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Introduction
Many different clinical approaches exist to the management of a Patent Ductus Arteriosus (PDA) in
a premature neonate: observation, medical therapy, surgical ligation, and transcatheter PDA closure
(TCPC).1 TCPC in Extremely Low Birth Weight (ELBW) neonates has quickly become a common practice
in many centers with expertise with several studies showing safe and successful PDA closure with
this technique.2,3 TCPC in ELBW infants commonly occurs in the catheterization lab requiring the
patient to transfer from the neonatal intensive care unit (NICU), and likely adds to the hesitancy of
neonatologists to fully support TCPC.4-6 Therefore, it is imperative to bring TCPC safely and successfully
“to the bedside” to provide the best possible outcomes for patients. This article will highlight our
programmatic practice regarding PDA evaluation, and the evolution of the TCPC program in ELBW
infants from the catheterization lab to the NICU bedside (Figure 1).

14 Report From the Field - Early
Career Colleagues
Kamel Shibbani, MD

18 Medical News
•
•

CTA and ACC Create FirstEver Industry Framework for
Cardiovascular Technology
Structured Reporting Systems
are Expected to Dramatically
Improve Patient Care and Data
Management

19 Meeting Calendar
Career Opportunities Throughout

FIGURE 1 Catheterization lab and neonatal bedside transcatheter patent ductus arteriosus closure
set up. A). Catheterization lab. The implanter and assistant stand on the right side of the patient
and the sonographer stands of the left side with left-handed scanning. B). Neonatal bedside. The
implanter and assistant stand on the right side of the patient while the mobile digital Mini C-Arm
and the echocardiographer are on the left side of the patient with right-handed scanning.

Hemodynamically Significant PDA
A consensus definition of a hemodynamically significant PDA (hsPDA) does not exist. A combination
of clinical history and echocardiographic characteristics is the best way to define PDA significance.7-10
Clinical factors suggesting a hsPDA are: ventilator support due to pulmonary edema, requirement
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of inotropes, feeding intolerance, and renal insufficiency in the context
of a vulnerable patient.11 Neonates born <26 weeks’ gestation are a
vulnerable population because they do not have spontaneous PDA
closure until a median of 71 days, sustaining significant complications
of a hsPDA.12

Timing of PDA Closure
An extensive discussion on prophylactic PDA closure, medication attempts
at PDA closure, and surgical ligation are outside the scope of this review.1
However, a brief review of the clinical conundrum the presence and
treatment of a hsPDA poses to clinicians caring for ELBW neonates follows.
Despite multiple studies outlining the morbidity caused by a hsPDA, there
is a lack of decrease in morbidity and mortality in prophylactic medical or
surgical PDA closure.17-19 The PDA-TOLERATE trial found medical treatment
after one week of life was not associated with reduced PDA ligations or
PDAs present at discharge in infants born before 28 weeks gestation,
and infants born between 26 and 28 weeks gestation had increased
rates of late-onset sepsis and death when exposed to early medical PDA
treatment.20 Surgical ligation has frequently been linked to increased
morbidities such as Bronchopulmonary Dysplasis (BPD), Retinopathy of
Prematurity (ROP), and poor neurodevelopmental outcomes.21-23 Due to
no convincing studies showing clear benefit of medical and surgical PDA
ligation, many neonatologists have adopted a conservative approach to
PDA management.24 However, spontaneous closure of PDAs and the need
for rescue treatment for those in the conservative treatment group make it
difficult to accurately evaluate the morbidities associated with conservative
treatment alone.25

FIGURE 2 Echocardiographic assessment of a hemodynamically
significant PDA. A). Two dimensional measurements of a large PDA. B).
Color Doppler of a large PDA with low velocity left to right shunting. C).
Four chamber with moderate left atrial and ventricular dilation. D). Left
pulmonary artery spectral Doppler with diastolic continuation of flow
(arrows). E). Abdominal aorta spectral Doppler with diastolic reversal
of flow (arrows). LA=left atrium. LPA=left pulmonary artery. LV=left
ventricle. PDA=patent ductus arteriosus.
There are numerous protocols to report echocardiographic parameters
of a hsPDA, but none have been concurrently confirmed with cardiac
catheterization hemodynamics.1,13,14 Echocardiographic parameters focus
on PDA shunt size, extent of volume overload, and evidence of systemic
hypoperfusion.11 A minimal PDA diameter >1.5 mm and low velocity
left to right flow pattern suggest a large PDA shunt volume (Figure 2).
However, PDA diameter alone may not correlate with a large shunt, and
there can be interobserver variability in the measurement.15 Left atrial
and ventricular chamber dilation and diastolic continuation of flow in
the branch pulmonary arteries suggest a large volume overload from a
hsPDA (Figure 2). Diastolic flow reversal in the abdominal aorta suggests
systemic hypoperfusion (Figure 2).
Accurate communication of echocardiographic findings of a hsPDA to the
neonatology team is essential. Simply stating the PDA is small, moderate,
or large is not sufficient information for the neonatologist to determine
hemodynamic significance. At our institution a quality improvement
initiative improved the echocardiographic communication of the
different factors potentially defining a hsPDA. Our echocardiographic
summary reports include minimal PDA diameter, PDA shunt direction
with peak velocity, left atrial (LA) and ventricular chamber size, and
abdominal aorta flow pattern at the minimum. Also, there is no consensus
definition of a hsPDA at our institution agreed upon by all cardiologists
and neonatologists. The goals of the echocardiogram report are to be
consistent and provide easily understandable and reproducible data
in a timely manner for the neonatologist. At some institutions, the
neonatology team performs and reports the PDA echocardiograms and
are experts in echocardiographic evaluation of hsPDA.16

FIGURE 3 Sequence of 1-301 patients with the procedure weight at
the time of transcatheter patent ductus arteriosus closure at Le Bonheur
Children’s Hospital.
Initial results of TCPC in infancy showed mixed results and added to the
clinical conundrum of PDA management especially in ELBW neonates.3
However, a recent meta-analysis of TCPC in infants ≤1.5 kg showed a
technical success of 96% with a major adverse event rate of 8%.2 This
increased procedural success of TCPC occurred in an era of decreasing
patient weight at time of procedure.2 Our institutional TCPC experience
shows excellent success rate with low adverse events (AE) and suggests
that earlier closure (<4 weeks) is associated with improved outcomes
including quicker weaning of ventilatory support and improved growth.26,27
Also, ELBW infants referred for TCPC >8 weeks may have elevated
pulmonary vascular resistance suggesting a likely loss of benefit of PDA
closure in patients referred late.27 Over time this has led to our patient
referral for TCPC to be younger and weigh less at time of procedure
(Figure 3). There is no minimum patient weight threshold yet identified,
with reports including patients as small as 490 grams, and the Amplatzer
Piccolo Occluder (Abbott Medical, New Plymouth, MN, USA, APO) device
is approved in infants weighing >700 grams.28-30 While TCPC is technically
feasible at very early ages and small weights, timing is often dictated by
medical management in the absence of clear PDA treatment guidelines.31
Earlier in our experience with TCPC, a core group of neonatologists and
cardiologists would discuss the indications and eligibility for TCPC for every
neonate <1.5 kg referred for the procedure.
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TRANSCATHETER PATENT DUCTUS ARTERIOSUS CLOSURE IN LOW BIRTH WEIGHT INFANTS
Transcatheter PDA Closure Expertise

Catheterization Lab

We have created a comprehensive program in the care of preterm
neonates and infants with PDA before and after TCPC.32 This involves
developing expertise with PDA management amongst neonatology,
cardiology, anesthesiology, pulmonology, neurodevelopmental specialists,
nutrition, speech therapy, social work, medical transport, and research
collaborators. Our comprehensive neonatal intensive care unit provides
multi-disciplinary care to all ELBW neonates and infants regardless of the
presence of a PDA. Our program is unique in creating specific outpatient
follow-up after patients are discharged following TCPC. This provides
an opportunity for long-term follow-up of specific cardiovascular and
neurodevelopmental outcomes that are currently ongoing.

When transporting an ELBW to the catheterization laboratory, several
important modifications need to be considered and have been well
described by our group.5 A team including the anesthesiologist, CRNA,
and two to three Cath lab staff are involved in the transport process.
The goal of the transport is to minimize the risk of unplanned extubation
during transport, maintain adequate temperature, and reduce the
time out of the NICU. Use of a transport ventilator such as a Neopuff
(NeoPuff infant resuscitator, Fisher and Paykel, Auckland, New Zealand)
or a PneuPAC® BabyPAC (Smiths Medical, Minneapolis, MN) is common
in patients on conventional ventilation. For patients on high frequency
ventilators (high frequency jet ventilators or high frequency oscillatory
ventilators), we use a Bronchotron Transport (TXP®-2D, Percussionaire
Corporation, Sandpoint, ID, USA) for transport. Early in our experience,
we would give a trial of conventional ventilator for two hours in patients
on high frequency ventilators, and if the PCO2 did not increase by
more than 10mmHg from baseline, the procedure was performed on a
regular ventilator. However, more recently we have found the patients
are more stable when we perform the procedure on the high frequency
ventilator in the catheterization lab with the assistance of the NICU
respiratory therapist.

TCPC is standard of care for PDA management in children and adults
with PDA.33 However, the technique of TCPC in ELBW neonates is
vastly different than TCPC in children and adults. Therefore, creating
procedural expertise amongst all individuals assisting in TCPC is essential
to programmatic success.34 This translates to one catheterization implanter,
a core group of cardiology imagers and sonographers, a core group of
pediatric anesthesiologists and certified registered nurse anesthetists
(CRNA) perform and assist in a vast majority of the TCPC procedures in
ELBW infants. Repeated TCPC procedural techniques, echocardiographic
evaluation, and anesthetic support creates expertise among these
individuals when performing TCPC in ELBW infants.4,30,35

TCPC Program Evolution
The TCPC program at our institution has evolved as newer devices,
technology, and expertise progressed over time. Initially TCPC was
performed with devices, Amplatzer Vascular Plug II (Abbott, Chicago,
AVPII) and Microvascular Plug (Medtronic, MVP), that were not
necessarily designed for PDA closure in ELBW neonates.35-38 Our
experience with the AVPII led to AEs before we began using the
MVP with mostly successful results and fewer AEs.26 Once the APO
received FDA approval for TCPC in neonates >700 grams, we utilized
the APO on a vast majority of TCPC cases with excellent results.26,28
As the devices available improved, the TCPC procedure in the
catheterization lab became refined. Performing TCPC in the cardiac
catheterization lab allows the device implanter to become comfortable
with the subtle aspects of the procedure with biplane fluoroscopy
and echocardiographic imaging available. Also, the device implanter
has a full assortment of inventory and devices to deal with potential
complications that may arise. Developing procedural expertise with
multiple TCPC cases in ELBW neonates is recommended before
consideration to performing the procedure outside the catheterization
lab.
Despite the many benefits of performing TCPC in the catheterization
lab, the best place for the procedure for the patient may be the
NICU. Transfer of ELBW neonates outside the NICU is associated with
increased morbidity and mortality.39,40 NICU bedside TCPC (bedsideTCPC) has been previously described at other institutions but has not
been performed routinely at centers performing TCPC in neonatal
patients.41-44 There are differences between the techniques of TCPC
depending upon the location of the procedure.31 Bedside-TCPC
requires greater utilization of echocardiographic evaluation as there is
limited fluoroscopy. With anticipation of this difference, we performed
several TCPC in neonates with an attempted echocardiographic only
approach. This approach was mostly successful, but there were some
cases where fluoroscopy was utilized to complete the procedure.
Therefore, a hybrid fluoroscopy and echocardiographic approach was
adopted at the bedside. Below are the key procedural approaches to
both techniques depending upon location.

