
Figure 1: Occlutech® Fenestrated Atrial Septal
Defect Occluder.
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Introduction
Pulmonary Arterial Hypertension (PAH) is a 
chronic disease with progressively increasing
right ventricular (RV) pressure, Right-Heart 
Failure (HF), and death.1 An association 
between PAH and secundrum-type Atrial 
Septal Defect (ASD) is observed in 9 to 35% of 
patients, especially in females. It is speculated 
that ASD-Associated PAH resolves after 
intervention and rarely progresses especially
with early intervention.2-4 However, as most of 
these patients are left with untreated ASDs, 
there is a dearth of information. Fenestrated 
ASD closure is preferable in patients with 
moderate to severe PAH. A restricted interatrial 
shunt in these patients can enhance systemic
ventricular output at the expense of 
desaturation if shunt reversal occurs when 

progressive PAH ensues. Maintaining 
a sustainable restricted interatrial 
communication is challenging without the 
use of a dedicated device such as the 
Occlutech® Fenestrated Atrial Septal Defect 
(FASD) occluder (Figure 1). We describe 
compassionate use of the FASD Occluder 
with optimal outcomes in a 56-year-old female 
with ASD-Associated PAH.

Case Report
A 56-year-old female with progressive PAH 
was referred to the Congenital Heart Center 
for evaluation and management. She was 
receiving combination medical therapy with 
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macitentan and tadalafil. However, she 
continued to experience dyspnea when 
attempting to climb a flight of stairs and 
had bilateral lower extremity edema. 

At the age of 48 years, she did not fully 
recover from bronchitis with symptoms 
including orthopnea, paroxysmal nocturnal 
dyspnea, dyspnea on exertion, fatigue, 
wheezing, cough, near-syncope, and 
nausea, which was later diagnosed as 
severe PAH with moderately elevated 
Pulmonary Vascular Resistance (PVR). 
Right ventricular (RV) systolic pressure was 
95 mmHg, pulmonary artery (PA) pressure 
was 95/30 (53) mmHg with systemic blood 
pressure of 112/66 (81) mmHg. Cardiac 
output was 3.87 L/min (Fick method).

She had a 27 mm ostium secundum ASD. 
A three-dimensional transesophageal 
echocardiogram (3DTEE) showed 
predominantly left-to-right shunt with some
flow reversal. Her six-minute walk test 
distance dropped from 1580 to 1400 feet in
a span of three months. As a result of 
worsening PAH on maximal medical 
therapy, a decision was made by a 
multidisciplinary team including a 
pulmonologist and lung transplant director, 
and congenital heart specialists to close 
the defect with a fenestrated device. 
The Occlutech® FASD Occluder was 
selected for use under the U.S. Food 
and Drug Administration’s compassionate 
use guidance. The patient was given 
comprehensive education on the risks 
and benefits of the procedure, including 
complications of general anesthesia, TEE,
cardiac catheterization and the occluder 
itself. The potential intraprocedural and 
postprocedural risks including air embolus,
allergic reaction to nickel, arrhythmia, 
bleeding, injury to blood vessels, 
device embolization and migration, 
and thromboembolic events were also 
discussed. The patient signed the 
compassionate use informed consent form
after all questions were addressed to her 
satisfaction prior to the procedure.

Procedure
Under general anesthesia, 3DTEE 
confirmed the presence of a significant 
atrial communication with persistent 
left-to-right shunt. A detailed right-heart 
catheterization was performed under 
aseptic precautions with stepwise oximetry 

and hemodynamics. The patient’s RA 
pressure was 12/7 (9) mmHg, PA pressure 
was 80/29 (47) mmHg with systemic blood 
pressure of 100/50 (67) mmHg. Oximetry 
in 30% oxygen included superior vena 
cava (SVC) 78%, inferior vena cava 
(IVC) 75%, RA 80%, RV 81%, PA 80%, 
and LA 92%. Although the pre-procedure 
calculated Qp:Qs was 0.91 suggesting a 
net right-to-left shunt through the ASD, the
pulmonary reactivity testing showed 
Qp:Qs of 1.5: 1 on 100% oxygen and nitric 
oxide. A balloon occlusion test showed 
no hemodynamic instability on complete 
occlusion. Cardiac output was 3.81 L/min
(Fick method).

A 0.035-inch extra-stiff guidewire was 
placed into the pulmonary vein and a 14F
Mullins sheath was advanced over the 
guidewire and positioned into the uppper-
left pulmonary vein. A 27 mm FASD 
occluder with 6 mm fenestration was 
loaded on the delivery cable system and 
advanced in through the sheath. The LA 
disk was deployed followed by deployment 
of the RA disk under fluoroscopic and 

3DTEE guidance. After confirming secure 
deployment of the FASD occluder on 3D 
TEE (Figures 2 and 3), hemodynamic 

discharges with a principle diagnosis  of  the 
three most frequent CHDs- VSD, ASD, PDA.   

