of plasticizing and phlebitis 
may be reduced by bolus technique, the risk of hypotension may 

be reduced by continuous infusion and/or by giving bolus doses 
over a longer period of time than utilized in the initial amiodarone 
investigative studies. This survey has demonstrated the feasibility 
of obtaining input from a broad range of centers to inform current 
practice in pediatric and congenital electrophysiology.

Brief Biographical sketch

James C. Perry MD is Professor of Pediatrics, University of 
California San Diego and the Director for the Electrophysiology 
and Adult CHD Programs at Rady Children’s Hospital San 
Diego. He is a past President of the Pediatric and Congenital 
Electrophysiology Society (PACES), and a fellow and diplomate 
of the Heart Rhythm Society.
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Florida – Pediatric Cardiology
The Department of Pediatrics at the University 
of Florida College of Medicine-Jacksonville is 
recruiting a full-time faculty member to the 
Division of Pediatric Cardiology (# 00023622) 
as a clinician-educator on the non-tenure, multi-
mission academic track.  We seek an excellent 
general cardiologist who will divide duties 
between attending on the inpatient service at 
Wolfson Children’s Hospital and participating in 
our expanding outpatient satellite clinics.  Night 
and weekend call responsibilities will be shared 
equitably with other division faculty. The 
successful candidate is expected to provide 
outstanding clinical care in a patient and family 
centric environment. The successful candidate 
must be able to evaluate and manage children 
with complex congenital heart disease and to 
interpret transthoracic echocardiograms 
accurately. Excellent interpersonal and 
communication skills are essential. Prior 
experience in telemedicine is desirable. The 
Division follows approximately 7,500 children 
per year. Full participation in all other divisional 
activities such as the education of residents, 
fellows and medical students and attendance at 
divisional conferences are required. The 
appointment will be at the Assistant/Associate 
Professor level depending upon experience 
and qualifications. The congenital heart 
program at consists of 9 pediatric cardiologists 
and 2 congenital heart surgeons who provide 
care to children from northeast Florida, 
southeast Georgia as well as children in the 
international community. Jacksonville is a 
vibrant, young, and growing community.  The 
catchment population for Wolfson Children’s 
Hospital exceeds 1.5 million. 

Applicants must possess a MD/DO degree, be 
BE/BC in pediatric cardiology, and be eligible 
for Florida medical licensure. Applications will 
continue to be considered until the position is 
filled. 

To apply for this position visit https://
jobs.ufl.edu/ and search for requisition number 

0907275.  

Attach curriculum vitae, the names and 
addresses of three references and a letter of 

intent addressed to: 
Frank J. Genuardi, MD, Search Committee 

Chairman
University of Florida College of Medicine - 

Jacksonville
653-1 West 8th Street,
Jacksonville, FL 32209

The University of Florida is an equal 
opportunity institution dedicated to building a 
broadly diverse and inclusive faculty and 
s t a f f . P l e a s e s e e o u r w e b s i t e a t 
www.hscj.ufl.edu/pediatrics.

Florida – Pediatric Cardiology
The Department of  Pediatrics at the University  of  Florida 
College of  Medicine-Jacksonville is  recruiting a full-time faculty 
member to the Division of  Pediatric Cardiology  (# 00023622) as 
a clinician-educator on the non-tenure, multi-mission academic 
track.  We seek an excellent general cardiologist who will divide 
duties between attending on the inpatient service at Wolfson 
Children’s Hospital and participating in our expanding outpatient 
satellite clinics.  Night and weekend call responsibilities will be 
shared equitably  with other division faculty. The successful 
candidate is expected to provide outstanding clinical care in a 
patient and family  centric environment. The successful 
candidate must be able to evaluate and manage children with 
complex congenital heart disease and to interpret transthoracic 
echocardiograms accurately. Excellent interpersonal and 
communication skills are essential. Prior experience in 
telemedicine is desirable. The Division follows approximately 
7,500 children per year. Full participation in all other divisional 
activities such as the education of  residents, fellows and 
medical students and attendance at divisional conferences are 
required. The appointment will be at  the Assistant/Associate 
Professor level depending upon experience and qualifications. 
The congenital heart program at consists of  9 pediatric 
cardiologists  and 2 congenital heart  surgeons who provide care 
to children from northeast Florida, southeast Georgia as well as 
children in the international community. Jacksonville is a vibrant, 
young,  and growing community.  The catchment population for 
Wolfson Children’s Hospital exceeds 1.5 million. 

Applicants must possess a MD/DO degree, be BE/BC in 
pediatric cardiology, and be eligible for Florida medical 
licensure.  Applications will continue to be considered until the 
position is filled. 

To apply for this position visit https://jobs.ufl.edu/ and search for 
requisition number 0907275.  

Attach curriculum vitae, the names and addresses of three 
references and a letter of intent addressed to: 

Frank J. Genuardi, MD, Search Committee Chairman
University of Florida College of Medicine - Jacksonville

653-1 West 8th Street
Jacksonville, FL 32209

The University of Florida is an equal opportunity institution 
dedicated to building a broadly diverse and inclusive faculty and 
staff.  Please see our website at www.hscj.ufl.edu/pediatrics.

promising performance and safety  of  this minimally-invasive, non-
surgical pacing device. More long-term follow-up of  these 
LEADLESS study  patients will further our understanding of  the 
potential advantages, benefits, and complication risks of  leadless 
pacemaker technology, along with additional ongoing, larger trials.”

In February, Dr. Reddy  was the first  to implant the leadless 
pacemaker in the United States at  The Mount Sinai Hospital 
launching the multicenter clinical trial LEADLESS II which aims 
to further test  the leadless pacemaker more widely  for safety  and 
efficacy  in 670 patients at  50 centers across the U.S. and 
Canada.

The miniature-sized, leadless cardiac pacemaker is placed directly 
inside a patient's heart without surgery  during a catheter-guided 
procedure through the groin via the femoral vein. The device, 
resembling a tiny, metal silver tube and smaller than a triple-A 
battery, is only  a few centimeters in length, making it less than 10% 
the size of  a traditional pacemaker. It  works by  closely  monitoring 
the heart's electrical rhythms, and if  the heart beat is too slow, 
provides electrical stimulation therapy  to regulate it.  More than 4 
million patients globally  have a pacemaker,  and 700,000 new 
patients receive one each year.

In comparison to a conventional pacemaker, the new-age leadless 
pacemaker eliminates the need for a surgical pocket and no visible 
pacemaker device under a patient's chest skin, no incision scar on 
the chest, no connector wires or leads,  and no restrictions on a 
patient's daily  activities. The device's benefits may  also allow for 
less patient discomfort, infections, and device complications and 
dysfunction.

The LEADLESS study  was funded by  St.  Jude Medical, the 
manufacturer of the Nanostim pacemaker.

Dr. Reddy  receives financial compensation as a consultant and 
advisory  board member for St.  Jude Medical, the study  sponsor and 
manufacturer of  the Nanostim pacemaker system being evaluated 
in this study. In addition, in 2013 he received one-time financial 
compensation from St.  Jude Medical in the form of  an option buyout 
relating to St. Jude Medical's acquisition of Nanostim.

For more information, visit www.mountsinai.org. 

Statins May Improve Wound Healing Following Cardiac 
Surgery: Cholesterol-Managing Drug Appears to Influence 
Inflammatory Response

Newswise — Statin therapy  may  help to improve wound healing in 
patients following cardiac surgery  and reduce overall recovery  time, 
especially  in patients who are prone to healing complications, 
according to a review article in the August 2014 issue of The Annals 
of Thoracic Surgery.