FIGURE 4 Pre-procedure transthoracic echocardiogram and lateral
angiogram of the patent ductus arteriosus. A). Pre-procedure
transthoracic echocardiogram. B). Lateral angiogram. A= PDA diameter
at the aortic end; B = PDA diameter at the pulmonary end; C = PDA
length.
Once in the catheterization lab, the infant is positioned on the Bair
Hugger (3M Maplewood, MN, USA) by the physician with a folded
towel beneath the sacrum to straighten the groins and allow for easier
vascular access. A temperature probe (SourceMark, Brentwood, TN,
USA) is placed in the esophagus and will later serve as a landmark of
the descending aorta for device deployment. Any wires or monitors
that are radiopaque are moved out of the view of the frontal and
lateral cameras and taped down so as not to obscure the field. During
table set-up, a transthoracic echocardiogram (TTE) is performed with
a sonographer at the head of the table between the frontal and lateral
cameras. It is encouraged to perform the pre-procedure TTE with the
lateral camera in place so the sonographer can become accustomed to
the arm angle and patient windows during the procedure.45 The preprocedure TTE focuses on the details of the PDA as well as the potential
structures (aortic arch, left pulmonary artery (LPA), and tricuspid valve)
affected by device placement and prograde approach.31,45 A TTE preprocedure check list (Table 1) and is performed on every patient prior
to the procedure.
www.CongenitalCardiologyToday.com
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FIGURE 5 Lateral fluoroscopy angiogram after Amplatzer Piccolo
Occluder (Piccolo) deployment and release. A). The device is between
the esophageal temperature probe and upper extremity PICC line in
a 10 o’clock to 4 o’clock position. B). The “PAC-MAN” is created by
the touching of the proximal and distal discs along the lesser (inferior)
curvature of the PDA and the splaying of the discs along the greater
(superior) curvature of the PDA. An upper extremity PICC line can highlight
the pulmonary end of the ductus. PICC = peripherally inserted central
catheter; Temp = temperature.
A purely transvenous prograde approach was adopted for TCPC
to avoid accessing the femoral arteries in neonates.41,43 A femoral
artery diameter <3 mm has been associated with loss of arterial
pulse, and ELBW neonates are at high risk of arterial damage.46,47
Ultrasound guided vascular access of the femoral vein is obtained, and
heparinized saline flushes are utilized throughout the case instead of
heparin bolus. All fluoroscopy is performed at three frames per second
to limit radiation exposure to the patient. There are two methods
for catheter access to the PDA from a prograde approach.4,35,36,48 A
balloon tip catheter can be used to access the PDA, but the preferred
method at our institution is the method using a 4 Fr/65cm Terumo
Glide Catheter and Wholey wire.4,31,35,43 Once the catheter is in place,
a biplane angiogram with 1 ml of contrast is hand-injected with the
frontal plane 15° LAO and 15° Caudal and the lateral plane kept at
90°LAO. Measurements are made from the lateral angiogram and
compared to the TTE measurements to choose the appropriate APO
device size (Figure 4).49 Most PDA in patients <1000 grams are the
F-type described as a long tubular PDA with a bend at the pulmonary
artery end much like a hockey stick.50 The location of the descending
aorta in relationship to the esophageal temperature probe should be
clearly evaluated on the lateral angiogram as the exact location of the
probe in relationship to the descending aorta is slightly different in
each patient.31
Once the appropriate size device is chosen, the patient should be placed
briefly on higher FiO2 until the device is implanted.51 Through the side-arm
of the sheath, Calcium Chloride (CaCl2) 10mg/kg is administered.51 These
maneuvers: brief period of hyperoxygenation and CaCl2 administration
at our institution, have been shown to not only keep the infant stable
during the device implantation process, but also to decrease the already
low incidence of post-ligation syndrome after TCPC.51,52 The TorqVue LP
catheter (Abbott, New Plymouth, MN, USA) is then advanced over the wire
to the descending aorta and a Tuohy-Borst Side arm adapter (Nordson
Medical, Westlake, OH, USA) is attached. The device is then advanced
through the catheter to the tip, which is 3mm beyond the radiopaque
marker. For proper implantation, a single operator, two-hand technique,
with the left hand on the delivery catheter and the introducer sheath,
facing the ground, and the right hand on the delivery catheter and the
delivery cable, but facing the ceiling, working in unison with a gentle
“push-pull” method to deploy the device intra-ductal. Keeping the tip of
the catheter steady with the left hand, the right hand pushes the cable to
expose the distal disc of the device within the aortic end of the PDA. After
this maneuver, the device can be pushed into place with the right-hand
always maintaining catheter position within the PDA.
6
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Once the device is deployed, a lateral angiogram is performed with 1 ml
of contrast for verification of device position on the PA end. As stated
previously, the esophageal temperature probe acts as a landmark of the
descending aorta in this case. If the patient has an upper extremity PICC,
this well defines the pulmonary end of the PDA. The device should sit
between these two landmarks on the straight lateral position oriented in a
10-4 position on a clock face (Figure 5). Also, the device should be packed
within the PDA to create a “PAC-MAN” sign on lateral fluoroscopy (Figure
5). The PAC-MAN is created by the touching of the proximal and distal
discs along the lesser (inferior) curvature of the PDA and the splaying of
the discs along the greater (superior) curvature of the PDA. This position is
highly stable and the device is less likely to migrate or embolize.53 After the
device is positioned, lower extremity pulses are checked and blood pressure
is obtained to rule out aortic obstruction.53
Although a levophase lateral angiogram could evaluate the aortic arch,
a TTE is the preferred method to check for aortic obstruction. The first
images obtained by TTE should be of the aortic arch as it is often not
evaluated by post-deployment angiography. Table 1 outlines the postprocedure echocardiogram views and techniques to ensure the device is
intraductal with no residual shunting and no aortic arch or LPA stenosis.
Utilization of post-procedure spectral Doppler patterns of the aortic arch
and LPA compared to the pre-procedure Doppler patterns can aid in
determining if device obstruction is present.31,53 Trivial residual shunting
through the center of the device is not uncommon immediately after
device deployment, and we call this the “flame sign” due to the small
width of the color jet by Doppler (Figure 6). Trivial residual shunting
almost always resolves within 5-10 minutes and should not be used as
an indication to remove the device.31,45 Instruct the sonographer to
obtain images continuously and be as quick as possible. Some patients
will become unstable with the delivery sheath across the tricuspid valve,
so timely TTE evaluation is important.53 Accurate, decisive, and quick
communication of the post-deployment TTE to the catheterization team
is imperative.45
If device position is adequate, the device can be released, and the TorqVue
catheter is removed immediately. There is no reason to perform another
angiogram as a TTE is sufficient to check for device position, aortic or LPA
obstruction, residual shunt, tricuspid regurgitation, left ventricle (LV) function
and effusion (Table 1). At this point, the FiO2 is weaned back down, and
fluoroscopy is done to evaluate for device movement. If device is still in
place, the sheath can be removed, and manual pressure is held to obtain
hemostasis.

Table 1 Transthoracic echocardiogram checklist

2D = Two dimensional; LPA = left pulmonary artery;
LV = left ventricle; PDA = patent ductus arteriosus
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Patient positioning, groin preparation, and drapes are consistent with
the catheterization lab techniques. Once the patient is draped, the
mobile digital Mini C-Arm is brought into the expected correct lateral
position. At this time, a pre-procedural TTE is performed evaluating the
same key structures described above (Table 1). However, there are key
differences to the TTE evaluation in the bedside NICU compared to
the catheterization lab (Figure 6). First, the echocardiogram machine is
turned 180 degrees compared to the catheterization lab. Second, the
cardiologist has been performing the echocardiogram as there is minimal
space at the bedside for both a sonographer and a cardiologist. Third,
the cardiologist is situated as to scan with the right hand during the
procedure where the sonographer is situated to scan with the left hand
in the catheterization lab. Finally, the pre-procedural PDA measurements
can only be made by TTE, as the mobile digital Mini C-Arm does not
allow for angiographic measurements.

FIGURE 6 Color compare transthoracic echocardiogram post Amplatzer
Piccolo Occluder deployment. A 4-2 mm Piccolo device is in good position
with trivial residual shunting through the center of the device (“flame
sign”).

NICU Bedside Closure
The APO has been FDA approved for TCPC in ELBW neonates for >3
years, and our institution has closed >300 PDA in patients <4 kg. This
process took many years of hard work and dedication from multiple
members of the TCPC team. The immense experience and expertise in
performing TCPC in ELBW neonates in the catheterization lab allowed
the TCPC program at Le Bonheur Children’s Hospital to begin performing
TCPC at the bedside in the NICU. There are similarities between the two
procedures, but the main differences are highlighted in this section.
The catheterization team will need to anticipate all the potential needs of
the TCPC procedure to bring the appropriate supplies to the NICU. The
supplies routinely used for TCPC in the catheterization lab are now kept in
a portable cart to mobilize for a bedside-TCPC procedure. We recommend
having duplicates of all supplies routinely used available to account for
supplies that may be defective or become contaminated. Ensure that the
lead aprons of the key personnel to be present in the patient room are
available. A discussion about the appropriate size APO device based off
the most recent TTE occurs prior to the case so the different potential
sizes are available. At least three catheterization lab staff are needed for a
successful procedure: one to scrub and assist with the procedure, one to
record and operate the mobile digital Mini C-Arm (Orthoscan, Scottsdale,
AZ), and one to circulate needed equipment.
Currently, it is our practice that the dedicated pediatric cardiac
anesthesiology team performs sedation for the procedure in the NICU.
The anesthesiologist and CRNA assess the patient to ensure adequate
IV access for sedation is present and help position the patient for the
procedure. At our institution our NICU has single patient rooms that
are not all designed the same. Therefore, the position of the isolette is
unique to each situation. However, the same concepts apply to each case
where the isolette is pulled about 1-2 feet away from the wall to allow the
anesthesia team access to the head of the bed to manage the patient
airway. The isolette is centered in the room to allow for the catheterization
team space on the patient right side and the echocardiographic team
space to the patient left side. The mobile patient bedside tray is covered
with a sterile drape and situated at the foot end of the isolette to allow
for room for the catheterization team to rest the distal end of the sterile
catheters and wires.