Design/Methods

We performed a serial cross-sectional analysis 
of  childhood hospitalizations during the years 
1997-2012, using the Healthcare Cost and 
Utilization Project's (HCUP) Kids’ Inpatient 
Database (KID), which represents a 
nationwide sample of  inpatient pediatric 
admissions, compiled by the Agency  for 
Healthcare Research and Quality.6 With this 
database, we can describe national trends in 
rates of  inpatient diagnoses, trends in hospital 
charges/costs, and mortality  rates. Hospital 
discharges for patients age 0 to 17 years, who 
had an International Classification of  Diseases, 
Ninth Revision, Clinical Modification (ICD-9-
CM) code for CCHDs (Common truncus, 
Corrected Transposition of  Great Vessels, 
Congenital tricuspid atresia/stenosis, Complete 
Transposition of  the Great Vessels,  Ebstein’s 
Anomaly, Double outlet right ventricle, 
Tetralogy  of  Fallot, Hypoplastic Left  Heart 
Syndrome, Total Anomalous Pulmonary 
Venous connection and the three most 
common CHDs – ASD, VSD, PDA), were 
included in our analyses. We queried the ICD 

9-codes in principal diagnosis and All-listed 
modes. The principal diagnosis denotes the 
first listed diagnosis that is chiefly  responsible 
for the patient’s admission to the hospital and 
is used to describe trends in length of  stay  and 
hospital charges for each diagnosis. All-listed 
diagnoses include the principle diagnosis plus 
additional conditions that coexist at the time of 
admission and this mode was used to 
describe trends in discharges and mortality. 

We also selected another cohort from the 
National Inpatient Sample (NIS) database for 
the years 1997 through 2012 using the 
Clinical Classification Software (CCS) 
principal diagnosis category  213, cardiac and 
circulatory  Congenital Anomalies to evaluate 
trends, hospital costs  and inpatient mortality.7 
Descriptive analyses were used to describe 
the results and Z-test was used to determine 
statistical significance among trends.  

Results

Our analysis suggests there was a statistically 
significant trend in the number of  discharges 
of  Hypoplastic Left Heart Syndrome (HLHS) 
(p=0.00028) during the study  period. 
Interestingly,  though statistically  not significant, 
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Table 1. Trends in discharges - All diagnosis- ICD-9.

Archiving Working Group
International Society for Nomenclature of 
Paediatric and Congenital Heart Disease

ipccc-awg.net

DIRECTOR
Division of Pediatric Cardiology and 

Helen B. Taussig Heart Center

The Johns Hopkins University  School of 
Medicine is seeking an exceptional 
individual to lead the Division of 
Pediatric Cardiology  and Helen B. 
Taussig Heart Center. Applicants should 
have demonstrated evidence of 
leadership qualities and outstanding 
achievements in clinical care, research 
and teaching. The successful applicant 
m u s t s h a r e o u r u n w a v e r i n g 
commitment to excellence, integrity, 
collegiality  and respect for and inclusion 
of individuals of diverse backgrounds.

Our goal is to recruit a talented Director 
w i t h s t r o n g i n t e r p e r s o n a l a n d 
communication skills who has a proven 
track record of  mentorship, excellent in 
patient care and education, and 
s c h o l a r l y  a d v a n c e m e n t i n 
cardiovascular research. The ability  to 
work effectively  with faculty  members 
from a variety  of  scientific and clinical 
disciplines is particularly  important. As 
we continue the School of  Medicine’s 
efforts to increase the diversity  of  our 
leadership, we are interested in 
ident i fy ing minor i ty  and women 
candidates.

Interested applicants should provide 
a letter of application and curriculum 

vitae to: 

Dr. Peter Mogayzel at 
pmogayze@jhmi.edu or mail to:

Luca Vricella, MD and 
Peter Mogayzel, MD, PhD

Co-Chairs, Search Committee, 
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Temporal Trends in Discharges of Common Critical Congenital Heart Diseases

Figure 3: The FASD Ocludder (red arrow) with left-to-right shunting through the fenestration
(orange arrow) on two-dimensional TEE post deployment.