“Statins have become one of  the most widely  prescribed 
medications in the world. While they  are typically  used to manage 
high cholesterol levels,  a number of  researchers have been 
investigating the benefits of  statins in other conditions, such as 
severe infections or following organ transplantation,” said lead 
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Search for a Clinician, 
Section of Cardiology

Department of Pediatrics, 
Yale School of Medicine

The Department of Pediatrics and the Section of 
Pediatric  Cardiology at Yale University School of 
Medicine and Yale-New Haven Hospital  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 as 
well as one day per week at the main campus. In 
addition to patient care you will have responsibility for 
teaching medical students, house staff and fellows. 

Applicants 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, 2015. Deadline 
for applying is 12/31/14. Applicants should send a 
curriculum vitae, a letter of interest and a list of three 
professional references to:

William Hellenbrand, M.D.
Chief, Pediatric Cardiology Department of Pediatrics 
c/o Mary Fiasconaro
Yale University School of Medicine
333 Cedar Street
P.O. 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 Affirmative Action/Equal 
Opportunity Employer and welcomes applications from 
women, persons with disabilities, covered veterans, and 
members of minority groups
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Why the CHAMP App?

“We had to come up  
with a better solution 
that would allow these 
infants to go home 
safely between surgeries, 
without placing an 
enormous burden on 
parents and caregivers.”  

–Girish S. Shirali,  
MBBS, FACC, FASE,  
Co-Director, the Ward 
Family Heart Center

The Ward Family Heart Center at Children’s Mercy Kansas City is transforming pediatric 
heart care for decades to come—and we’re doing it now. Our patented HeartCenter® 
database software captures detailed information on every interaction with patients, so 
that we can better understand how treatments affect outcomes throughout their lifetime. 
This data also helped us create our Cardiac Neurodevelopmental Clinic—one of only 
a few in the nation—that screens for and monitors developmental outcomes and other 
health issues related to pediatric heart disease, so that we can implement interventions 
more quickly and effectively. 

Data also fuels our thriving research program, which is progressing care in numerous 
areas, including the creation of our Cardiac High Acuity Monitoring Program (CHAMP) 
App, a tablet-based application for home monitoring of fragile patients. We are also 
developing a tissue-engineered heart valve that will grow with the patient and potentially 
eliminate the need for a lifetime of surgeries.

Every day we’re using data and technology to find new ways to improve care for patients 
now and in the future. 

To learn more about our home monitoring app, visit ChildrensMercy.org/CHAMP.

DEVELOPING THE FUTURE OF 
PEDIATRIC CARDIOLOGY, WHILE 
HELPING PATIENTS THRIVE TODAY.

B A I L E Y  L A U E R M A N
Children’s Mercy Hospitals  Heart Center Physician Ad 
Mercy152923
Pub: Congenital Cardiology Today  Color: 4-color  Size: Trim 8.5" x 11"; Bleed 8.75" x 11.25"

Mercy152923 Heart Center_CongenitalCardio Today-2.indd   1 1/28/15   11:56 AM

http://ChildrensMercy.org/CHAMP
http://ChildrensMercy.org/CHAMP
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By Gareth J. Morgan, MB, BaO, BCh, MRCPCH, MPhil

The PICES (Pediatric Interventional Cardiology Early Career 
Subgroup) group represents the interests of interventionists at 
an early stage in their faculty and staff careers. The group was 
started as an SCAI initiative. Over the last 3 years we have 
expanded our remit, and have just recruited our 120th member. 
We started in the USA, but spread rapidly over the last 4 years, 
with 25% of our membership now working outside of the US in a 
network that includes the Middle East, Japan, Australia and the 
Indian subcontinent.

The three major congenital interventional conferences are now 
fixed dates on the group’s calendar with breakout sessions and 
networking events confirmed at SCAI, PICS and CSI Frankfurt 
in 2015. As well as a hike in our membership, last year produced 
three memorable interventional meetings for PICES.

PICES president, Dr. Brent Gordon, addressed each conference 
session, updating members and guests on the work PICES is 
doing to represent early careers interventionists and provide 
avenues for research and leadership development as well as 
acting as a network and educational resource.

On each occasion an update on a raft of PICES research studies 
was presented by Dr. Bryan Goldstein, (VP for Research). With 
poster and oral presentations delivered on behalf of PICES 
and several manuscripts in development for publication, our 
research network is developing into an effective and enthusiastic 
international collaboration.

scai las Vegas: Pices, May 28th, 2014

The PICES break-out session proved to be a very dynamic and 
engaging opening act for the SCAI general sessions. It was 
attended by approximately 30 PICES members, as well as a 
number of senior interventionists, and interested observers. 
The session did not disappoint with the lively discussion being 
adjourned to avoid delaying the opening of the general sessions. 
Our invited speaker was Dr. Andrew Glatz, MD from the Children’s 
Hospital of Philadelphia who outlined his career development as 
a clinical interventionist researcher in an excellent talk. Dr. Glatz 
has successfully carved out a unique and rewarding career path 
with an extensive publication record on a variety of diverse topics 
and is, as such, an example to PICES members. 

Darren Berman, MD, Nationwide Children’s Hospital, presented 
a challenging percutaneous valve implantation involving both 
unusual anatomy, complex comorbidities and the threat of 
coronary compression. The audience was fully engaged and there 
was tremendous debate and interaction through the presentation, 
a hallmark of case presentations at PICES breakout sessions.

Dr. Shirhari Naidu, MD, Winthrop University Hospital, and Chair 
of SCAI’s Emerging Leadership Mentorship Committee spoke 
about leadership opportunities and more extensive involvement 
for younger faculty members within SCAI. 

Pics chicago: Pices, June 7th-9th, 2014

PICES continued its links with the PICS conference with another 
lively and progressive set of fixtures at this year’s meeting in 
Chicago. We had terrific turnout to our programmed sessions and 
were again well represented with poster presentations.

Our breakout session was very well attended with approximately 
25 members and interested observers in the room. They were 
treated to a wide-ranging programme.

Our invited speaker was Dr. Larry Latson, who gave us a wonderful 
overview of his personal development to become a world leader 
in our field, including some candid and practical advice on career 
planning and politics.

We had two extremely challenging case discussions which took us 
through the full range of emotions, intellectual dilemmas and skill 
challenges which face us as interventional operators. Both cases 
attracted extensive debate and comment from the participants. 

We discussed, as part of our career development platform, 
the possibility of a survey to establish pay scales and contract 
negotiations for those applying for their first staff jobs and 
those moving institutions within the first couple of years of staff 
status. We also updated the audience on our desire to expand 
PICES formally outside the US and try to incorporate significant 
membership from other countries. 

PiCeS: representing young Congenital 
interventional Cardiologists at leading Worldwide 
Conferences

Prof. Neil Wilson addresses the PICES breakout session at CSI in 
Frankfurt June 2015.
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Medical News, Products & Information

For Cardiac Arrest, Epinephrine May Do More Harm than Good:
Study Questions Current International Guidelines for 
Resuscitation

For patients in cardiac arrest, administering epinephrine helps to 
restart the heart but may  increase the overall likelihood of  death or 
debilitating brain damage, according to a study  published December 
1st, 2014 in the Journal of the American College of Cardiology. 

The study  offers new data in an ongoing debate over the risks and 
benefits of  using epinephrine to treat  cardiac arrest, an often-fatal 
condition in which the heart stops beating. Epinephrine, also known as 
adrenaline, is a hormone that stimulates the heart and promotes the 
flow of  blood. Current international guidelines recommend 
administering 1 milligram of  epinephrine every  3-5 minutes during 
resuscitation. 