Ultrasound-guided vascular access of the femoral vein is obtained, and
the portable ultrasound machine is removed from the patient room.
The mobile digital Mini C-Arm or the patient bed is moved to get the
appropriate lateral fluoroscopy view. There is no anteroposterior (AP)
fluoroscopy available throughout the case and this represents the biggest
difference between the bedside technique and the catheterization lab
technique. The implanter must feel comfortable directing the catheter
from the right atrium across the tricuspid valve into the right ventricle
toward the right ventricular outflow tract and ultimately across the PDA
without the AP fluoroscopy. TTE guided catheter access into the PDA
can supplement lateral fluoroscopy if requested. A lateral angiogram is
obtained in the same manner described above, but measurements of the
PDA by angiography are not available on the mobile digital Mini C-arm.
The “push-pull” technique of intraductal APO deployment remains
the same as the catheterization technique. A lateral angiogram can be
performed to evaluate the LPA is optional as the TTE can evaluate any
potential complications. TTE is used to assess the aortic arch, LPA, and
device for residual shunting as described above (Table 1). Once correct
device position is confirmed the device is released per the same technique
as the catheterization lab. TTE is repeated just after device release
and five minutes after release to confirm no device migration or other
complications. Should complications arise due to device migration or
embolization the options for patient care should be discussed at that time.
If biplane fluoroscopy is required to complete the necessary intervention,
the patient will need to be transferred to the catheterization lab in a timely
manner.

Future Directions
Le Bonheur Children’s Hospital now performs a majority of TCPC in
ELBW neonates at the bedside in the NICU. This marks a stark program
shift and takes years of collaboration and expertise to ensure a smooth
transition. We anticipate bedside-TCPC to be the predominate location
of TCPC in ELBW infants at our institution. We are actively collecting data
on procedure specifics and anticipate similar procedure times, lower
radiation exposure, and similar success and complications rates with the
catheterization technique.
One of the criticisms of TCPC in ELBW neonates is the technique requires
transfer to a catheterization lab. Now that we show bedside-TCPC is
feasible and safe, we anticipate a potential increase in device closure of
PDAs in ELBW neonates. However, our institution is an all-referral children’s
hospital without a delivery ward. Therefore, every patient at our institution
was transferred from another hospital, and their bedside at our institution
is their second bed. If we can continue to show acceptable safety and
efficacy of bedside-TCPC, we plan to perform bedside-TCPC in outlying
NICUs that do not have access to pediatric catheterization labs. This will
www.CongenitalCardiologyToday.com
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Successful Pediatric Cardiology Practice - Tropical Florida Coast
Pediatric Cardiology Associates, located in Tampa Bay on Florida’s Gulf Coast, is seeking a BC Interventional Pediatric Cardiologist with advanced
fellowship training and experience in Congenital Intervention.
•
Ideally seeking candidates with a minimum of 5 years of experience post-fellowship
•
Large, experienced, well-established team of 14 pediatric cardiologists and 3 NPs with offices and clinics located throughout the Tampa/St.
Petersburg area
•
Offer comprehensive congenital cardiac care from fetal life through adulthood
•
The team includes members of all pediatric cardiology sub-specialties including: fetal, advanced imaging (CT, MRI, 3D echo), intervention,
electrophysiology, cardiomyopathy/heart failure, prevention, and adult congenital
•
The interventional team performs over 400 catheterizations per year, about 60% of which are interventions
•
Recent interventional team accomplishments include:
- Implanting their 150th transcatheter pulmonary valve, Summer 2019
- First program in Florida to implant the Gore Cardioform ASD Occluder, Fall 2019
- Only program in Tampa Bay currently offering PDA device closure for premature newborns, first implant, Winter 2016
•
Sub-specialty clinics include general pediatric cardiology, intervention, pulmonary hypertension, cardiomyopathy, ACHD, electrophysiology,
and prevention
•
Our ACHD program is the ONLY certified Adult Congenital Heart Association program in central Florida
•
This position also offers:
- Full time interventional duties with expected procedural volume of 200+ catheterizations per year
- No expectation of inpatient service coverage
- 24/7 collaboration with our excellent pediatric cardiac surgical and pediatric cardiac intensive care teams at St Joseph’s Children’s
Hospital
•
Our center offers a unique depth of hospital infrastructure:
- Two state of the art 1000+ square foot hybrid capable catheterization labs/ORs (one biplane, one single plane)
- Two additional biplane catheterization labs
- Two EP labs
•
We have the added benefits of a children’s hospital inside a large tertiary adult hospital simplifying care across all patient ages with easy
access to consultants from all pediatric and adult specialties
•
Pediatrix, as a national pediatric cardiology group with over 125 pediatric cardiologists, provides opportunities for quality initiatives that can
have national impact
•
We offer an attractive schedule allowing freedom to enjoy a great quality of life
•
Generous compensation package offered
Tampa Bay’s warm weather affords plenty of opportunities to relish the great outdoors year round. You will live in a region others only get to enjoy on
vacation. Golf at one of nearly 100 courses or relax on one of the many pristine white-sand beaches. The area offers an assortment of family venues such
as zoos, aquariums, theme parks, and state parks. Additionally Tampa Bay offers access to world-class museums, professional sporting events and the
performing arts. There is a wide range of residential choices to fit every budget and lifestyle – whether you are looking for big city downtown living, golf
course communities, waterfront lifestyle, majestic horse farms or historic neighborhoods.
Effective November 1 st , 2021 Pediatrix will require all employees and new hires to be vaccinated against COVID-19, unless they qualify for an approved
medical and/or religious exemption.
Benefits
Our clinicians enjoy a competitive compensation package with many locations offering sign on bonuses, relocation and tuition reimbursement.
*Our benefits include:
•
Health (various options), life, vision, dental and disability insurance
•
401(k) with annual matching program
•
Advanced and continuing medical education
•
Leadership training and advancement opportunities
•
Employee stock purchase plan at a 15% discount
•
Professional liability insurance
•
Support and payment for mandatory license/s and hospital credentialing
*These benefits are for full time employees, employees in other types of employment classifications may be eligible for some of these benefits.
Mednax, Inc. and its affiliated practices operating as Pediatrix® Medical Group (Pediatrix) are one of the nation’s leading providers of highly specialized
health care for women, babies and children. Since 1979, Pediatrix-affiliated clinicians have been committed to providing coordinated, compassionate and
clinically excellent services across the continuum of care, both in hospital settings and office-based practices. Specialties including obstetrics, maternalfetal medicine, and neonatology are complemented by 18 pediatric subspecialties and a newly expanded area of primary and urgent care clinics. The
group’s high-quality, evidence-based care is bolstered by investments in research, education, quality-improvement and safety initiatives.
Today through almost 8,000 employees in 38 states, dedicated teams including physicians, advanced practitioners, clinical leaders, business and operational
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TRANSCATHETER PATENT DUCTUS ARTERIOSUS CLOSURE IN LOW BIRTH WEIGHT INFANTS
truly allow TCPC to be a one-bedside procedure and prevent transfer of
patients to our institution for procedural expertise. If the procedural team
can travel to all referring NICUs instead of the babies being transferred,
one could then truly consider TCPC performed very early on in life. Our
long-term goal of the TCPC program is to become portable to provide
true one-bedside-TCPC.

4.

5.

6.

7.
8.

FIGURE 7 The 4th PDA Symposium is scheduled for August 5th-6 th, 2022, at
the Disneyland Hotel, Anaheim, CA, in collaboration with NeoHeart.
Collaboration with neonatology and cardiology will continue to improve
the care of ELBW neonates with a hsPDA. If you are interested in learning
more about building a TCPC program, curious about outcomes following
the procedure, and want to connect with the leading neonatologists and
cardiologists in PDA management and TCPC, the 4th PDA symposium will
help you accomplish these goals. The 4th PDA Symposium is scheduled
for August 5th-6th, 2022, at the Disneyland Hotel, Anaheim, CA, in
collaboration with NeoHeart. Please join us for an excellent discussion
of PDA management, TCPC challenging cases, update on multicenter
randomized trials, and ways to move forward with TCPC. Also, a consensus
statement on the management of PDA in extremely premature infants will
be formalized at the 4th PDA Symposium (Figure 7). To learn more please
visit, https://pdasymposium.com/.

Conclusion
While strategies for PDA management in ELBW neonates evolve, TCPC is
a safe and effective method to close PDAs in this vulnerable population.
TCPC performed before four weeks is associated with improved
respiratory outcomes and better weight gain. Catheterization lab TCPC
has an excellent success rate with low adverse event rate across multiple
institutions. Centers beginning a TCPC program should start in the
catheterization lab with patients between 2-3 kg before transitioning to
1-2 kg and, ultimately, patients <1kg, and only transition to the bedside
once the technique is mastered. Based on our early experience, bedsideTCPC appears to be just as safe and effective as catheterization lab TCPC.
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Nicklaus Children’s Pediatric Specialists Office (located inside the Children’s Medical Association office space)