Figure 2: Post-deployment 3DTEE shows a
well-seated FASD. The red arrow shows the
6 mm fenestration in the occluder.
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Melody™ Transcatheter Pulmonary Valve, Ensemble™ II 
Transcatheter Valve Delivery System
Important Labeling Information for the United States
Indications:  The Melody TPV is indicated for use in the management of pediatric 
and adult patients who have a clinical indication for intervention on a dysfunctional 
right ventricular outflow tract (RVOT) conduit or surgical bioprosthetic pulmonary 
valve that has  ≥ moderate regurgitation, and/or a mean RVOT gradient ≥35 mm Hg.
Contraindications: None known.
Warnings/Precautions/Side Effects:

·  DO NOT implant in the aortic or mitral position. Pre-clinical bench testing of the 
Melody valve suggests that valve function and durability will be extremely limited 
when used in these locations.

·  DO NOT use if patient’s anatomy precludes introduction of the valve, if the 
venous anatomy cannot accommodate a 22 Fr size introducer, or if there is 
significant obstruction of the central veins.

·  DO NOT use if there are clinical or biological signs of infection including active 
endocarditis. Standard medical and surgical care should be strongly considered in 
these circumstances.

·  Assessment of the coronary artery anatomy for the risk of coronary artery 
compression should be performed in all patients prior to deployment of the TPV.

·  To minimize the risk of conduit rupture, do not use a balloon with a diameter 
greater than 110% of the nominal diameter (original implant size) of the conduit 
for pre-dilation of the intended site of deployment, or for deployment of the TPV.

·  The potential for stent fracture should be considered in all patients who undergo 
TPV placement. Radiographic assessment of the stent with chest radiography 
or fluoroscopy should be included in the routine postoperative evaluation of 
patients who receive a TPV.

·  If a stent fracture is detected, continued monitoring of the stent should be 
performed in conjunction with clinically appropriate hemodynamic assessment. 
In patients with stent fracture and significant associated RVOT obstruction or 
regurgitation, reintervention should be considered in accordance with usual 
clinical practice.

Potential procedural complications that may result from implantation of the 
Melody device include the following: rupture of the RVOT conduit, compression of 
a coronary artery, perforation of a major blood vessel, embolization or migration 
of the device, perforation of a heart chamber, arrhythmias, allergic reaction 
to contrast media, cerebrovascular events (TIA, CVA), infection/sepsis, fever, 
hematoma, radiation-induced erythema, blistering, or peeling of skin, pain, 
swelling, or bruising at the catheterization site.
Potential device-related adverse events that may occur following device 
implantation include the following: stent fracture*, stent fracture resulting in 
recurrent obstruction, endocarditis, embolization or migration of the device, 
valvular dysfunction (stenosis or regurgitation), paravalvular leak, valvular 
thrombosis, pulmonary thromboembolism, hemolysis.
*The term “stent fracture” refers to the fracturing of the Melody TPV. However, in 
subjects with multiple stents in the RVOT it is difficult to definitively attribute stent 
fractures to the Melody frame versus another stent.
For additional information, please refer to the Instructions For Use provided with 
the product or available on http://manuals.medtronic.com.
CAUTION: Federal law (USA) restricts this device to sale by or on the order of a 
physician.

Magnetic Resonance Imaging (MRI) Safety Information
Nonclinical testing and modeling has demonstrated that the Melody™ 
TPV is MR Conditional. A patient with this device can be safely scanned 
in an MR system meeting the following conditions:

·  Static magnetic field of 1.5 T and 3 T

·  Maximum spatial gradient magnetic field of 2500 gauss/cm (25 T/m)

·  Maximum MR system reported, whole body averaged specific absorption rate 
(SAR) of 2.0 W/kg for 15 minutes of scanning (Normal Operating Mode)

Based on nonclinical testing and modeling, under the scan conditions defined 
above, the Melody™ TPV is expected to produce a maximum in vivo temperature 
rise of less than 2.1°C after 15 minutes of continuous scanning.
MR image quality may be compromised if the area of interest is in the same area, 
or relatively close to the position of the device. In nonclinical testing, the image 
artifact caused by the device extends approximately 3 mm from the Melody™ 
TPV when imaged with a spin echo pulse sequence and 6 mm when imaged with 
a gradient echo pulse sequence and a 3 T MRI System. The lumen of the device 
was obscured.
Scanning under the conditions defined above may be performed 
after implantation.
The presence of other implants or medical circumstances of the patient may 
require lower limits on some or all of the above parameters.

Medtronic, Medtronic logo  
and Further, Together are  
trademarks of Medtronic.  
All other brands are trademarks  
of a Medtronic company.