"The role of  epinephrine is more and more questionable in cardiac 
arrest," said the study's lead author Florence Dumas, MD, PhD, of  the 
Parisian Cardiovascular Research Center in France. "We need to 
constantly  assess our procedures and protocols to make sure that the 
use of epinephrine is effective and done at the correct time." 

She added that this study  underscores the need for caution when 
using epinephrine. Administering epinephrine to patients in cardiac 
arrest has been shown to improve the chance of  restarting the heart, 
known as return of  spontaneous circulation or ROSC. But the new 
study  adds to mounting evidence suggesting the drug harms patients' 
chances of  surviving past the post-resuscitation period with brain 
function intact. 

Dumas and colleagues analyzed hospital records for more than 1,500 
people admitted to a large Parisian hospital over a 12-year period. 
Patients included in the analysis had suffered out-of-hospital cardiac 
arrest, been resuscitated and achieved ROSC. Nearly  three-quarters 
of the patients had received at least one dose of epinephrine. 

The primary  outcome measured was discharge from the hospital with 
normal or only  moderately  compromised brain functioning. Sixty-three 
percent of  patients who did not receive epinephrine achieved this 
outcome, compared to only 19% of those who received epinephrine. 

Patients receiving higher doses of  epinephrine fared worse than those 
with lower doses. As compared to patients who received no 
epinephrine, those receiving 1-milligram doses were 52% more likely 
to have a bad outcome and those receiving 5-milligram or larger doses 
were 77% more likely to have a bad outcome. 

Timing also appears to be an important  factor. Patients receiving 
epinephrine in the later stages of  resuscitation were more likely  to die 
than those who got their first epinephrine dose shortly  after collapsing. 
The adverse effects of  epinephrine appeared to be unaffected by  the 
use of  post-resuscitation medical treatments,  such as techniques to 

cool the body  to reduce tissue damage or interventions to restore the 
flow of blood through blocked arteries. 

The patients who had not received epinephrine typically  had other 
characteristics that improved their outlook. For example, patients in 
this group were generally  younger and more likely  to have been near a 
witness when they  collapsed. However, the research team employed a 
variety of robust statistical methods to account for these differences. 

Dumas said the results do not necessarily  indicate an immediate need 
to change the guidelines, however. "It's very  difficult, because 
epinephrine at  a low dose seems to have a good impact in the first few 
minutes, but  appears more harmful if  used later," said Dumas. "It would 
be dangerous to completely  incriminate this drug, because it  may  well 
be helpful for certain patients under certain circumstances. This is one 
more study  that points strongly  to the need to study  epinephrine further 
in animals and in randomized trials."

In addition to further research on epinephrine, Dumas said the study 
reinforces the need to continue investigating other drugs and drug 
combinations that might offer safer alternatives to epinephrine during 
cardiac arrest. 

Each year,  more than 420,000 cardiac arrests occur in the United 
States. Its immediate cause is typically  an abnormality  in the heart's 
rhythm, which can result from numerous risk factors including: 
Coronary  Artery  Disease, heart attack, an enlarged heart or other heart 
conditions. Cardiopulmonary  resuscitation and defibrillation are the 
primary treatments. 

For more information, visit cardiosource.org/ACC.

Speedy Heart Transplant for Kids Better than Waiting for Perfect 
Match

Children who receive a heart transplant as soon as a suitable donor is 
available are predicted to have better quality-adjusted survival -- even 
if  they  have antibodies that may  attack the new heart -- than children 
who wait for a donor to which they  do not have antibodies according to 
research presented at the American Heart Association's Scientific 
Sessions 2014.

When the costs of  care while waiting for an urgent  transplant are 
considered, transplantation with the first suitable heart is  also 
cheaper than waiting for a better-matched organ, researchers said.

In the same way  that a vaccine activates the body's immune response to 
fight off  a virus, a donated organ can trigger antibodies to fight off  foreign 
tissue. Because of  the risk of  severe rejection after transplantation, 
experts traditionally  believed that children with these antibodies should 
wait for a heart that won't activate an antibody response.

But patients with the antibodies in their blood are at high risk of 
dying while waiting for a perfect  match, said Brian Feingold, MD, 
MS, study  lead author and Medical Director of  Pediatric Heart and 

Complied and Reviewed by Tony Carlson, Senior Editor
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csi frankfurt: Pices, June 25th-29th, 2014

In another milestone, PICES had its first breakout session at a 
major conference outside the USA. This was made possible with 
the support of the CSI course directors Professors Sievert, Wilson 
and Qureshi. As part of our geographical expansion of PICES 
membership, we engaged 16 new recruits prior to and during CSI, 
all of whom practice outside the USA.

Brent Gordon, PICES President, and Bryan Goldstein, Chair of 
Research, entered into the European spirit fully and couldn’t resist 
trying on the national costumes (dirndl) and consumed their fair 
share of Frankfurters and sauerkraut. 

Our breakout session had a small, but vocal turnout, all of 
whom were excited about the prospects of engaging in PICES’ 
multicentre studies and the mailing list. 

Professor Neil Wilson gave a short welcoming talk highlighting 
why the old guard is so keen to see groups such as PICES 
showing leadership and setting the agenda in research and 
clinical developments.

We also had time for a “clinical conundrum” case presentation 
giving me the opportunity to discuss treatment options for 
a particularly challenging complex coarctation awaiting 
interventional treatment in the cath lab in London.

The small group allowed lots of great discussion throughout the 
session with topics as far ranging as training programmes in the 
USA and Canada compared with the UK and Europe, and the 
availability and legality of covered stents in the USA.

This meeting highlights the networking capability of PICES and 
has given us a foundation to build on at the CSI meeting. 

At all three conferences we had the opportunity to meet more 
informally at the PICES dinners; these provide great networking 
opportunities and have really helped in building relationships 
throughout the group as well as allowing the growth of discussions 
about potential collaborative research projects.

Thanks to the course directors of SCAI, PICS and CSI for hosting 
the PICES breakout sessions and to the PICES members and 
guest speakers for their participation and support.

CCt

Gareth J. Morgan, MB, BaO, BCh, MRCPCH, MPhil
Consultant Congenital Interventional Cardiologist
Hon. Senior Lecturer
Kings College London
6th Floor, Evelina London Children’s Hospital
Westminster Bridge Rd.
London SE1 7EH UK
Phone: 020 7188 4547; Fax: 020 7188 4556                           
gareth.morgan@gstt.nhs.uk
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cesarean section and remain in the hospital longer, researchers 
said.

"We are pleased to find the risk of  complications are not as high 
as expected in women with congenital heart disease," said Robert 
M . Hayward , MD, l ead s tudy  au tho r and a ca rd iac 
electrophysiology  fellow of  the University  of  California in San 
Francisco. "While we don't  know why  these women have longer 
hospital stays, it's possible their doctors are keeping them 
admitted for extra observation."

Previous research has found that childbirth is a time of  increased 
risk for complications in women with congenital heart disease, but 
little is known about what those cardiovascular risks might be.

CHD occurs when there is a problem with the structure of  the 
heart at birth. Congenital heart defects affects about 8 of  every 
1,000 infants born – about 32,000 infants each year in the United 
States.  Today,  there are more than 1 million Americans living with 
congenital heart disease. Improvements in the treatment  of 
congenital heart  disease has helped more women reach 
childbearing age.