8430 W. Broward Blvd., Plantation, FL 33324

TRANSCATHETER PATENT DUCTUS ARTERIOSUS CLOSURE IN LOW BIRTH WEIGHT INFANTS
21. Raval MV, Laughon MM, Bose CL and Phillips JD. Patent ductus
arteriosus ligation in premature infants: who really benefits, and at what
cost? J Pediatr Surg. 2007;42:69-75; discussion 75.
22. Mirea L, Sankaran K, Seshia M, Ohlsson A, Allen AC, Aziz K, Lee SK and
Shah PS. Treatment of patent ductus arteriosus and neonatal mortality/
morbidities: adjustment for treatment selection bias. J Pediatr.
2012;161:689-94.e1.
23. Weisz DE, More K, McNamara PJ and Shah PS. PDA ligation and health
outcomes: a meta-analysis. Pediatrics. 2014;133:e1024-46.
24. Benitz WE. Treatment of persistent patent ductus arteriosus in preterm
infants: time to accept the null hypothesis? J Perinatol. 2010;30:241-52.
25. Liebowitz M, Kaempf J, Erdeve O, Bulbul A, Håkansson S, Lindqvist J,
Farooqi A, Katheria A, Sauberan J, Singh J, Nelson K, Wickremasinghe
A, Dong L, Hassinger DC, Aucott SW, Hayashi M, Heuchan AM, Carey
WA, Derrick M, Wolf IS, Kimball A, Sankar M, Leone T, Perez J, Serize A
and Clyman RI. Comparative effectiveness of drugs used to constrict the
patent ductus arteriosus: a secondary analysis of the PDA-TOLERATE
trial (NCT01958320). J Perinatol. 2019;39:599-607.
26. Philip R, Tailor N, Johnson JN, Apalodimas L, Cunningham J, Hoy
J, III BRW and Sathanandam S. Single-Center Experience of 100
Consecutive Percutaneous Patent Ductus Arteriosus Closures in Infants
&#x2264;1000 Grams. Circulation: Cardiovascular Interventions.
2021;14:e010600.
27. Philip R, Waller BR, Chilakala S, Graham B, Stecchi N, Apalodimas L,
Cunningham J, Washington K and Sathanandam S. Hemodynamic and
clinical consequences of early versus delayed closure of patent ductus
arteriosus in extremely low birth weight infants. J Perinatol. 2020.
28. Sathanandam SK, Gutfinger D, O'Brien L, Forbes TJ, Gillespie MJ,
Berman DP, Armstrong AK, Shahanavaz S, Jones TK, Morray BH,
Rockefeller TA, Justino H, Nykanen DG and Zahn EM. Amplatzer
Piccolo Occluder clinical trial for percutaneous closure of the patent
ductus arteriosus in patients ≥700 grams. Catheter Cardiovasc Interv.
2020.
29. Tomasulo CE, Gillespie MJ, Munson D, Demkin T, O'Byrne ML, Dori Y,
Smith CL, Rome JJ and Glatz AC. Incidence and fate of device-related
left pulmonary artery stenosis and aortic coarctation in small infants
undergoing transcatheter patent ductus arteriosus closure. Catheter
Cardiovasc Interv. 2020;96:889-897.
30. Philip R, Towbin J, Tailor N, Joshi V, Johnson JN, Naik R, Waller BR,
3rd and Sathanandam S. Feasibility and Safety of Percutaneous Cardiac
Interventions for Congenital and Acquired Heart Defects in Infants
≤1000 g. Children (Basel). 2021;8.
31. Garg R, Zahn E, Sathanandam S and Johnson JN. Transcatheter patent
ductus arteriosus closure in extremely premature infants. Progress in
Pediatric Cardiology. 2021;61:101366.
32. Apalodimas L, Waller Iii BR, Philip R, Crawford J, Cunningham J and
Sathanandam S. A comprehensive program for preterm infants with
patent ductus arteriosus. Congenit Heart Dis. 2019;14:90-94.
33. Schneider DJ and Moore JW. Patent ductus arteriosus. Circulation.
2006;114:1873-82.
34. Sathanandam S, Apalodimas L, Weems M, Waller Iii BR and Philip R.
Establishing a robust transcatheter PDA closure program for extremely
low birth weight infants. Congenital Cardiology Today. 2018.
35. Sathanandam S, Agrawal H, Chilakala S, Johnson J, Allen K, KnottCraig C, Rush Waller B and Philip R. Can transcatheter PDA closure
be performed in neonates ≤1000 grams? The Memphis experience.
Congenit Heart Dis. 2019;14:79-84.
36. Agrawal H, Waller BR, 3rd, Surendan S and Sathanandam S. New
Patent Ductus Arteriosus Closure Devices and Techniques. Interv
Cardiol Clin. 2019;8:23-32.
37. Sathanandam S, Justino H, Waller BR, 3rd, Radtke W and Qureshi AM.
Initial clinical experience with the Medtronic Micro Vascular Plug™
in transcatheter occlusion of PDAs in extremely premature infants.
Catheter Cardiovasc Interv. 2017;89:1051-1058.
38. Nasef MA, Sullivan DO, Ng LY, Walsh KP, Oslizlok P, McCrossan B,
Kenny D and Sathanandam S. Use of the Medtronic Microvascular Plug
7Q for transcatheter closure of large patent ductus arteriosus in infants

weighing less than 2.5 kg. Catheter Cardiovasc Interv. 2022.
39. Lasswell SM, Barfield WD, Rochat RW and Blackmon L. Perinatal
regionalization for very low-birth-weight and very preterm infants: a
meta-analysis. Jama. 2010;304:992-1000.
40. Chung JH, Phibbs CS, Boscardin WJ, Kominski GF, Ortega AN and
Needleman J. The effect of neonatal intensive care level and hospital
volume on mortality of very low birth weight infants. Med Care.
2010;48:635-44.
41. Zahn EM, Peck D, Phillips A, Nevin P, Basaker K, Simmons C, McRae
ME, Early T and Garg R. Transcatheter Closure of Patent Ductus
Arteriosus in Extremely Premature Newborns: Early Results and
Midterm Follow-Up. JACC Cardiovasc Interv. 2016;9:2429-2437.
42. Pouldar TM, Wong R, Almeida-Jones M, Zahn E and Lubin L. Bedside
Transcatheter Patent Ductus Arteriosus Device Occlusion in an
Extremely Low Birth Weight Neonate: A Novel Approach in a High-Risk
Population. Case Rep Anesthesiol. 2021;2021:4716997.
43. Zahn EM, Nevin P, Simmons C and Garg R. A novel technique for
transcatheter patent ductus arteriosus closure in extremely preterm
infants using commercially available technology. Catheter Cardiovasc
Interv. 2015;85:240-8.
44. Bentham J, Meur S, Hudsmith L, Archer N and Wilson N.
Echocardiographically guided catheter closure of arterial ducts in small
preterm infants on the neonatal intensive care unit. Catheter Cardiovasc
Interv. 2011;77:409-15.
45. Johnson JN, Sathanandam S, Naik R and Philip R. Echocardiographic
guidance for transcatheter patent ductus arteriosus closure in extremely
low birth weight infants. Congenit Heart Dis. 2019;14:74-78.
46. Alexander J, Yohannan T, Abutineh I, Agrawal V, Lloyd H, Zurakowski
D, Waller BR, 3rd and Sathanandam S. Ultrasound-guided femoral
arterial access in pediatric cardiac catheterizations: A prospective
evaluation of the prevalence, risk factors, and mechanism for acute loss
of arterial pulse. Catheter Cardiovasc Interv. 2016;88:1098-1107.
47. Tadphale S, Yohannan T, Kauffmann T, Maller V, Agrawal V, Lloyd H,
Waller BR and Sathanandam S. Accessing Femoral Arteries Less than
3 mm in Diameter is Associated with Increased Incidence of Loss of
Pulse Following Cardiac Catheterization in Infants. Pediatr Cardiol.
2020;41:1058-1066.
48. Kim HS, Schechter MA, Manning PB, Eghtesady P, Balzer DT, Shahanavaz
S, Rockefeller TA and Abarbanell AM. Surgical Versus Percutaneous Closure
of PDA in Preterm Infants: Procedural Charges and Outcomes. J Surg Res.
2019;243:41-46.
49. Paudel G, Johnson JN, Philip R, Tailor N, Fahnhorst S, Briceno-Medina
M, Stecchi N, Waller BR and Sathanandam S. Echocardiographic
versus Angiographic Measurement of the Patent Ductus Arteriosus in
Extremely Low Birth Weight Infants and the Utility of Echo Guidance for
Transcatheter Closure. J Am Soc Echocardiogr. 2021.
50. Philip R, Waller BR, 3rd, Agrawal V, Wright D, Arevalo A, Zurakowski D
and Sathanandam S. Morphologic characterization of the patent ductus
arteriosus in the premature infant and the choice of transcatheter
occlusion device. Catheter Cardiovasc Interv. 2016;87:310-7.
51. Philip R, Spagnoli J, DuPuis G, Harvey E, Stecchi N, Tailor N,
Waller B and Sathanandam S. Myocardial protection strategies
during transcatheter PDA closure in ELBW infants to prevent postligation syndrome. Journal of the American College of Cardiology.
2021;77:453-453.
52. Tailor N, Philip R, Harvey E, Dupuis G, Waller Iii BR, Stecchi N and
Sathanandam S. Effect of intravenous calcium administration during
transcatheter PDA closure in ELBW infants. Catheter Cardiovasc Interv.
2020;95:1-229.
53. Sathanandam S, Gutfinger D, Morray B, Berman D, Gillespie M, Forbes
T, Johnson JN, Garg R, Malekzadeh-Milani S, Fraisse A, Baspinar O and
Zahn EM. Consensus Guidelines for the Prevention and Management
of Periprocedural Complications of Transcatheter Patent Ductus
Arteriosus Closure with the Amplatzer Piccolo Occluder in Extremely
Low Birth Weight Infants. Pediatric Cardiology. 2021.

www.CongenitalCardiologyToday.com

11

TRANSCATHETER PATENT DUCTUS ARTERIOSUS CLOSURE IN LOW BIRTH WEIGHT INFANTS
JASON N. JOHNSON, MD MHS
Associate Chief, Pediatric Cardiology
Director, Cardiac MRI
Associate Professor of Pediatrics and Radiology
The University of Tennessee Health Science Center
Le Bonheur Children’s Hospital
St. Jude Children’s Research Hospital
49 N. Dunlap Street, Faculty Office Building, 366
Memphis, Tennessee, USA
901.287.6819, jjohn315@uthsc.edu

RANJIT PHILIP, MD
Director, Pediatric Cardiology Clinic
Associate Professor of Pediatrics
The University of Tennessee Health
Science Center
Le Bonheur Children’s Hospital
Memphis, Tennessee, USA

MARK F. WEEMS, MD
Medical Director, Neonatal Intensive Care Unit
Associate Professor of Pediatrics
The University of Tennessee Health
Science Center
Le Bonheur Children’s Hospital
Memphis, Tennessee, USA

AJAY TALATI, MD
Chief of Neonatology
Vice Chair, Education
Sheldon B. Korones Professor of Pediatrics
The University of Tennessee Health
Science Center
Le Bonheur Children’s Hospital
Memphis, Tennessee, USA

SHYAM SATHANANDAM, MD FSCAI
Medical Director of Interventional
Catheterization Laboratory
Director of The Large Animal Cardiovascular
Research Center
Associate Professor of Pediatrics
The University of Tennessee Health
Science Center
Le Bonheur Children’s Hospital