MR

MR Conditional

710 Medtronic Parkway 
Minneapolis, MN 55432-5604 
USA 
Tel: (763) 514-4000 
Fax: (763) 514-4879 
Toll-free:  (800) 328-2518

LifeLine 
CardioVascular Technical Support   
Tel: (877) 526-7890 
Tel: (763) 526-7890 
Fax: (763) 526-7888 
rs.cstechsupport@medtronic.com 

CONGENITAL CARDIOLOGY TODAY t www.CongenitalCardiologyToday.com t April 2017     6

CONGENITAL CARDIOLOGY TODAY

CALL FOR CASES AND OTHER ORIGINAL ARTICLES

Do you have interesting research results, observations, 
human interest stories, reports of meetings, etc. to share?
Submit your manuscript to: RichardK@CCT.bz

Director of Pediatric Electrophysiology
The Congenital Heart Center at Levine Children’s Hospital (LCH) 
and Sanger Heart & Vascular Institute (SHVI), seeks to recruit 
a Director of Pediatric Electrophysiology to join their existing 
faculty. Responsibilities for this position will include diagnostic and 
therapeutic electrophysiology studies, pacemaker and defibrillator 
implantation, as well as general cardiology outpatient and inpatient 
care with shared night / weekend call.

• Candidates will have completed an ACGME accredited 
fellowship in pediatric cardiology and be BC/BE by the 
American Board of Pediatrics. A fourth year of additional 
training in pediatric electrophysiology is required.

• A Minimum of 5 years of independent experience is preferred.

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 three years. Our 
comprehensive services include cardiac imaging, diagnostic 
and interventional catheterization, 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 
have been growing at a rate of 12-15% per year over the last six 
years. Our new state of the art two lab cardiac catheterization 
and electrophysiology suite opened in February of 2017, with 
dedicated staffing and anesthesia teams. The interventional cardiac 
catheterization program is active in industry sponsored clinical 
research. Participation in investigator initiated and multi-center 
studies is ongoing within the Heart Center, with the support of an 
active clinical research department.

 
LCH and SHVI are both premier referral facilities within the 
Carolinas HealthCare System (CHS), one of the nation’s leading 
and most innovative healthcare systems. CHS operates nearly 
2,500 system-employed physicians, more than 60,000 employees 
and more than 7,460 licensed beds across the Carolinas. 

For more information about this opportunity, please email your 
interest and CV to:

Dr. Joseph Paolillo
Director, Pediatric Cardiac Catheterization Program

Sanger Heart & Vascular Institute/ Levine Children’s Hospital
Carolinas HealthCare System

Joseph.Paolillo@CarolinasHealthCare.org
OR 

Lisa Webster
Physician Recruiter

Carolinas HealthCare System
Lisa.Webster@CarolinasHealthCare.org

 (704) 631-1126

To explore our opportunities, please visit  
http://www.choosecarolinashealthcare.org/Physicians
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measurements were repeated. The patient’s RA pressure was 
10/8 (8) mmHg, PA pressure was 72/26 (43) mmHg with systemic 
blood pressure of 139/68 (94) mmHg. Cardiac output improved to 
5.97 L/m (Fick Method) with no significant demonstration of left-to-
right shunt post device deployment. The delivery cable was then 
released from the device and withdrawn.

The patient’s hemodynamics were stable throughout the procedure
and there were no arrhythmias or other complications. She was 
also extubated without any complications and discharged home 
the next day. As PAH warrants anticoagulation therapy; the 
patient’s anticoagulation regimen (clopidogrel and aspirin) was 
continued after the deployment of the device.

Following discharge, the patient developed a right pseudoaneurysm
with an arteriovenous fistula at the catheterization site requiring 
two thrombin injections. The complication resolved over time and 
was determined to be unrelated to the FASD occluder.

At her one-month follow-up visit, the patient reported significant 
improvement in her exercise tolerance and she had more energy
with recorded resting saturation of 99%. Her six-minute walk test
distance was relativity unchanged at 1430 feet. She remained 
without pedal edema on the same diuretic therapy. An 
echocardiogram demonstrated good device placement, improved 
RV pressures, and continuous left-to-right shunt across the FASD 
Occluder at rest.

Four months after the procedure, the patient reported feeling very
well with significant improvement in her stamina and exercise 
tolerance. An echocardiogram demonstrated improved RV 

there was a downward trend in discharges of 
Tetralogy  of  Fallot and significant in discharges 
of  Double Outlet Right Ventricle (DORV) were 
noted between years 1997-2012 (Table 1). 
Significant reduction in inpatient mortality  (4% 
vs. 2.9% p=0.001) (Table 2) and estimated 
total number of  discharges (33,124 vs. 28,000; 
p=0.21) from congenital cardiac and circulatory 
anomalies were seen during the study  period 
while mean total hospital charges (Table 2) and 
mean hospital charges for each diagnosis 
(Table 3) increased exponentially. There was a 
consistent increase in average length of  stay 
for each principal diagnosis of  CCHD (Table 4). 
We also noted that there was an upward trend 
increase in hospital discharges with all listed 
diagnoses of  ASD and PDA during the last 15 
years (Table 5).