Researchers analyzed medical records of  more than 2.7 million 
women who gave birth in California. Among this group, 3,218 
women had non-complex congenital heart disease and 248 
women had Complex Congenital Heart Disease (CCHD), whose 
conditions were more advanced and had likely  warranted surgical 
treatment during early childhood.

Researchers found:
• Reports of heart failure, arrhythmias and cardiac arrest were 

low for all three groups of women.
• In-hospital death rates were not significantly higher for 

women with complex congenital heart disease.
• 47% of women with complex congenital heart disease 

underwent cesarean section compared to 40% of women with 
non-complex congenital heart disease and 33% of women 
without congenital heart disease.

• Women with complex congenital heart disease remained in 
the hospital on average 5 days, compared with women with 
non-complex congenital heart disease (3.4 days) and women 
without congenital heart disease (2.5 days).

• A history of congestive heart failure was more common in 
women with complex congenital heart disease (8.1%) versus 
2.6% of women with non-complex congenital heart disease 
and 0.08% in women without CHD.

Hayward cautions that  their study  offers only  a snapshot in time 
and does not address the maternal health of  those with congenital 
heart disease during pregnancy  or postpartum, nor does it look at 
fetal health during pregnancy.

"The data allows us to see associations, but  it does not suggest 
any  cause and effect," Hayward said.  "We'd like to look at the 
period after delivery  to see if  there were any  new admissions, 
heart failure or other complications to develop a better 
understanding of  the health needs of  maternal patients with 
congenital heart disease."

WHAT IS THE CHiP NETWORK? - The CHiP Network, the Congenital 
Heart Professionals Network, is designed to provide a single global list 
of all CHD-interested professionals in order to:
• Connect pediatric and adult CHD-interested professionals to events, 

conferences, research opportunities and employment
• Keep members up with the literature through the monthly Journal 

Watch service
• Increase education and provider awareness of new developments 
• Bring the pediatric and adult congenital heart communities into 

closer contact
• Offer a communication tool for critical issues

WHO SHOULD PARTICIPATE? -  The CHIP Network is all inclusive 
and is comprised of everyone who considers themselves a congenital 
heart professional or administrator, including:
• Pediatric cardiologists
• ACHD cardiologists
• RNs and APNs
• Cardiac surgeons
• Cardiac care associates
• Trainees/fellows
• Administrators
• Psychologists and mental health professionals
• Researchers/scientists
• Intensivists
• Anesthetists
• Industry representatives

OUR SUPPORTING PARTNERS:
• Adult Congenital Heart Association
• Asia Pacific Society for ACHD
• Children’s Hospital of Philadelphia Cardiology meeting
• Cincinnati Children’s Hospital
• Congenital Cardiology Today (official publication of the CHiP Network)
• Congenital Heart Surgeons Society
• International Society for Adult Congenital Heart Disease
• Japanese Society of ACHD
• Johns Hopkins All Children’s Heart Institute
• North American ACHD program
• Paediatric  Cardiac Society of South Africa
• Pan Arab Congenital Heart Disease Association
• PCICS
• PICS
• Specialty Review in Pediatric Cardiology
• World Congress of Pediatric Cardiology and Cardiac Surgery

JOIN US -  Membership is Free!
The CHiP Network management committee invites the participation of 
other organizations who want to communicate with all or some of the 
congenital heart professionals on this list.  Please contact Dr. Gary 
Webb (gary.webb@cchmc.org) to ask that your organization’s or 
institution’s name be added  to the list of partner organizations.

HOW TO REGISTER
Register at www.chipnetwork.org. It takes only a minute and you can 
unsubscribe at any time.

18th Annual Update on Pediatric and Congenital Cardiovascular Disease
Hyatt Regency Scottsdale Resort & Spa at Gainey Ranch, Scottsdale, AZ

February 11-15, 2015

www.chop.edu/events/cardiology-2015#.VHAD2Iu3ohP
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Resources for Professionals
The ACHA website offers resources for  ACHD professionals 
as well as for patients and family members.

Explore our website to discover what ACHA can offer you.

CONGENITAL 
CARDIOLOGY TODAY

 Can Help You Recruit:
• Pediatric Cardiologists
• pediatric Interventional 

Cardiologist
• Adult Cardiologist focused on 

CHD
• Congenital/Structural Heart 

Surgeons
• Echocardiographers, EPs
• Pediatric Transplant 

Cardiologist

Reach over 6,000 BC/BE 
Cardiologists focused on 
CHD worldwide:

• Recruitment ads include 
color!

• Issues’s email blast will 
include your recruitment ad!

• We can create the 
advertisement for you at no 
extra charge!

Contact: 
Tony Carlson

+1.301.279.2005 or 
tcarlsonmd@gmail.com

Volunteers Wanted 

Mandarin Speaking 
Pediatric Cardiologists, 

Nurses & Echo 
Technologists 

China California Heart Watch needs 
Mandar in speak ing ped ia t r i c 
cardiologists and pediatric nurses and 
echo technologists to volunteer  
between 2 and 12 weeks during July 
through September of 2015 in 
impoverished regions of Yunnan 
province, China. Duties will include 
assisting in screening and diagnosing 
poor rural children with heart disease 
and teaching American and Chinese 
college and high schools students.  

China California Heart Watch will 
provide all  living expenses during 
volunteer period. 

If interested, respond to:
 

Robert Detrano, MD, PhD
Director, 

China California Heart Watch
robert@chinacal.org

www.chinacal.org

501C3 California and Yunnan Province 
Public Charity

http://www.achaheart.org
http://www.chipnetwork.org
mailto:gary.webb@cchmc.org
http://www.chipnetwork.org
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Medtronic receives Pre-Market approval (PMa) for 
Melody tPV from the United states food and drug 
administration (fda)

Transcatheter Pulmonary Valve (TPV) received Pre-Market 
Approval (PMA) from the United States Food and Drug 
Administration (FDA) based on strong clinical evidence from three 
clinical studies demonstrating the valve’s effectiveness in delaying 
open-heart reoperation.

The first transcatheter heart valve available anywhere in the 
world, the Melody TPV was originally approved in 2010 under a 
Humanitarian Device Exemption (HDE), a regulatory approval for 
treatments intended for fewer than 4,000 U.S. patients per year. 
HDEs are granted for medical devices that have demonstrated 
reasonable safety and probable benefit, but do not have evidence 
of clinical effectiveness. PMA approval has been issued based on 
the robust evidence now available that supports both safety and 
effectiveness of the Melody TPV.

Melody TPV is a minimally invasive therapy shown to effectively 
prolong the time between open-heart surgeries for patients with 
a dysfunctional Right Ventricular Outflow Tract (RVOT) conduit 
caused by Congenital Heart Disease (CHD). More than 7,300 
patients worldwide have received the therapy to date, more than 
half of whom are children with CHD. 

“The Melody valve has been a reliable option for patients suffering 
from CHD, and these data reinforce its strong performance since 

it was first introduced,” said William E. Hellenbrand, MD, Chief 
of Pediatric Cardiology at the Yale School of Medicine. “This 
approval underscores the valve’s importance in treating this small 
patient population, who over their lifetime will face several open- 
heart surgeries.”

The PMA approval is based on accumulated data from three 
clinical studies that followed a total of 310 patients implanted with 
Melody TPV - the Melody U.S. IDE Study, the Melody U.S. Post 
Approval Study (PAS) and the Melody European and Canadian 
Post-Market Surveillance Study (PMSS). Data showed strong 
valve performance in all three studies in patients implanted with 
the Melody valve as approximately 98% of patients were free 
from conduit reoperation (open-heart surgery) at one year post-
implant. Additionally, 91% of patients in the IDE cohort were free 
from conduit reoperation at five years post-implant. 