12

APRIL 2022

RONAK NAIK, MD, DNB, FACC
Director, Fetal Cardiology Program & Associate Professor of Pediatrics
The University of Tennessee Health Science Center
Le Bonheur Children’s Hospital
VIJAYA JOSHI, MD
Medical Director of Non-Invasive Cardiology, Professor of Pediatrics
The University of Tennessee Health Science Center
Le Bonheur Children’s Hospital, St. Jude Children’s Research Hospital
ASHLEY GIANNINI, RCIS
Cardiovascular Invasive Specialist
Heart Institute
Le Bonheur Children’s Hospital

KAITLYN GREER, RT(R)
Cardiac Cath Lab Rad Tech
Heart Institute
Le Bonheur Children’s Hospital

CHRISTINA TUNNEY, RN, BSN
Cardiac Cath Lab Nurse
Heart Institute
Le Bonheur Children’s Hospital

MATTHEW BALMUT, BS, BSN
Cardiac Cath Lab Nurse
Heart Institute
Le Bonheur Children’s Hospital

LINDSEY L. PIEROTTI, RDCS
Cardiac Sonographer
Heart Institute
Le Bonheur Children’s Hospital

NATHAN STECCHI, RDCS
Cardiac Sonographer
Heart Institute
Le Bonheur Children’s Hospital

HUMA ABDULMAJEED, RDCS
Cardiac Sonographer
Heart Institute
Le Bonheur Children’s Hospital

THOMAS HAMILTON, MD
Pediatric Anesthesiologist
Le Bonheur Children’s Hospital

TIM HEAD, DO
Medical Director, Pediatric Anesthesiology, Assistant Professor
The University of Tennessee Health Science Center
Le Bonheur Children’s Hospital
GENEVIEVE DUPUIS, CRNA
Certified Registered Nurse Anesthetist
Le Bonheur Children’s Hospital
JANET SESSUMS, CRNA
Certified Registered Nurse Anesthetist
Le Bonheur Children’s Hospital
LEAH APALODIMAS, MSN, CPNP-AC/PC
Pediatric Interventional Cardiology Nurse Practitioner, Instructor
College of Nursing, The University of Tennessee Health Science
Center, Le Bonheur Children’s Hospital
ASHLEY KIENE, MD
Pediatric Cardiology Fellow
The University of Tennessee Health Science Center
Le Bonheur Children’s Hospital
NEIL TAILOR, MD
Assistant Professor of Pediatrics
The University of Tennessee Health Science Center
Le Bonheur Children’s Hospital
B. RUSH WALLER III, MD
Medical Director of Adult Congenital Heart Disease, Professor of Pediatrics
The University of Tennessee Health Science Center
Le Bonheur Children’s Hospital

CAREER OPPORTUNITY

Acute Care Cardiology Unit
Pediatrician Hospitalist Opportunity
We are in search of a physician candidate for a pediatric acute care cardiology unit (“ACCU”) hospitalist.
The ideal candidate is a board eligible/board certified pediatrician interested in cardiology. The hospitalist
will collaborate with a team of advanced practice providers, fellows, pediatric residents, and medical
students, under the supervision of general cardiology and heart failure faculty.
Clinical responsibilities include primary coverage of patients on a twenty-nine bed ACCU. Patients have
a wide variety of cardiac diagnoses and complex management strategies including management of preand post-operative cardiac patients, single ventricle physiology, heart and lung transplant and ventricular
assist devices.
The position is full time, with rotating shifts that are a combination of weekday, weeknight, weekends,
and holidays.
Qualifications:
•
•
•
•

Doctor of Medicine OR Doctor of Osteopathic Medicine equivalent
Unrestricted licensed physician
Board eligible/ Board certified Pediatrician
Approval/credentialing from CCHMC Medical Staff Services Division

There is opportunity to participate in research and quality improvement projects if interested. Candidates
are encouraged to submit their apply to the position.
Apply to this position through Cincinnati Children’s Career page: https://jobs.cincinnatichildrens.org/
Enter Requisition # 129908 in the box provided and attach your CV, cover letter of interest and three
references to your online application.

U.S. News & World Report scored our Joint Heart Program, in conjunction with Kentucky
Children’s Hospital, on outcomes & experience; numbers of patients & procedures; key
programs, services & staff; professional recognition; quality improvement efforts; and
patient support.

www.CongenitalCardiologyToday.com
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THE PICS SOCIETY

Report From the Field – Early Career Colleagues
Kamel Shibbani, MD
This is the first of a series of articles from the PICS Society that focuses on
early career members who have been picked at random. Keep an eye out
for other “Report from the Field” articles in the future that highlight our
early career members! These articles will serve as an opportunity for our
colleagues to share their thoughts on their own experience and on the
avenues with which PICS Society can support early career development.
Today we met up with Dr. Bassel Mohammad Nijres (BMN) from the
University of Iowa and Dr. Dan McLennan (DM) from the Children’s Hospital
of Wisconsin.
Dr. Nijres completed his pediatric cardiology fellowship at Rush University
in Chicago and went on to do pediatric interventional cardiology training
at Texas Children's Hospital/ Baylor College of Medicine in Houston. He
has been at the University of Iowa two years.
We started out the discussion with Dr. Nijres about the challenges faced
by early career interventional cardiologists.
KS: Dr. Nijres, thank you for sitting down with us today! I’m curious, what
drew you to the field?
BMN: A lot of things drew me to the field. The field is continuously
growing - every year we have new devices and new procedures. And every
year we gain the ability to treat diseases that we could not treat in the
past. In addition, I feel that it's both fun and challenging at the same time.
Interpreting your angiograms with your hemodynamic data, understanding
the limitation of this data, and then putting all those pieces together, it’s
like solving a puzzle!

KS: I’m curious, what are some challenges you ran into as an early career
interventionist?
BMN: I think my start was a good one because I landed in a good program.
The University of Iowa has offered a lot of support; we have a collaborative
surgical team, and I have a great mentor in Dr. Aldoss. I think one of the
main challenges for an early career interventional cardiologist is going to
be finding an appropriate first job. Finding the right environment is crucial.
At the same time, I think that those jobs nationwide are rather limited.
KS: Given the importance of being in a supportive environment for your
first job as an interventionist, what role do you see the PICS Society playing
to help facilitate that?
BMN: It would be tremendously helpful if the PICS Society can organize a
list of available jobs nationwide. Perhaps even provide details about each
job like the number of interventionists, surgical and cath volumes, number
of surgeons, etc… I think that would be very helpful.
KS: That's a fantastic idea! Beyond that, what role do wish to see PICS
Society playing?
BMN: As an early career interventionist, I think it's important to look
for new research projects. Here, I think the PICS Society can play a very
important role in promoting and facilitating research collaboration. Certain
diseases that need to be studied are rather rare. Take pulmonary vein
disease for example - PICS Society can play a vital role in establishing
a multicenter study in pulmonary vein disease. Individually, programs
don’t have enough volume. But engaging many programs can allow
us to compare various treatment options, surgical vs cath vs medical
management. To this day, we don’t know what the best treatment option
is.
KS: You raise a great point Dr. Nijres - Recently, the PICS Society and
CCISC have partnered to create the PICS/CCISC Docmatter community
with this exact thought in mind, to help facilitate peer-to-peer interaction
and promote collaboration. Have you had a chance interact with the
Docmatter community?
BMN: I did actually yes! I like the platform and find it to be very helpful.

Dr. Daniel McLennan

Dr. Kamel Shibbani

“I think PICS
Society can play
an important role
in promoting
and facilitating
collaboration.”
Dr. Bassel Mohammad Nijres
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Dr. Bassel Mohammad Nijres

KS: On a more personal note, what sort of projects have you been involved
in?
BMN: Our program is one of the busier programs as far as transcatheter
PDA device closure in premature infants. As I mentioned earlier, as an early
career interventionist you want to try to look for new projects, and PDA
device closure in premature infants works nicely. The procedure is a newer
procedure that we have been doing for the past few years, and we have
enough volume to be able to generate and share our data.
KS: From a clinical standpoint, what role do you see the PICS Society
playing in preparing 4th year interventional cardiology fellows for life as
an attending?
BMN: I think creating a cath simulation can be very helpful. A place where
we can safely practice new techniques and familiarize ourselves with a new
device, like the Harmony valve for example. I’m thinking of something
like an event, perhaps, where people can meet and listen to dedicated
lectures and hear from people who have a done such procedures a lot.
This, coupled with cath simulations, would be very helpful.
KS: Dr. Nijres, thank you for taking some time to chat with us!

CAREER OPPORTUNITIES

Medical Director of Pediatric Echocardiography
Pediatric Electrophysiologist
Adult Congenital Heart Disease Cardiologist
General Pediatric Cardiologist
Charlotte, NC
The Congenital Heart Center at Levine Children’s Hospital (LCH) and Sanger Heart & Vascular Institute (SHVI), seek to recruit a Medical
Director of Pediatric Echocardiography, Pediatric Electrophysiologist, Adult Congenital Heart Disease Cardiologist, and General Pediatric
Cardiologist to join their existing faculty. All are new positions in our dynamic, rapidly growing program. Team currently includes: 12 cardiologists,
3 congenital heart surgeons, 5 cardiac intensivists, 4 pediatric cardiac anesthesiologists, 2 pediatric cardiac radiologists, 20 APPs (includes 3
surgical ACPs), 16 sonographers, 5 nurse navigators, and 9 dedicated RNs.
•

•

•

•

Imaging candidates will have completed an ACGME-accredited fellowship in pediatric cardiology and be BC/BE by the American
Board of Pediatrics; with expertise in echocardiography for congenital heart disease, including transthoracic, transesophageal, and
fetal echocardiography. Candidate will be recruited as echocardiography lab director or will be expected to transition into that role
within one year. Responsibilities will also include both outpatient and inpatient cardiology. A minimum of 5 years of experience and
a 4th year imaging fellowship are preferred. Call/weekend coverage on a rotating basis including echo backup call with 5 other
imaging physicians.
Electrophysiology candidates will have completed ACGME-accredited fellowships in pediatric cardiology and pediatric
electrophysiology, be BC/BE by the American Board of Pediatrics, and be expected to accomplish pediatric electrophysiology
certification by the International Board of Heart Rhythm Examiners. Candidate should be skilled in outpatient and inpatient
congenital electrophysiology with experience and interest in transcatheter ablations and device implantation/management. Days
will be split between the EP lab and clinic. Responsibilities will include on-site/satellite EP outpatient clinics including pacemaker/ICD
clinics, inpatient/consult service coverage, remote device management and cardiology/EP call/weekend coverage on a rotating basis.
The Pediatric/Adult Congenital Electrophysiology program has grown in procedural volume over 40% in each of the last two years,
and is currently staffed by a single electrophysiologist, dedicated EP APP, and dedicated nurse navigator.
Adult Congenital Heart Disease (ACHD) candidates will have completed an ACGME-accredited fellowship in pediatric cardiology
or internal medicine, be BC/BE by the American Board of Pediatrics or American Board of Internal Medicine, and be ABIM board
certified in Adult Congenital Heart Disease. Responsibilities will also include both outpatient and inpatient pediatric or adult
cardiology, depending on primary board certification, and inpatient ACHD service. Call/weekend coverage on a rotating basis
including ACHD call split with two other ACHD providers.
General Pediatric Cardiology candidates will have completed an ACGME-accredited fellowship in pediatric cardiology and be
BC/BE by the American Board of Pediatrics. Responsibilities will primarily be in the outpatient pediatric cardiology setting with
opportunities to rotate on the inpatient pediatric cardiology service. Call/weekend coverage on a rotating basis.