Conclusions

During the last decade, there was a significant 
increase in the number of  patients (3034 ±389 
vs. 5355 ±506) cared for with a diagnosis of 
HLHS and inpatient mortality  from congenital 
cardiac and circulatory  anomalies has 
decreased by 40% in U.S. hospitals. Mean 
hospital charges for treatment of  CCHDs 
increased four-fold;  overall charges of 
treatments increased from $1.6 billion to 6.1 
billion, along with increased length-of-stay  for 
all CCHDs. Increasing numbers of  children 
(0-17 years) with diagnosis of  ASD and PDA  
were cared for in hospitals during study period. 
 
Overall,  we noted that hospital discharges and 
survival of  few patients with CCHDs like HLHS 
and DORV are increasing in number, while 
others are trending down or remained stable. 
Robust state/ federal surveillance programs are 
needed to measure the active and accurate 
birth prevalence rates of  CCHDs to plan for 
adequate resource allocation, care quality  and 
monitoring. The ongoing interest in finding 
precise biomarkers and genetic sequencing 
may  provide some additional insights into the 
causal associations of  CCHDs.  We hypothesize 
that survival rates among these infants are 
improving as a result of  advancement in science 
and technology, with better antenatal ultrasound 
surveillance, early  identification, better 
understanding of  pathophysiology,  improved 
surgical techniques, superior cardiac critical 
care and focused approach to manage the 
associated disabilities.
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Table 3. Trends in mean charges for each CCHD as principal diagnosis.

Table 2.  Trends in average hospital charges and inpatient mortality- CCS.

Trends in Overall Hospital and Inpatient Mortality - Congenital 
Cardiac and Circulatory Diseases

Trends in Mean Changes for CCHD as Principal Diagnosis

patient’s  RA pressure was 10/8 (8) mmHg, PA pressure was 72/26 
(43) mmHg with systemic blood pressure of  139/68 (94) mmHg. 
Cardiac output improved to 5.97 L/m (Fick method) with no 
significant demonstration of  left-to-right shunt post device 
deployment. The delivery  cable was then released from the device 
and withdrawn.

The patient’s hemodynamics was stable throughout the procedure 
and there were no arrhythmias or other complications. She was also 
extubated without any  complications and discharged home the next 
day.  As PAH warrants anticoagulation therapy, the patient’s 
anticoagulation regimen (clopidogrel and aspirin) was continued after 
the deployment of the device.

Following discharge, the patient developed a right pseudoaneurysm 
with an arteriovenous fistula at the catheterization site requiring two 
thrombin injections.  The complication resolved over time and was 
determined to be unrelated to the FASD occluder.

At her one-month follow-up visit,  the patient reported significant 
improvement in her exercise tolerance and she had more energy 
with recorded resting saturation of  99%.  Her six-minute walk test 
distance was relativity  unchanged at 1430 feet. She remained 
without pedal edema on the same diuretic therapy. An echocardiogram 
demonstrated good device placement, improved RV pressures, and 
continuous left-to-right shunt across the FASD occluder at rest.

Four months after the procedure, the patient  reported feeling very 
well with significant improvement in her stamina and exercise 
tolerance. An echocardiogram demonstrated improved RV pressures 
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“In patients with ASD associated PAH, 
the unrestricted shunting can lead to 
severe symptoms and progressive PAH. 
A fenestrated device must be considered 
in these patients to restrict significant 
left-to-right shunting, but simultaneously 
allow for any necessary overflow if and 
when right HF develops in the future.... 
The significant symptomatic 
improvements and the sustained atrial 
communication four months after 
implantation of the FASD occluder in our 
patient shows that it may be a useful 
closure device in patients with ASD 
associated PAH.”

Advanced Practitioner - Pediatric Interventional 
Cardiology – Charlotte, NC

When your child needs care for a pediatric congenital heart condition only 
the very best will do! 

Named a Best Children’s Hospital in cardiology and heart surgery by US News 
& World Report, Levine Children’s Hospital and Sanger Heart & Vascular offer 
the most advanced and most complete pediatric heart care in the region. Due 
to growth, we are seeking an experienced Pediatric Nurse Practitioner and/or 
Physician Assistant to join our team!

Position Details: The Pediatric Nurse Practitioner/Physician Assistant in 
Pediatric Interventional Cardiology works in collaboration with the supervising 
physician and assists in performing diagnostic and interventional procedures 
for cardiology patients with critical acuity. The ACP will work with our two 
interventionalists and one transplant cardiologist and be the liason between 
the Pediatric Cardiologist, patients and families and staff. Our new state of the 
art two Cath Lab suite opened in February 2017 right beside our CVICU. The 
cath lab volume has been growing at a rate of 10-15% per year, and we will be 
developing a 3-D printing program in the next 6 months. Active industry 
sponsored research is ongoing, affording many opportunities for clinical 
research projects. 