“The transition from HDE to PMA is an important regulatory 
milestone, which truly emphasizes the significant clinical benefit 
that the Melody TPV can bring to people with CHD by providing 
a therapy option that may reduce the number of open heart 
surgeries they need throughout their lifetime,” said Rhonda Robb, 
VP and General Manager of Heart Valve Therapies at Medtronic. 
“Today’s approval reinforces Medtronic’s ongoing commitment to 
a congenital heart disease program by providing innovative and 
successful therapies to this underserved patient group.” 

CHD is the most common birth defect in the United States; it affects 
an estimated 40,000 U.S. babies each year.1,2,3 Approximately 20 
percent of those infants have deformities that disrupt the blood 
flow from their RVOT to the pulmonary arteries.4 A subset of these 

Medical news, Products & information

PICS-AICS 
AP 2015
Pediatric and Adult Interventional 
Cardiac Symposium, Asia Pacific

April 1-4, 2015, Taipei, Taiwan

http://www.picsymposium-ap.org/

http://www.picsymposium-ap.org
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children will receive a connecting conduit 
early in life to improve that blood flow. If 
a patient’s RVOT conduit fails later in life, 
but is still of adequate size to address the 
patient’s needs (i.e., the patient has not 
outgrown the conduit), then a Melody TPV 
may be implanted to help delay a surgical 
pulmonic valve replacement, which is 
a much more invasive procedure than 
transcatheter valve replacement. 

In collaboration with leading clinicians, 
researchers and scientists worldwide, 
Medtronic offers the broadest range of 
innovative medical technology for the 
interventional and surgical treatment 
of cardiovascular disease and cardiac 
arrhythmias. The company strives to 
offer products and services that deliver 
clinical and economic value to healthcare 
consumers and providers around the world.
____
1 Congenital heart disease. National 
Institutes of Health’s MedlinePlus. 
Accessed on February 26, 2014. Available 
at:http://www.nlm.nih.gov/medlineplus/
ency/article/001114.htm.
2 Hoffman JL, Kaplan S. The incidence of 
congenital heart disease. J Am Coll Cardiol. 
2002;39(12):1890-1900.
3 Reller MD, Strickland MJ, Riehle-
Colarusso T, Mahle WT, Correa A. 
Prevalence of congenital heart defects 
in metropolitan Atlanta, 1998-2005. J 
Pediatrics. 2008;153:807-813.
4 McElhinney DB, Hennesen JT. The 
Melody® valve and Ensemble® delivery 
system for transcatheter pulmonary valve
replacement. Ann NY Acad Sci. 2013; 
1291: 77-85.

Materialise’s heartPrint® now listed as 
a class 1 Medical device

Materialise NV, a leading provider 
of additive manufacturing software 
and of sophisticated 3D printing 
solutions in the medical and industrial 
markets, has listed its 3D-printed 
cardiovascular HeartPrint® models as a 
medical device in the USA and EU markets. 
After years of 3D printing anatomical 
models for educational and research 
purposes, the company addressed the 
need for models that can assist with 
diagnosing, planning and practicing 
complex cardiovascular procedures. This 
move strengthens the company’s unique 
position in the market and is a natural 
extension of its Mimics® Innovation Suite 
of software for medical image processing 
which has an existing 510(k) clearance 
and CE mark.

A recent example of Materialise’s 3D 
printed HeartPrint services was evident 
when  surgeons at New York-Presbyterian/ 
Morgan Stanley Children’s Hospital used 
the model to plan a surgery to repair the 
newborn’s congenital heart disease.

By listing HeartPrint as a Class 1 medical 
device, the company is able to add 
HeartPrint models to their offering for 
pre-operative planning. The 3D-printed, 
patient-specific cardiovascular models 
are created from medical image data to 

provide cardiologists and surgeons with 
supplemental information to determine the 
best treatment for each unique patient.

“Where I think clinically 3D printing will take 
us is to the next generation of imaging.  
As we’ve seen in the history of medicine, 
the better and better our imaging, the 
more precise we are to pre-operatively 
be able to say what operation we’re 
going to do.” David Morales, MD, Chief 
of Cardiovascular Surgery for the Heart 
Institute at Cincinnati Children’s Hospital 
Medical Center.

Nearly every week, the added-value of 
3D printed solutions in the medical arena 
makes headlines. A recent story covered 
a 1-week-old baby who was born with a 
complex form of Congenital Heart Disease 
in which both the aorta and pulmonary 
arteries arise from the right ventricle as 
well as a large hole in the heart called a 
Ventricular Septal Defect (VSD). Only one 
day after he was born, an extremely low 
dose chest CT scan was acquired and data 
was sent to Todd Pietila, Cardiovascular 
Business Development Manager at 
Materialise, who created a digital 3D 
model of the baby’s heart using Mimics® 
and then 3D-printed a replica where even 
the smallest details were visible. With the 
walnut-size model in hand, the team of 
clinicians at the NewYork-Presbyterian/
Morgan Stanley Children’s Hospital were 
able to find a solution for repairing all 
of the baby’s defects in one procedure 
rather than the typical series of palliative 
operations which can be life threatening.

“After the success of this surgery, it’s hard 
to imagine entering an operating room for 
another complex case without the aid of a 
3D printed model. It’s definitely going to be 
standard of care in the future and we’re 
happy to be leading the way.”  said Dr. 
Emile Bacha, a congenital heart surgeon 
and Director of Congenital and Pediatric 
Cardiac Surgery at NewYork-Presbyterian/ 
Morgan Stanley Children’s Hospital.

Regulatory entities have raised concerns 
about 3D printing in a clinical environment 
as a validated quality system is critical for 
ensuring accuracy and safety. Materialise is 
the only company who is actively addressing 
these issues with their Mimics Innovation 
Suite for segmenting the medical image 
data and Streamics, which is dedicated to 
automating, controlling and tracking the 3D 
printing process to ensure traceability and 
clinical-level quality standards.

“We’re proud that the Mimics Innovation 
Suite is one of the few engineering 
packages with the appropriate validation 
to be considered a medical device. This 

mailto:tcarlsonmd@gmail.com


13Congenital Cardiology today t www.CongenitalCardiologyToday.com t March 2015

makes it easier for Materialise and our customers to bring patient-
specific, 3D-printed treatments to the market. It’s important for us 
to stay ahead of the regulatory requirements.” Koen Engelborghs, 
Director of Biomedical Engineering at Materialise, states. “We saw 
the advantages for patients when HeartPrint models were used in 
a clinical environment and are looking forward to continuing our 
collaborations with hospitals to address their 3D printing needs.”

For more information on HeartPrint, visit http://heartprint.
materialise.com.

ten Percent of heart Patients May Be inappropriately 
Prescribed aspirin

More than 10% of patients treated with aspirin therapy for primary 
cardiovascular disease prevention were likely inappropriately 
prescribed medication, according to a new study in the Journal 
of the American College of Cardiology that examined practice 
variations in aspirin therapy.

Accessing data from the National Cardiovascular Disease 
Registry Practice Innovation and Clinical Excellence (PINNACLE) 
Registry, researchers examined a nationwide sample of 68,808 
patients receiving aspirin for primary cardiovascular disease 
prevention. By evaluating aspirin guidelines by the American 
Heart Association, the U.S. Preventative Services Task Force, 
and other organizations, researchers determined aspirin use to 
be inappropriate in patients with a 10 year cardiovascular disease 
risk of less than 6%. 