The Congenital Heart Center, established in 2010, has been ranked as one of the top-50 pediatric heart centers in the country by U.S. News and
World Report for the last nine years. Our comprehensive services include cardiac imaging, diagnostic and interventional catheterization, invasive
electrophysiology, dedicated cardiovascular intensive care staff, and regional referral programs in heart failure/transplantation, adult congenital
heart disease, and fetal echocardiography. Surgical and cardiac catheterization volume are growing at a rate of 10-15% per year. Our state-of-theart two lab cardiac catheterization and electrophysiology suite opened in February of 2017, with dedicated staffing and anesthesia teams. Our
new outpatient office complex opened in December 2020, designed to treat all patients from fetal cardiology to ACHD. We have one of the most
comprehensive Cardiac Neurodevelopment programs in the Southeast, providing a multitude of specialty services to our congenital heart patients
in the same office suite. Participation in investigator initiated and multi-center industry sponsored studies is ongoing within the Heart Center, with
the support of a clinical research department.
Sanger Heart & Vascular Institute (SHVI) is one of the Southeast’s largest cardiac and vascular programs. Sanger employs more than 110 physicians
in a network of more than 25 locations to provide the highest quality care available to patients with cardiovascular disease throughout North
and South Carolina. SHVI has more than 50 years of experience providing world-class, comprehensive acute and chronic cardiovascular services
including the region’s only heart transplant center and pediatric/congenital heart surgery program.
Levine Children’s Hospital (LCH) is a state-of-the-art facility in beautiful Charlotte, North Carolina. LCH has 11 floors and 234 inpatient beds,
including on-site PICU and CVICU covered 24/7 by in-house intensivists, Progressive Care Unit, Inpatient Observation Unit, Pediatric Rehab Unit,
and Pediatric Emergency Department. We are committed to being the region’s leading provider of pediatric health care services.
For more information or to submit a CV, please contact:
Phillip Christofferson
Peter.Christofferson@atriumhealth.org

www.CongenitalCardiologyToday.com
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THE PICS SOCIETY
We also had a chance to catch up with Dr.
Daniel McLennan at the Children’s Hospital
of Wisconsin. Dr. McLennan completed his
pediatric cardiology training in Sydney Children’s
Hospital and Bristol Children’s Hospital, before
going to Colorado for his interventional training
at Children’s Hospital Colorado. From there, he
joined the University of Iowa for one and half
years before transitioning to Children’s Hospital
of Wisconsin, where he’s been for the past year.
KS: Dr. McLennan, thank you for your time today!
I would love to hear about your experience as an
early interventionist and about challenges you’ve
faced out of fellowship.
DM: People always say that the hardest job you
get is always going to be the first one. When
you’re coming out of fellowship, you have to be
sure to choose a good job. You want someone
around you who is senior to help you make the
right choices. Some people I know are stuck in
jobs where they are the only interventionists
straight out of fellowship, and that can be a
really difficult situation to be in.

“You’ll find that most junior
[interventionists] are pretty
keen to take on projects…
Tr y i n g t o a ff o rd m o re
opportunities for early
career people will be a great
step.”
Dr. Daniel McLennan
KS: What role do you see PICS Society playing in
helping early career interventionists?
DM: One of the things that PICS Society can
do for every interventional fellow is to create
a mentor-mentee relationship outside of
fellowship. This is someone who can serve as
an external mentor during fellowship and also
someone who can help beyond training. For
example, if people are not doing a certain type
of procedure that they have an interest in, this
mentor-mentee relationship gives them the
opportunity to go to another center and get
hands on experience, or perhaps to bring the
mentor to their center to teach them. Variations
of this program were offered before COVID.
Now that the world is starting to open up a
little more, PICS Society can work with other
organizations to help create a mentor-mentee
program again.
Beyond just early interventionist, I think the
PICS Society is starting to do a lot more. For
example, the DocMatter platform that they have
going on for different discussions is quite good.
One thing they can consider adding to that is a
“case of the month” presentation where people
16
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can talk about cases with great learning points.
I hate sitting through webinars at 7pm at night
but having a pre-recorded “case of the month”
that you can watch anytime would be great way
of doing it!
A l s o , i t w o u l d b e n i c e t o h a v e m o re
opportunities for people to be involved in the
conferences, especially early career people.
The PICS conference might want to separate
out, a little bit more, the senior from the junior
interventionists. This might create conversations
with the junior interventionists that focus on
where they are at in their career, which is going
to be different from where the senior folks are
in theirs.

SAVE THE DATE

Symposium 2O22

KS: Those are great ideas Dr. McLennan! How
about the flip side of that question? What
are ways that early career interventionists can
contribute to PICS Society?
DM: I think you’ll find that most of the junior
guys coming out of fellowship are usually pretty
keen to take on projects. Often they’re up-to
-date with the latest information since they
just came through fellowship. They also might
have good tips and tricks that they learned
during training. I think trying to afford more
opportunities for the early career people will be
a great step.
KS: On a more personal note, can you tell us
more about some of the projects you’ve been
working on?
DM: Some of the stuff I’m interested in is trying
to bring in devices from international companies
that are not in the US yet. Having worked in
Europe and Australia, and having had access to
some of the devices that we don’t have in the
US, I’ve been working with the FDA on trying
to get approval for some of these devices. I
also have an interest in neonatal physiology
and hemodynamics, for example promoting the
understanding of the impact of PDA and ASD
closure in neonates. I’ve been trying to improve
that in our hospital.
KS: Dr. McLennan, you mentioned your
involvement in getting approval for new devices.
I’m wondering what advice you have for folks
that are interested in getting involved in this?
DM: If there’s a device that you know of that is
not in the US, it starts with simply reaching out
to the company that makes it. Sometimes that
company is not aware that there is a market for
their device in the US, so I can help to push that
device into the market. Sometimes the company
might know that the market exists and are in the
process of obtaining FDA approval. Then you
can put your name in the hat to be one of the
centers that trials their device. It comes down
to seeing where there is an opportunity and
seeking it out.
KS: Dr. McLennan, thank you very much for your
time!

7-1O SEPT
MARRIOTT
CHICAGO
DOWNTOWN

Focusing on the latest interventional
catheter strategies for congenital
and structural heart disease in
children and adults.
www.picsymposium.com
www.CHDinterventions.org

CAREER OPPORTUNITY

Interventional Cardiologist
The Department of Cardiology at Boston Children’s Hospital seeks an experienced
interventional cardiologist to join a thriving, high-volume, high-complexity academic practice at
a Harvard teaching hospital. The applicant will have completed advanced training in pediatric
and congenital interventional cardiology, will be an active practicing pediatric interventionalist
with a minimum of five years of prior experience as an independent operator, and have a record
of academic productivity as evidenced by publications in medical journals, grant support,
patents, or similar. The applicant must be eligible for an unrestricted medical license in the
Commonwealth of Massachusetts and for appointment at the rank of Instructor, Assistant or
Associate Professor at Harvard Medical School.
The catheterization facilities at Boston Children’s Hospital are located in a dedicated cardiac
procedural floor, which includes four state-of-the-art, biplane cardiac catheterization
laboratories, a single plane lab, and a hybrid operating room in addition to four cardiac operating
rooms and a cardiac MRI suite. A central, 18-bed recovery and post-anesthesia unit supports
these procedural areas.
Applicants with unique areas of clinical expertise and a successful record of program
development will be given priority as potential additions to a diverse existing staff of
interventional cardiologists.
Robust clinical and translational resources and opportunities exist within the Department. In
addition to procedural responsibilities, the position entails participation in fellowship training,
quality initiatives, and limited inpatient services.
Interested candidates should forward their CV to:
Dr. Diego Porras
Department of Cardiology
Boston Children’s Hospital
300 Longwood Avenue
Boston, MA 02115
Diego.Porras@cardio.chboston.org
We are an equal opportunity employer. All qualified applicants will receive consideration for
employment without regard to race, color, religion, sex, national origin, disability status,
protected veteran status, gender identity, sexual orientation, pregnancy and pregnancy-related
conditions or any other characteristic protected by law.

www.CongenitalCardiologyToday.com
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MEDICAL NEWS

CTA and ACC Create First-Ever Industry Framework
for Cardiovascular Technology
The Consumer Technology Association (CTA)®
and the American College of Cardiology (ACC)
announced the first-ever industry framework
to evaluate and give guidance for consumer
devices or applications designed to improve
cardiovascular health. CTA and ACC have
convened health and technology industry
leaders to advance guidance and best practices
for cardiovascular health technology developers
and companies. The goal of the project is to
reduce the burden of cardiovascular disease
on patients and health care systems – allowing
more people to access better cardiovascular
care while freeing valuable public health
resources.
Cardiovascular disease is the leading cause
of death globally, taking an estimated 17.9
million lives every year according to the CDC.
U.S. spending on cardiovascular disease has
steadily increased over the last 20 years to over
$100 billion per year, mostly from costs related
to Ischemic Heart Disease, heart failure, stroke
and hypertension.