Responsibilities include but not limited to:
• Provide advanced nursing pre- and post-procedure recovery care clinical 

management and monitoring
• Provide education and support for Pediatric Interventional Cardiology 

patients and their families
Serve as the liaison and resource for multidisciplinary health care team 
members patients and families

• Utilize interpersonal skills to maximize excellence in customer service, safe 
patient care, and professionalism

• Contribute to a positive work environment of caring and cooperation in the 
Cardiology/CVICU units

• Lead, supervise, teach, and collaborate with other healthcare team members
• Utilize expertise in the delivery of care to the whole person

Competitive salary and wealthy benefits package including: 
PTO, CME, 401k, & Relocation.

Charlotte is the largest city in North Carolina and South Carolina and the 
second largest in the Southeast, making it the 13th largest city in the United 
States. The “Queen City” has a great assortment of cultural activities, dining 
options and professional sporting teams. Charlotte is centrally located, making 
it just a short drive to both coastal and mountain resorts for weekend trips.

For more information, please email your interest and CV to:
Dr. Joseph Paolillo

Director, Pediatric Cardiac Catheterization Program
Sanger Heart & Vascular Institute/ Levine Children’s Hospital

Carolinas HealthCare System
Joseph.Paolillo@CarolinasHealthCare.org

OR
Michael Barbee

Physician & Advanced Practice Recruitment
Carolinas Healthcare System

Michael.Barbee@CarolinasHealthCare.org
1-800-847-5084.

To explore all of our opportunities, 
please visit Careers.CarolinasHealthCare.org.  

Carolinas HealthCare System is an Equal Opportunity and Affirmative Action Employer.

“In patients with ASD-Associated PAH, 
the unrestricted shunting can lead to 
severe symptoms and progressive PAH. A 
fenestrated device must be considered in 
these patients to restrict significant left-to-
right shunting, but simultaneously allow for 
any necessary overflow if and when right HF 
develops in the future.... 
The significant symptomatic improvements 
and the sustained atrial communication 
four months after implantation of the FASD 
Occluder in our patient shows that it may be 
a useful closure device in patients with ASD-
Associated PAH.”
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pressures with continuous left-to-right 
shunt across the FASD Occluder at 
rest. Her six-minute walk test distance 
significantly improved to 1520 feet.

Discussion
The association between PAH and ASD in 
young adults, especially in females is well - 
recognized. It is typically independent of the 
degree of shunting and increased pulmonary 
blood flow through the ASD.2-4 Although it can 
be slow in becoming symptomatic, these 
patients can develop progressive PAH. It is 
critical to appreciate the difference between 
this group of patients from those who do 
not develop mild PAH with large ASDs. 
In the latter group, it can resolve after 
intervention, especially when performed 
early and rarely do patients develop 
progressive PAH. When considering our 
patient’s clinical presentation and cardiac 
catheterization findings at the time of ASD 
closure, she is likely to have had ASD-
Associated PAH.

Patients who develop PAH immediately or
several months or years after ASD closure
have poorer prognosis when compared to 
Congenial Heart Disease (CHD) patients 
with PAH.5-7 As such, a fenestrated ASD 
closure is preferred in patients with ASD 
and moderate-to-severe PAH to decrease 
significant left-to-right shunting, but allow 
possible overflow for right HF in the future.7

Creating a restricted and sustainable atrial 
communication can be challenging and 
compelled us to use the FASD Occluder 
that can maintain a fenestration. However,
spontaneous closure can occur in 
fenestrated devices.7-9

Conclusion
In patients with ASD-Associated PAH, 
the unrestricted shunting can lead to 
severe symptoms and progressive PAH. 
A fenestrated device must be considered 
in these patients to restrict significant 
left-toright shunting, but simultaneously 
allow for any necessary overflow, if and 
when right HF develops in the future. It 
is desirable to achieve higher systemic 
ventricular output with marginal increase in 
cyanosis in these patients with an optimal 
saturation range of 87-90% at rest. The 
significant symptomatic improvements 
and the sustained atrial communi cat ion 
four months after implantation of the FASD 
occluder in our patient shows that it may 

be a useful closure device in patients with 
ASD associated PAH.
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On Wednesday, January  18th,  2017 live cases 
were transmitted from New York City, Houston 

and Dallas. Again, each site transmitted two 
live cases. After the end of  the live cases at 
1:00 pm, different breakout sessions took 
place,  including: taped cases sessions from 
Cedar Sinai,  Seattle and Dublin;  an 
intervention outside the heart session; a 
pushing the boundaries session, which 
focused on unusual interventions, including: 
fetal interventions, closure of  the premature 
duct, intervention in pulmonary  hypertension 
and advances in surgical techniques; a Left 
A t r ia l Appendage and Mi t ra l Va lve 
Interventions session; a measuring and 
reducing risk session, which was in 
collaboration with CCISC, and finally. a 
Spanish session.