Researchers identified patients from 119 practices who were 
prescribed aspirin between January 2008 and June 2013, 
excluding patients receiving aspirin as a secondary prevention due 
to history of cardiovascular disease such as myocardial infarction, 
prior stroke, and atrial fibrillation. The study found nearly 12% of 
the patients receiving aspirin for primary prevention were receiving 
it inappropriately. The frequency of inappropriate aspirin use was 
higher among women, at nearly 17% compared to men at 5%. 
Patients inappropriately receiving aspirin were, on average, 16 years 
younger than those receiving aspirin appropriately. Inappropriate 
aspirin use decreased from 14% in 2008 to 9% in 2013.

In practices with more than 30 patients receiving aspirin for 
primary prevention, researchers found a median practice-level 
frequency of inappropriate use of 10% and varied significantly 
across practices at a range of 0 to 72%. Researchers used median 
rate ratio to suggest that between two “identical” patients treated 
at two random practices, one patient was 63% more likely to be 
prescribed aspirin inappropriately than similar patients due to the 
practice where they receive care.

Aspirin therapy is not shown to reduce adverse cardiovascular 
events in patients without cardiovascular disease and a low risk of 
developing disease. However, it is associated with an increased 
risk of gastrointestinal bleeding and hemorrhagic strokes which 
often outweighs any potential benefits. The U.S. Food and Drug 
Administration (FDA) recently denied a request to allow the 
marketing of aspirin for primary prevention; following that decision 
the FDA also issued a public advisory against the general use 
of aspirin for primary prevention. As aspirin is available over the 
counter, it is also possible inappropriate aspirin use is higher if 
patients are taking it by their own choosing.

“Medical providers must consider whether the potential for 
bleeding outweighing the potential benefits of aspirin therapy in 
patients who don’t yet meet the guidelines for prescribing aspirin 

therapy,” said the study’s lead and senior author, Ravi S. Hira, MD 
and Salim S. Virani, MD, PhD, of the Baylor College of Medicine 
in Houston. “Since aspirin is available over the counter, patient 
and public education against using aspirin without a medical 
provider’s recommendation will also play a key role in avoiding 
inappropriate use.”

In an accompanying editorial, Freek W.A. Verheugt, MD, of Onza 
Lieve Vrouwe Gasthuis Radboud University Nijmegen Medical 

http://www.picsymposium.com
http://heartprint.materialse.com


14 Congenital Cardiology today t www.CongenitalCardiologyToday.com t March 2015

Centre in Amsterdam said, “Major coronary events are reduced 
18%  by aspirin, but at the cost of an increase of 54% of major extra 
cranial bleeding. Each two major coronary events have shown to be 
prevented by prophylactic aspirin at the cost of one major extracranial 
bleed. Yet, primary prevention with aspirin is widely applied.”

The American College of Cardiology is a 47,000-member medical 
society that is the professional home for the entire cardiovascular 
care team. The mission of the College is to transform cardiovascular 
care and to improve heart health. The ACC leads in the formation 
of health policy, standards and guidelines. The College operates 
national registries to measure and improve care, provides 
professional medical education, disseminates cardiovascular 
research and bestows credentials upon cardiovascular specialists 
who meet stringent qualifications. For more information, visit 
cardiosource.org/ACC.

Medtronic completes acquisition of covidien  

Medtronic plc (NYSE: MDT), a global leader in medical 
technology, services and solutions, announced today that it has 
successfully completed the previously announced acquisition of 
Covidien plc (NYSE: COV). Under the terms of the acquisition 
agreement, Medtronic, Inc. and Covidien plc are now combined 
under Medtronic plc.  Shares of Medtronic plc are expected to 
begin trading on the New York Stock Exchange (NYSE) under the 
symbol “MDT” on Tuesday, January 27, 2015.

“The culmination of this acquisition marks a significant milestone 
in our industry, creating a company uniquely positioned to alleviate 
pain, restore health and extend life for more patients around the 
world. We can now bring together the extensive and  innovative 
capabilities of both Medtronic and Covidien  with an underlying 
objective to solve healthcare’s biggest challenge - expanding 
access and improving clinical outcomes, while lowering costs,” 
said Omar Ishrak, Chairman and CEO of Medtronic. “This is an 
exciting day for our employees as we officially join forces to pursue 
our shared commitment to addressing universal healthcare needs 
and accelerating Medtronic’s three fundamental strategies of 
therapy innovation, globalization and economic value.  We know 
that our combined businesses can have a real and meaningful 
impact on people’s lives - helping to treat more people, in more 
ways and in more places around the world.”

The cash-and-stock transaction is valued at approximately $49.9 
billion, based on Medtronic’s closing stock price of $75.59 per 
share on January 26th, 2015.  Under the terms of the transaction, 
each ordinary share of Covidien outstanding as of the closing has 
been converted into the right to receive $35.19 in cash and 0.956 
of an ordinary share of Medtronic plc. Each share of Medtronic, Inc. 
common stock outstanding as of the closing has been converted 
into the right to receive one ordinary share of Medtronic plc.

Medtronic’s financial advisor is Perella Weinberg Partners LP and 
its legal advisors are Cleary Gottlieb Steen & Hamilton LLP and 
A&L Goodbody. Covidien’s financial advisor is Goldman Sachs and 

its legal advisors are Wachtell, Lipton, Rosen & Katz and Arthur 
Cox. The closing of the transaction does not affect the results of 
Medtronic, Inc.’s fiscal third quarter, which ended January 23rd, 
2015. The company provided a financial update on its fiscal third 
quarter earnings conference call on Tuesday, February 17th, 
2015.  For more detailed information on anticipated Medtronic plc 
revenue reporting changes and combined historical financials, 
see Medtronic plc Revenue Reporting Changes and Historical 
Financials.

Medtronic plc has its principal executive offices in Ireland, where 
both companies have a longstanding presence. The company’s 
operational headquarters will continue to be based in Minneapolis. 
Medtronic has a comprehensive product portfolio, a diversified 
growth profile and broad geographic reach, with more than 85,000 
employees in more than 160 countries. 

For more information, please visit www.medtronic.com.

Jennifer d. Walker, Md named chief of the division of 
cardiac surgery at UMass Memorial 

UMass Memorial Medical Center has appointed Jennifer D. Walker, 
MD, as Chief of the Division of Cardiac Surgery and Surgical Director 
of the Heart and Vascular Center of Excellence. She has worked 
at the Medical Center since October and began her new role on 
December 31st. Dr. Walker now joins a very short list of female chief 
of cardiac surgery at academic medical centers in the United States.

“We believe Jennifer will make significant contributions to the Heart 
and Vascular Center of Excellence, which will allow our cardiac 
surgery program to continue to be among the leaders nationally in 
access, outcomes and patient satisfaction. We are very excited to 
have Jennifer join our team,” said Demetrius Litwin, MD, Chair of 
the Department of Surgery, UMass Memorial and Harry M. Haidak 
Professor of Surgery, University of Massachusetts Medical School.

Dr. Walker is a summa cum laude graduate of the University of 
South Carolina. She completed her medical education at the 
Medical University of South Carolina, where she also completed 
her internship and residency in surgery. Dr. Walker completed 
cardiothoracic surgery training at Massachusetts General Hospital 
(MGH) and Boston Children’s Hospital.  