Best Practices for Consumer
Cardiovascular Technology
Solutions
“Health tech companies will be in a better
position than ever to improve cardiovascular
technology with a roadmap to integration
for clinicians and their practices,” said Gary
Shapiro, president and CEO, CTA. “We have
seen enormous breakthroughs in medical
technology in the last decade alone, better
cardiovascular devices are essential in improving
global health and saving lives through stronger
preventative care.”
The framework targets the use of consumer
cardiovascular technology solutions for
prevention, screening, diagnosis and health
management or treatment. This guidance
gives health tech companies a framework to
manufacture products that allow clinicians to
confidently integrate cardio technology into their
practices. Consumer Cardiovascular Technology
Solutions facilitate ongoing cardiovascular
health promotion, disease detection and care
management, instead of patients solely relying
on intermittent and costly clinical visits.
“Use of digital technologies, including
consumer wearables and apps for monitoring
18
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heart health, is widespread and has the
capability to transform how clinicians work
with their patients to treat and prevent heart
disease,” said Ritu Thamman, MD, FACC, ACC
Innovation Work Group member. “By working
with our colleagues on all sides of technology to
ensure we are implementing these technologies
safely and effectively, we’re helping clinicians
use the latest technologies in a way that ensures
their patients receive the highest quality care
and live better, healthier lives.”
Practical uses for Consumer Cardiovascular
Technology Solutions include:
Prevention: Consumer devices can monitor
physical activity and heart rate to help promote
healthy behaviors and give clinicians insights
into the cardiovascular health of their patients.
Consumer cardiovascular technology also
allows clinicians to potentially identify areas of
risk sooner.
Screening/Diagnosis: Atrial Fibrillation (AFib)
is the most common abnormal heart rhythm.
It affects about six million Americans and
is a major cause of stroke. Cardiovascular
Technology Solutions can be used to detect
the presence of an irregular rhythm that is
potentially AFib and prompt the user to confirm
the diagnosis with a clinician.
Health Management/Treatment: For people
undergoing cardiac rehabilitation (rehab), the
first 6-8 months is especially critical to ensure
the timely recovery. Wearables that can monitor
physical activity and heart rate accurately and
remotely are useful tools for home-based
cardiac rehab. Leveraging these technologies
can help overcome some of the barriers
patients face with on-site rehab programs
while expanding the breadth and depth of
monitoring.
The framework also accounts for the need
to protect consumer data rights and privacy.
Health technology solutions need to capture
c o m p re h e n s i v e a n d p r i v a c y s e n s i t i v e
information about their users. But this data can
sometimes be aggregated, analyzed, shared
or sold in ways that are poorly disclosed or
understood. By adhering to industry privacy
guidelines, mobile technology developers can
ensure that their solutions optimally protect
consumers’ privacy, promote trust and mitigate
perceived risks about the use and sharing of
data.

The project is the first collaboration between
the ACC and CTA to create best practices
for evaluating Consumer Cardiovascular
Technology Solutions. CTA is collaborating
with the American College of Cardiology (ACC)
through participation in the ACC’s Applied
Health Innovation Consortium for the purpose
of building a roadmap for Artificial Intelligence
and digital technology in cardiology. The
Consortium brings together academic,
clinical, industry and technology partners and
patient advocates to collaborate in the digital
transformation of healthcare.

About Consumer Technology
Association
As North America’s largest technology trade
association, CTA ® is the tech sector. Our
members are the world’s leading innovators
– from startups to global brands – helping
support more than 18 million American jobs.
CTA owns and produces CES® – the most
influential tech event in the world. Find us at
CTA.tech. Follow us @CTAtech.

About the American College of
Cardiology
The American College of Cardiology envisions
a world where innovation and knowledge
optimize cardiovascular care and outcomes.
As the professional home for the entire
cardiovascular care team, the mission of the
College and its 54,000 members is to transform
cardiovascular care and to improve heart
health. The ACC bestows credentials upon
cardiovascular professionals who meet stringent
qualifications and leads in the formation of
health policy, standards, and guidelines. The
College also provides professional medical
education, disseminates cardiovascular research
through its world-renowned JACC Journals,
operates national registries to measure and
improve care, and offers cardiovascular
accreditation to hospitals and institutions. For
more, visit https://www.acc.org/.

MEETING CALENDAR

MAY

JUNE

06

10-13

CiCA 2022
Washington, D.C., USA
info@cica-ep.org

ASE 2022 – 33rd Annual Scientific Sessions
Seattle, Washington, USA
https://www.asescientificsessions.org/register-now/

19-22

22-25

SCAI 2022 Scientific Sessions
Atlanta, Georgia, USA
https://scai.org/scai2022

CSI Frankfurt
Frankfurt, Germany
https://www.csi-congress.org/conferences-courses/
conferences/csi-frankfurt

24-26

23-25

AIMED 2022 The Global Summit
San Francisco, California, USA
https://ai-med.io/all-events/global-summits/aimed-22/

ACHA’s 9th National Conference:
Leading the Way for 1 in 100
Bloomington, Minnesota, USA
https://www.achaheart.org/get-involved/
events/2022/9th-national-conference/

Z-6

™

Atrioseptostomy Catheter

Short distal tip
for easier insertion
and improved rewrapping

NOW AVAILABLE IN THE UNITED STATES
www.numedforchildren.com

www.CongenitalCardiologyToday.com

19

CAREER OPPORTUNITY

Transplant Cardiologist
with an Interest in Rehabilitation Science
We are seeking a Board Eligible/Board Certified Pediatric Cardiologist with formal 4th year training in Cardiomyopathy,
Ventricular Assist Device, and Cardiac Transplantation for a faculty position at the Cincinnati Children’s Hospital Medical
Center.
The Advanced Cardiomyopathy Program works closely within the Heart Institute, caring for patients with the most challenging
conditions, and has been the largest pediatric heart transplant program in the Tri-State area for the last decade. Expertise
includes heart, heart-liver, heart-lung, and heart-kidney transplantation. The prospective faculty member will be expected to
excel in academic endeavors, have clinical and academic focus in Cardiac Transplantation, and have interests in Cardiopulmonary
Exercise Testing and Cardiac Rehabilitation.

Leaders in Pediatric Heart Transplant
The Heart Transplant Program, part of the interdisciplinary Heart Institute, is the oldest pediatric heart transplant program in
Ohio. We are part of the Heart Institute’s combined program linking cardiomyopathy/heart failure and mechanical circulatory
support care.
Our team of cardiothoracic surgeons, cardiologists, nurse practitioners, and nurses are experts in the treatment of complex
heart disease and heart transplantation. We care for infants, children, adolescents, and adults with uncorrectable congenital
heart disease and cardiomyopathy, facilitating their candidacy for transplantation, and delivering their post-transplant care.
Our heart transplant program is approved by the United Network for Organ Sharing (UNOS) and a member of the Ohio Solid
Organ Transplantation Consortium. In addition, our transplant team members are participants in the Pediatric Heart Transplant
Study and the International Society for Heart and Lung Transplantation.
Our goal is to provide children facing untreatable heart disease the best chance to be active members of their families
and communities, and the best chance to grow emotionally and physically with as little limitation as possible. Our areas of
emphasis include:
•
•
•

Care provided by a multidisciplinary team of cardiologists, surgeons, intensive care specialists, nurse practitioners,
and nurses.
Outcomes-focused clinical care and research to optimize survival and quality of life.
Quality initiatives, such as prevention of rejection and use of cutting-edge technologies to detect for harmful
antibodies and detect for transplant coronary artery disease.

Our clinical team’s extensive experience and our commitment to long-term quality outcomes form the foundation of the
Heart Transplant Program.
Interested candidates should apply to this position through Cincinnati Children’s Career page: https://jobs.
cincinnatichildrens.org/. Enter Requisition # 129989 in the box provided and attach your CV, cover letter of interest and
three references to your online application.
U.S. News & World Report scored our Joint Heart Program, in conjunction with Kentucky Children’s Hospital,
on outcomes & experience; numbers of patients & procedures; key programs, services & staff; professional
recognition; quality improvement efforts; and patient support.
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MEDICAL NEWS

Structured Reporting Systems are Expected to
Dramatically Improve Patient Care and
Data Management
Cardiology is an inherently data-dependent
and data-driven practice. Patient medical
history records, images, test results, and
more go into every diagnosis and treatment
decision. However, most organizations don’t
take advantage of structured reporting; most
cardiovascular information systems (CVIS)
cannot effectively mine the wealth of data from
a facility’s cardiology department. There is no
debate on how crucial structured reporting is. It
is considered the first step to improving patient
care and enhanced data accuracy—important
points raised by a coalition of 14 professional
societies led by the American College of
Cardiology and by the Society for Cardiovascular
Angiography and Interventions.1 It’s estimated
that only 10% of United States cardiac Cath labs
use structured reporting to improve efficiency
and bolster patient outcomes.1
Dr. Serge Makowski, CEO and Co-founder
of leading healthcare software development
firm MediReport, says, “The goal of structured
reporting is to make sure there is consistency
in the documentation reporting of every
cardiac procedure, regardless of the physician’s
training, background, or style of work and
that 100% of procedural data is recorded
abiding by the latest clinical guidelines. The
system intelligently guides the clinician on
the required and important procedural data
and generates near real-time reports which
are automatically incorporated into the
facility’s existing electronic health record.
Subsequently, this can be accessed by any
healthcare provider, which informs evidencebased treatment decisions, improves billing,
and betters the patient care experience.”
Structured reporting systems fully incorporate
d a t a , w o r k f l o w, a n a l y t i c s , i n v e n t o r y
management, billing, and process improvement
in one central documentation system.1 The same
data may be repurposed repeatedly for clinical
research or registry participation, without the
need for any manual data re-entry.

Basic Features of Structured Reporting
A growing number of healthcare organizations
are exploring structured reporting. But not all
structured reporting systems are created equal.
Clinicians should look for several key features to
ensure maximum efficiency, such as:
•

•

•

•

•

The centralization of all information
(dosimetry, pressures, measurements,
dynamic drawing, key PACS images…)
from the cardiac procedure. This
means the system must seamlessly
interface and operate with the facility’s
software packages (EMR, modalities,
HIS...).
The effortless recording and tracking
of all materials and devices before,
during and after the procedure using
techniques like barcode scanning.
The generation of reports complete
with full sentences, which may be easily
understood by the patient, or any
other clinicians involved in follow-up
care.
The ability to select multiple languages
for report generation, offering both
convenience for patients and flexibility
to providers.
Continuous connectivity to cloudbased platforms which allows remote
access to data at any time.