In the evening, the traditional dinner party  took 
place at the famous Nikki Beach, where all 
participants were treated to a great dinner and 
entertainment. During this event, many  awards 
were given, including distinguished service 
awards to a few individuals who for the last 20 
years have worked to make this meeting the 
best. The recipients of the awards were: 

• Ms. Colene Diodati and Ms. Sally Cook, 
who have been managing the 
conference since its start in 1997,

• Ms. Michaleen Wallig, who is Dr. Hijazi’s  
Assistant and Treasurer of the PICS 
Foundation, and 

• Ms. Kim Ray, the PICS Coordinator 
since 1999. Kim works very hard with 
the faculty and industry to ensure a 
successful meeting. 

Other awards given included: The Young 
Leadership Award, received by  Jeff  Zampi. 
(The winner of  this award becomes a PICS 
faculty); the Charles S. Kleinman Scientific 
Award, where the PICS Foundation donates 
$5,000 towards the recipient’s research; the 
winner of  the oral abstracts; the winner of  the 
moderated abstracts; and finally, the new 
Terry  King Travel Award, which was created 
and funded by  the PICS Foundation.  This 
award helps an interventional cardiologist 
travel to attend the PICS~AICS meeting. 
Travel expenses, including air,  hotel and 
registration is covered by this award.

The last day  of  the symposium took place on 
Thursday, January  19th, 2017. Live cases were 
transmitted from Columbus, OH; Pittsburgh, 
Penn. and Los Angeles,  Calif. Each site 
transmitted two live cases. In between the two 
live cases sessions, there was a didactic 
session: Update on Structural Heart 
Interventions for Congenital Interventionalists. 
Then, the famous session, “My  Nightmare 

Case” took place, the winner of  this year’s 
case was a fellow from Denver Children’s 
Hospital. Then the last scientific session of  the 
day  was, “Simplifying the Complex – My  Step-
by-Step Approach” with step-by-step approach 
to: RVOT stenting, VSD closure via retrograde 
approach, PDA stenting in TOF, hybrid MVR in 
infants, hybrid PVR, hybrid for HLHS and 
modal i t ies to suppor t  la rge sheath 
advancements in RVOT interventions.

The final session of  the afternoon continued 
with the tradition from last year - “Battle of 
the Continents” session, where four teams 
were assembled to represent: North 
America, South America, Asia/Africa/ROW 
and Europe. Again,  this year North America 
won the contest. There were 30 questions 
presented to the four teams, and the North 
American team won by a wide margin.

At the end of  the day, Dr. Hijazi selected 
the PICS-AICS Passport Winner, and 
closed the meeting.

During the four days of  the conference, 
abstracts that were selected as posters were 
displayed in the foyer for all participants to read.

The feedback received from attendees has 
been very  positive, and many  indicated 
that this meeting was the best ever.

We hope to see you for PICS-AICS 2018, 
to be held at the famous MGM in Las 
Vegas, NV, September 5th-8th, 2018 - For 
more information, www.picsymposium.com.
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Hypoplastic Left Heart Syndrome at Mayo 
Clinic  (www.mayo.edu/research/centers-
programs/todd-karen-wanek-family-program-
hypoplastic-left-heart-syndrome/overview) to 
accelerate innovation on Hypoplastic Left 
Heart  Syndrome, discovery  sciences,  and 
clinical expertise by  investing local resources 
back into research. The program seeks to 
work with five to seven regional centers 
across the U.S. to fund the development of 
cell-based innovative research opportunities 
to transform the lives of  people living with 
Hypoplastic Left Heart Syndrome.

Founded in 2010,  the Todd and Karen 
Wanek Family  Program for Hypoplastic Left 
Heart  Syndrome is a collaborative network of 
specialists bonded by  the vision of  delaying 
or preventing heart failure for individuals 
affected by  congenital heart  defects, 
including Hypoplastic Left Heart  Syndrome. 
The specialized team is addressing the 
various aspects of  these defects by  using 
research and clinical strategies ranging from 
basic science to diagnostic imaging to 
regenerative therapies.