Dr. Walker comes to UMass Memorial from MGH where she 
was Director of Cardiothoracic Resident Education. Under her 
guidance, many general surgery residents have chosen a career 
path in cardiac surgery. In 2009, she became Director of the 
Cardiac Surgical Simulation Laboratory and Training Program 
at Mass General. She is the recipient of numerous excellence in 
teaching awards. 

Her clinical interests include: acquired heart disease; valve repair 
and reconstruction; coronary artery disease; all arterial grafting; adult 
congenital heart disease; cardiac transplantation and heart failure; 
and resident cardiac surgical stimulation training.
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study  looking specifically  at patients under 5 
months of  age is required to modify  the 
labeling of  thyroid hormone supplement,  which 
would impact the current standard of care.

“I anticipate this study  will confirm the results of 
our previous research so that clinicians may 
begin prescribing this supplement to those 
patients that would benefit  most,” Portman 
said.

Congeni ta l heart d isease occurs in 
approximately  32,000 infants per year and 
approximately  38% of  these patients will have 
one or more surgical procedures in their lifetime. 
Over the past 20 years, more and more have 
undergone cardiopulmonary  bypass. While the 
surgical procedures themselves have improved, 
little research has been done to investigate 
whether medications might be beneficial to 
patients after surgery. Infants are especially 
likely  to spend prolonged time on mechanical 
ventilation due to poor heart  function after 
surgery and fluid build-up in the lungs.

Portman believes these effects are worsened 
because cardiopulmonary  bypass causes an 
inflammatory  response that suppresses normal 
thyroid hormone production. Still,  relatively  few 
randomized clinical trials have evaluated 
agents, like thyroid supplement, provided to 
these infants after cardiopulmonary bypass.

“Seattle Children’s is focused on using cutting-
edge research to offer the best in clinical care,” 
Portman said. “If  this study  is successful, 
patients will spend less time on a ventilator, 
less time in cardiac intensive care, and less 
time in the hospital. They  will have the chance 
to grow up and live longer, healthier lives.”

Rady Children's to Establish Pediatric 
Genomics and Systems Medicine Institute

Newswise — Rady  Children’s Hospital-San 
Diego has taken a major step forward in the 
research of  childhood diseases with the 
establishment of  the Rady  Pediatric Genomics 
and Systems Medicine Institute at Rady 
Children’s. Ernest Rady  and family  have made 
yet another extraordinary  investment in the 
health and well-being of  children by  pledging 
$120 million to support pediatric research and 
innovation at the Institute. The gift is the largest 
donation ever made to Rady  Children’s 
Hospital Foundation. Rady Children’s Board of 
Trustees has committed an additional $40 
million in funding to support the Institute.

“After more than one and one half  years of 
evaluating the design and mission of  an Institute 
at Rady  Children’s, this Institute will assemble a 
team of  world class scientists, researchers and 
clinicians who will focus their talents on 
preventing, diagnosing, treating and curing 
childhood disease through genomics and 
systems medicine research,” said David F.  Hale, 
Chairman of  the Board. “The Institute will work 
closely  with UC San Diego and establish 
relationships with other academic and research 
institutions, companies involved in genomics 
research and other children’s  hospitals to 
advance the mission of  the Institute,” said 
Hale.

“The commitment Ernest Rady  and the Board 
has made is truly  transformative,” said Donald 
Kearns, MD, President of  Rady  Children’s. 
“This Institute and gift  will secure Rady 
Children’s place at the leading edge of 
research, discovery  and innovation into 
childhood disease and injury, and set national 
and international standards for pediatric care.”

“As we move into an exciting new era of 
medicine it  is our responsibility  to encourage 
the ambitious research and innovation that will 
accelerate the process by  which discoveries 
are made and translated into cures,” said Mr. 
Rady.

Discoveries in genomics and the resulting 
emergence of  personalized medicine hold 
unprecedented promise, yet the methods and 
resources for translation into cures and 
treatments are still to be identified. This gift will 
allow Rady  Children’s to invest  these funds in 
the highest and most current needs to keep 
pace with new technology  and stay  on the 
cutting edge of  genomics and systems 
medicine.  It is planned that the Institute will be 
housed in two facilities, 7910 Frost Street, 
adjacent to Rady  Children’s, and a location in 
the Torrey  Pines area, situated among other 
distinguished research institutes.

Mr. Rady  served as Chair of  the Children’s 
Hospital and Health Center Board from 1990 to 
1993, during which time the Board oversaw 
construction of  the hospital’s Rose Pavilion. He 
also served as a member of  that same Board, 
and as a member of  the Children’s Hospital-
San Diego Board, in the 1980s and ‘90s. 
During that time, Mr. Rady  and his wife, 
Evelyn, made several major donations to 
Children’s; the main entrance lobby  and the 
second floor Medical/Surgical Center of  the 
Rose Pavilion are named for Dr.  Max and 
Rose Rady, a tribute to Mr. Rady’s parents. In 

2006, in recognition of  a $60 million gift  by  the 
Rady  family  and American Assets, Inc., the 
company  Mr. Rady  founded in 1967, the Board 
of  Trustees voted unanimously  to rename the 
hospital Rady Children’s Hospital-San Diego.

“Not only  will generations of  children benefit 
from Mr. Rady’s extraordinary  legacy  of  giving, 
our entire region is  the better for it,” said Paul 
Hering,  Chair, Rady  Children’s Foundation 
Board. “Very  few people in the world have 
succeeded in making such a positive, lasting 
philanthropic impact on our children now and in 
the future.”

For more information, visit www.rchsd.org.

Global Heart Network Foundation (GHN)
a global non-profit organization with a mission to connect people and 
organizations focused on the delivery of cardiovascular care across the Globe 
to increase access to care.
Contact: annabel@globalheartnetwork.net

www.globalheartnetwork.net
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“I have been fortunate to learn/train under 
and work alongside some of the nation’s 
finest doctors at world-class organizations 
and those experiences have prepared 
me for this position,” Dr. Walker said. 
“UMass Memorial has a terrific team. More 
importantly, it is a vital resource for the 
people of Central Massachusetts. I am 
looking forward to continuing the UMass 
Memorial commitment to excellence in 
cardiac surgery services.” 

During her career Dr. Walker served on a 
number of committees including the Heart 
Center Operations Committee at Mass 
General, committees for the Society of 
Thoracic Surgeons, the American Board 
of Thoracic Surgery, the American Heart 
Association and the Massachusetts 
Medical Society.

european Market could facilitate 
Prosthetic heart Valve advancements, 
says globaldata analyst

In light of a recent American Heart 
Association report stating that US mitral 
valve regurgitation prevalence was 1.7% 
in 2014, a significant opportunity exists 
for prosthetic heart valve manufacturers 
to develop an effective transcatheter 
mitral valve replacement (TMVR) device 
as an alternative treatment to surgery 
for inoperable patients, says an analyst 
with research and consulting firm 
GlobalData.

Furthermore, according to Premdharan 
Meyyan, GlobalData’s Analyst covering 
Medical Devices, TMVR device makers 
are expected to utilize the relatively 
lax regulatory approval process in the 
European market to test new products and 
amass clinical data, with first-generation 
devices likely to be approved within the 
next five years.

As mitral valve regurgitation patients 
comprise the largest segment of the US 
population suffering from heart valve-
related disorders, some of whom cannot 
be treated by conventional surgical 
repair methods due to associated 
comorbidities or other risk factors, 
there is a need for minimally-invasive 
therapies that will ultimately improve 
clinical outcomes.