A Unified System2
Two interventional cardiologists developed such
a software suite, called CardioReport 360™ to
help improve workflows, reduce errors, and
save hospitals time and money. This platform
offers several advantages compared to other
CVIS; one being calculating automatic SYNTAX
scoring, which saves time during procedures
and reduces error rates to improve diagnostic
accuracy. Additionally, the system integrates

in real-time the latest clinical guidelines and
classification systems continuously available to
generate reports. Another important asset are
its templates, which are customizable to the
physician and the practice’s specific workflows
and procedures, which improves clinical
adoption and satisfaction during use.
However, one of the most important features
of a unified reporting system is the intelligent
report conclusions. The auto-generated report
conclusions are based off selected key words
from procedural data which provides a quick,
but thorough, understanding of the lesion’s
description and the procedure results. Dr.
Makowski says: “The algorithm behind the
conclusion synthesis is based on 25-plus years
of medical expertise that applies globally and
is paramount in the patient’s care journey
and treatment. A bifurcation of a lesion can
complicate an angioplasty as the physicians
will make a decision between angioplasty and
surgery, hence the bifurcation criteria will be
selected as an important item in the conclusion.
Or, if thrombosis appears in the description
of the procedure, it will be selected as a
determinant item in the conclusion, as it might
complicate the angioplasty and will carry a
tremendous impact on the patient’s treatment.
However, if, let’s say, the lesion is concentric, or
eccentric is not deemed determinant thus will
not be retained in the conclusion.”
Lastly, reports are finalized before the patient
even leaves the Cath Lab which vastly improves
timely reporting as well as valuable Cath Lab
throughput time. Referring doctors, as well as
those participating in follow-up care, have near
instant access to all vital information about the
patient and procedure. Patients benefit from no
lapse in care, while hospitals and ambulatory
surgical centers can boost the bottom line
through quicker turnover.
Dr. Makowski says, “We, the physicians, rely
on intelligent insights to be gathered from

Neonatology Today is interested in publishing manuscripts from Neonatologists, Fellows, NNPs and those involved in caring for
neonates on case studies, research results, hospital news, meeting announcements, and other pertinent topics.
Please submit your manuscript to: LomaLindaPublishingCompany@gmail.com
www.CongenitalCardiologyToday.com
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CAREER OPPORTUNITY

Pediatric Cardiologist - Non-Invasive Imaging Service
This is an outstanding opportunity to join a vibrant and collegial academic environment and work in a children’s hospital ranked as one of the
best in the U.S. The Division of Pediatric Cardiology at the Spencer F. Eccles School of Medicine is seeking a Noninvasive Imaging Pediatric
Cardiologist, with expertise in cardiac MRI and/or cardiac CT. The Pediatric Cardiologist’s primary focus will be in the noninvasive invasive
imaging service, sharing all clinical aspects, educational efforts, program development, and quality improvement initiatives associated
with the service. Noninvasive imaging physicians provide rotating coverage of night and weekend call for emergency transesophageal
echocardiograms or assistance with interpreting complex transthoracic studies. Division members are expected to rotate in covering general
cardiology night and weekend call with other Division members. Division members participate in general cardiology outpatient clinic and
inpatient service, in addition to their duties in their areas of expertise. Clinical responsibilities may also include seeing patients in an
outreach clinic setting. Clinical duties will be carried out at Primary Children Hospital and the Division’s outreach sites. In addition to clinical
service, there is both opportunity and expectation for academic work, including education, investigation/research and administration, as
well as advocacy. There will be protected time for these efforts with a well-established support structure, expected benchmarks, and both
breadth and depth in mentoring available within the Division.
Noninvasive imaging includes echocardiography (transthoracic, transesophageal, fetal, and 3D), cardiac MRI, and cardiac CT angiography.
Annually, division members read over 13,000 echocardiograms, over 800 fetal echoes, over 300 cardiac MRIs, and over 200 CT angiograms.
Qualified candidates must be Board Eligible/Board Certified in Pediatric Cardiology, with focused training and expertise in noninvasive
imaging, and in cardiac MRI and/or cardiac CT. The selected candidate will receive a faculty appointment in the Department of Pediatrics
on the Clinical or Tenure Track at the academic level commensurate with experience and qualifications. Leadership opportunities are
available for qualified candidates.
The Department and University offers a competitive salary and an unmatched benefits program, including non-contributory retirement
contributions of 20.2% of annual salary that vest immediately. The Department offers a faculty development and mentoring program
designed to foster success in translational or basic research, quality improvement engagement, and excellence as educators.
Salt Lake City offers an incredible quality of life with a growing economy, rich cultural scene with ballet, theatre, symphony, opera, live
music, museums, outstanding restaurants, and a moderate cost of living. The city is a well-known ski destination and a gateway to the state’s
renowned landscapes. In addition to its 14 ski resorts, Utah boasts five scenic national parks (with five more within a day’s drive), a variety
of golf courses allowing for year-round play, hundreds of miles of hiking and biking trails (some leaving from adjacent to the hospital), and
numerous other outdoor activities.
Interested individuals can apply for the position at https://utah.peopleadmin.com/postings/130651. Cover letter and curriculum
vitae are required. For additional information about the position, please contact:
Antonio Cabrera, M.D., Division Chief, at antonio.cabrera@hsc.utah.edu.
The University of Utah Health (U of U Health) is a patient focused center distinguished by collaboration, excellence, leadership, and
respect. The U of U Health values candidates who are committed to fostering and furthering the culture of compassion, collaboration,
innovation, accountability, diversity, integrity, quality, and trust that is integral to our mission.
The University of Utah values candidates who have experience working in settings with students, staff, faculty, and patients from diverse
backgrounds and possess a strong commitment to improving access to higher education, employment opportunities, and quality healthcare
for historically underrepresented groups.
Individuals from historically underrepresented groups, such as minorities, women, qualified persons with disabilities and protected veterans
are encouraged to apply. Veterans’ preference is extended to qualified applicants, upon request and consistent with University policy and
Utah state law. Upon request, reasonable accommodations in the application process will be provided to individuals with disabilities.
The University of Utah is an Affirmative Action/Equal Opportunity employer and does not discriminate based upon race, ethnicity, color,
religion, national origin, age, disability, sex, sexual orientation, gender, gender identity, gender expression, pregnancy, pregnancy-related
conditions, genetic information, or protected veteran’s status. The University does not discriminate on the basis of sex in the education
program or activity that it operates, as required by Title IX and 34 CFR part 106. The requirement not to discriminate in education
programs or activities extends to admission and employment. Inquiries about the application of Title IX and its regulations may be referred
to the Title IX Coordinator, to the Department of Education, Office for Civil Rights, or both.
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the reports, data that otherwise would be
ignored. I no longer need to rely on multiple
applications to get the complete picture of my
patient. Having access to an extensive number
of reporting parameters in a single unified CVIS
and being able to generate a high quality and
accurate report almost instantly, maximizes
efficiency and accuracy.”
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About MediReport
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MediReport, a global supplier of cloud-based
software for medical applications, was founded
in 1995 by cardiologists Dr. Serge Makowski and
Dr. Fabrice Beverelli. Through its comprehensive
CVIS, CardioReport™ Suite, MediReport provides
vastly improved clinical workflows that save time,
improve quality, and generate high revenue for
client organizations. The company is committed
to delivering quality products that address the
evolving needs of cardiology and IT technologies,
based on its foundational principles: clinical
excellence, customer satisfaction, continuous
improvement of its products and innovations,
and commitment and responsiveness. The system
is already used by healthcare providers in more
than 40 countries. For more information, visit
medireport.net.
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CAREER OPPORTUNITY

Pediatric Cardiologist
The Department of Pediatrics
at Southern Illinois University
School of Medicine is recruiting
an MD/DO for a fourth pediatric
cardiologist position at the
Assistant or Associate Professor
level. Faculty will join a rapidly
expanding cardiology program
at our Children’s Hospital, an
80-bed CHA affiliated pediatric
referral center for Central and
Southern Illinois with a referral
base of almost 2 million. The
current program includes stateof-the-art noninvasive imaging in
TTE, TEE, fetal echocardiogram,
and advanced MRI imaging.
We have developed a highly
successful collaborative clinical
and research program with a
nationally recognized pediatric
cardiology center. Opportunities
exist to participate in resident
and medical student education
and receive an advanced
degree in medical education.
Candidates must be board
eligible in Pediatrics and Pediatric
Cardiology. Illinois licensure is
required prior to official start
date. Travel in central Illinois to
outreach clinics is required.
Applications are accepted
online at:
https://www.siumed.edu/hr
For additional information,
please contact:
Ramzi Nicolas, MD
217.545.9706
rnicolas@siumed.edu
SIU is an EO/AA employer.
www.CongenitalCardiologyToday.com
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CAREER OPPORTUNITY

Pediatric Cardiac Interventionist Position
UC Davis Children’s Hospital
School of Medicine
Department of Pediatric Cardiology
The Department of Pediatrics at the University of California, Davis
School of Medicine is recruiting 1 full-time academic Pediatric Cardiac
Interventionist within the Pediatric Cardiology specialty. We are recruiting
at the Assistant/Associate/Full Professor level in the Clinical X or Health
Science Clinical Series in the Section of Pediatric Cardiology, Department
of Pediatrics and specifically trained and experienced in Pediatric Cardiac
Interventions. Candidates must possess an M.D. or D.O. degree, be
board certified in Pediatric Cardiology and must possess or be eligible
for licensure in the State of California.
The interventional cardiology candidate must have at least 3 years of
experience in interventions in congenital heart disease and have the
desire and ability to build and grow a practice in interventional cardiology
volume.
Work distribution will depend on the specific skillset of the candidate.
It is expected that the candidate will share in the on-call and weekend/
holiday coverage schedule.
In addition to the clinical responsibilities, the ideal candidate will be
expected to participate in teaching of medical students, residents and
fellows, research activities of the Department of Pediatrics, and serve on
departmental committees.
The candidates must have the following qualifications:
•
M.D. or D.O.
•
Successful completion of an approved pediatric residency
training program.
•
Successful completion of an approved Pediatric Cardiology
fellowship training program.
•
Successful completion of a Pediatric Interventional Cardiology
advanced fellowship training program.
•
Board certification in Pediatric Cardiology.
•
Eligibility for a California Medical License.
•
Demonstrated proficiency in the teaching of students and
housestaff.
•
Demonstrated proficiency to perform clinical research.
•
Ability to foster collegiality and work collaboratively in a
diverse environment, including working closely with Adult
Congenital Heart Disease services.
•
Service including committees, leadership ability, and
community outreach.
•
Have Board Certification in Adult Congenital Heart Disease
(preferred).
The Pediatric Heart Center at UC Davis Children’s Hospital is inland
Northern California’s only full-service cardiac care facility for children
and young adults, offering the latest tests and treatments for a range
of congenital or acquired cardiovascular conditions. Our integrated
multidisciplinary team of surgeons, specialists, physicians, nurses and
researchers offer Northern California’s most sophisticated specialized
diagnostic, interventional and surgical expertise in comprehensive
diagnostic, therapeutic, and surgical procedures for children with heart
defects.
For full consideration applications should be received by December 27,
2021. However the position will remain open until filled. Completed
applications include CV, Cover Letter, Statement of Contributions to
Diversity, Equity, and Inclusion and contact information for 3-5 references.
Candidates should submit their application online at:
https://recruit.ucdavis.edu/JPF04580.
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• Hospitals that Offer Open Heart
Surgery for Children in North
America
• Contact information at each
hospital for Chief of Pediatric
Cardiology & Fellowship Director
• Lists each hospital’s Pediatric
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Surgeons
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