Meyyan says, “Following the shake-up 
of the surgical heart valve market with 
the emergence of minimally-invasive 
Transcatheter Aortic Valve Replacement 
(TAVR) procedures, key opinion leaders 
have asserted that a similar opportunity 
exists for companies to discover the 
easiest and safest way to put devices into 
the mitral position.”

“Although the complex anatomy of the mitral 
annulus makes successful implantation of 
a prosthetic device in this position more 
difficult than in the aortic position, major 
prosthetic heart valve manufacturers, 
such as Edward Lifesciences, are already 
executing TMVR development alongside 
their existing product lines.”

The analyst adds that numerous smaller 
companies, including Neovasc and Micro 
Interventional Devices, are making a 
focused effort to develop technologies that 
overcome the clinical barriers specific to 
mitral valve replacement.

“While these devices are still years away 
from commercialization, early movers 
in the TMVR space are poised to seize 
considerable shares from key players in 
the billion-dollar prosthetic heart valve 
market, due to the large patient base,” 
Meyyan concludes.

GlobalData is a leading global research 
and consulting firm offering advanced 
analytics to help clients make better, more 
informed decisions every day. For more 
information visit: www.globaldata.com.
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Resources for Professionals
The ACHA website offers resources for  ACHD professionals 
as well as for patients and family members.

Explore our website to discover what ACHA can offer you.
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• Pediatric Cardiologists
• pediatric Interventional 

Cardiologist
• Adult Cardiologist focused on 

CHD
• Congenital/Structural Heart 

Surgeons
• Echocardiographers, EPs
• Pediatric Transplant 

Cardiologist

Reach over 6,000 BC/BE 
Cardiologists focused on 
CHD worldwide:

• Recruitment ads include 
color!

• Issues’s email blast will 
include your recruitment ad!

• We can create the 
advertisement for you at no 
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Contact: 
Tony Carlson

+1.301.279.2005 or 
tcarlsonmd@gmail.com

Volunteers Wanted 

Mandarin Speaking 
Pediatric Cardiologists, 

Nurses & Echo 
Technologists 

China California Heart Watch needs 
Mandar in speak ing ped ia t r i c 
cardiologists and pediatric nurses and 
echo technologists to volunteer  
between 2 and 12 weeks during July 
through September of 2015 in 
impoverished regions of Yunnan 
province, China. Duties will include 
assisting in screening and diagnosing 
poor rural children with heart disease 
and teaching American and Chinese 
college and high schools students.  

China California Heart Watch will 
provide all  living expenses during 
volunteer period. 

If interested, respond to:
 

Robert Detrano, MD, PhD
Director, 

China California Heart Watch
robert@chinacal.org

www.chinacal.org

501C3 California and Yunnan Province 
Public Charity

But with standard 2D images as a guide, 
doctors now can build a detailed 3D model of 
the heart from various materials, such as 
plaster or ceramic, to reveal even the most 
complicated structural abnormalities.

"With 3D printing, surgeons can make better 
decisions before they  go into the operating 
room," said Matthew Bramlet, MD, study  lead 
author and Assistant Professor of  Pediatric 
Cardiology  and Director of  the Congenital 
Heart Disease MRI Program at the University 
of  Illinois College of  Medicine in Peoria. "The 
more prepared they  are, the better decisions 
they  make, and the fewer surprises that they 
encounter.”

"When you're holding the heart model in your 
hands, it  provides a new dimension of 
understanding that cannot be attained by  2D or 
even 3D images. What once was used to build 
trucks, we're using now to build models of 
hearts."

Researchers used an inexpensive plaster 
composite material to create heart models of  a 
9-month-old girl,  3-year-old boy  and a woman 
in her 20’s, all of  whom had complex 
congenital heart defects. After studying the 
models and traditional images, surgeons 
success fu l l y  repa i red severe hear t 
abnormalities in all three patients.

"You could see that if  you make this 
compromise here, you could fix this problem, 
and go from a single-ventricle to a two-ventricle 
repair," Bramlet said. "That is the difference, 
potentially, between a life expectancy  of  two to 
three decades, versus four, five or six 
decades."

Researchers caution that this was a small 
study  and 3D printing is still an emerging 
technology  that is not approved by  the Food 
and Drug Administration. The University's 
collaborator, the Jump Trading Simulation and 
Education Center in Peoria, made the printer 
available for the study.

Co-authors are Randall Fortuna, MD, and 
Welke Karl,  MD. Author disclosures are in 
the manuscript.

Private donors supported the study.
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Heart Failure/Transplant Cardiologist Advertisement 
The Division of  Cardiology at the Ann & Robert H. Lurie Children’s Hospital of  Chicago and 
the Department of  Pediatrics at Northwestern University’s Feinberg School of  Medicine in 
Chicago is  seeking a full-time BC/BE pediatric cardiologist  to participate in our Heart Failure 
and Transplant Program. The individual must be an M.D. or D.O. and eligible for an Illinois 
medical license. The position includes an academic appointment of  Instructor, Assistant or 
Associate Professor on the non-tenure track determined by  qualifications. Salary  is 
commensurate with qualifications. 

The candidate will participate in inpatient and outpatient consultation and management of 
heart failure/transplant patients. Additional areas of  clinical expertise such as VAD experience 
and/or transplant immunology  are desirable.  An interest in clinical or translational research 
and completion of  a fourth year fellowship or several years of  experience as a transplant 
specialist are desirable. 

Opportunities exist for clinical research and collaboration through the Stanley  Manne 
Children’s Research Institute of Chicago; teaching of housestaff is an important role.

Ann & Robert H. Lurie Children’s Hospital of  Chicago is ranked among the nation’s top 10 
children’s hospitals. Our Heart Center includes 33 attending cardiologists, nine categorical 
cardiology  fellows, two senior CICU fellows and several additional advanced fellows, three 
pediatric cardiac surgeons, an accredited congenital heart surgery  fellowship program, and a 
dedicated cardiac anesthesia service. Our cardiac surgeons perform over 400 cardiac 
operations per year and achieve outcomes that rank among the best in the nation (STS-CHS 
Database). We also have one of  the highest volume heart transplant programs in the country 
and a busy  mechanical cardiac support program (VAD, ECMO & E-CPR). Our cardiac 
program is the largest in Illinois and provides expertise in echocardiography, 
electrophysiology, interventional cardiac catheterization, heart failure/transplant, adult 
congenital heart  disease, cardiac critical care and preventative cardiology. Cardiac intensive 
care services are provided in the state-of-the-art 36-bed Regenstein Cardiac Care Unit.  

Located in the heart of  downtown Chicago,  the hospital is  near miles of  open lakefront full of 
scenic points and recreational opportunities. An abundance of  cultural activities including 
museums, music, world-class restaurants and upscale shopping make this city  a great place 
to live, work and play.

Proposed starting date is July 1, 2015. Applications will be accepted until the position is 
filled. Interested applicants should forward letter of intent, curriculum vitae, and three (3) 

references to:

Elfriede Pahl, M.D.
Medical Director, Heart Transplantation 

Co-Director of Academic Affairs and Marvin E. Wodika Research Chair of Cardiology
Ann & Robert H. Lurie Children’s Hospital of Chicago

225 East Chicago Avenue, Box 21
Chicago, Illinois 60611-2605

312-227- 4389
Email: epahl@luriechildrens.org

Northwestern University is an Equal Opportunity, Affirmative Action Employer of all protected 
classes, including veterans, and individuals with disabilities. Women and minorities are 
encouraged to apply.  Hiring is contingent upon eligibility to work in the United States. 
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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

http://ipccc-awg.net
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