Founded in 1855 as the nation's first pediatric 
hospital, Children's Hospital of  Philadelphia 
(http://chop.edu) is ranked third by  U.S.  News 
& World Report “Best Children’s Hospital for 
Pediatric Cardiology  and Heart Surgery.” 
Through its long-standing commitment to 
providing exceptional patient care, training 
new generations of  pediatric healthcare 
professionals and pioneering major research 
initiatives, Children's Hospital has fostered 
many  discoveries that have benefited children 
worldwide.

Mayo Clinic is a nonprofit organization 
committed to clinical practice, education and 
research, providing expert, whole-person 
care to everyone who needs healing. For 
more information, visit www.mayoclinic.org/
about-mayo-clinic. 

Children’s Healthcare of Atlanta Names 
New Chief of Cardiothoracic Surgery 

Children’s Healthcare of  Atlanta has named E. 
D e a n M c K e n z i e , M D , a s C h i e f  o f 
Cardiothoracic Surgery  for the Children’s 
Sibley  Heart Center. In his new role, effective 
January  9, 2017, Dr. McKenzie oversees the 
Children’s Pediatric Cardiothoracic Surgery 
Program and joins current Chief  of  the 
Children’s Sibley  Heart Center, William Mahle, 
MD, as Co-Chief  of  Children’s Cardiac 

S e r v i c e s . D r . 
M c K e n z i e 
previously  served 
a s A s s o c i a t e 
Surgeon at Texas 
Children’s Hospital 
and Professor of 
S u r g e r y  i n t h e 
D i v i s i o n o f 
Congenital Heart 
Surgery  at Baylor 
College of  Medicine 

in Houston, Texas. He has considerable 
experience and has developed innovative 
surgical techniques for many  congenital heart 
conditions including coarctation of the aorta.

“Dr. McKenzie is an expert in pediatric 
cardiothoracic surgery  and we are honored 
that he has chosen our program,” said William 
Mahle, MD, Co-Chief  of  Cardiac Services at 
Children’s. “His recruitment is emblematic of 
Children’s commitment to building the premier 
pediatric cardiac program in the country.”

Dr. McKenzie received his medical degree 
from Baylor College of  Medicine in 1991. 
Following a surgical internship at the 
University  of  Louisville School of  Medicine, he 
completed his residency at the University  of 
Florida College of  Medicine specializing in 
cardiovascular and thoracic surgery in 1998.

"Surgical outcomes for children and adults 
with Congenital Heart  Disease are dependent 
on many  factors," said Dr. McKenzie, who 
plans to build upon the accomplishments of 
the Children’s Cardiothoracic  Surgery 
program since its  inception more than 40 
years ago. "Our aim is to achieve the best 
possible surgical outcomes for the youngest 
and most complex patients by  creating better 
consistency  within the system in which they 
receive care."

In 2016,  the Children’s Cardiothoracic 
Surgery  team performed 1,013 surgical 
procedures. Ranked one of  the country’s top 
pediatric cardiac programs by  U.S. News & 
World Report,  the Children’s Sibley  Heart 
Center is recognized for innovative treatments 
and leading-edge research. For more 
information about Children's Healthcare of 
Atlanta, visit www.choa.org or Children’s 
Sibley Heart Cent, visit www.choa.org/heart. 
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Medical News, Products & Information
Compiled and Reviewed by Tony Carlson, Senior Editor

EchoPixel Announces Progress in the Clinical Adoption of 
Interactive Virtual Reality for Pediatric Surgery
(Marketwired - - EchoPixel announced in March progress in the 
clinical adoption of its True 3D Viewer Software for pediatric surgical 
procedures that allows clinicians to use real patient image data in a 
desktop virtualreality environment. At several leading clinical sites, 
surgeons and radiologists are adopting the True 3D Viewer Software, 
powered by innovative HP displays, to develop surgical plans, effectively 
communicate in a common 3D language, and assist in challenging 
procedures. EchoPixel’s True 3D Viewer Software translates DICOM 
image data into life size virtual-reality objects, allowing physicians to 
move, turn, dissect, and closely examine patient-specific anatomy.

At Lucile Packard Children’s Hospital Stanford, doctors have used 
EchoPixel’s True 3D Viewer Software -- in conjunction with the HP Zvr 
virtual reality Display and HP Z440 Workstation -- to assist in a number of 
surgical procedures. In December, doctors used EchoPixel’s technology 
to assist with a groundbreaking seventeen-hour surgery that successfully 
separated twin girls who were conjoined from the sternum down. True 
3D’s unique interactive 3D views helped doctors gain a more complete 
understanding of the unique anatomy prior to, and during, the operation.

At Cook Children’s Medical Center in Fort Worth, Texas, physicians have 
incorporated EchoPixel’s True 3D Viewer Software into an integrated 
3D lab, with the goal of establishing 3D technology as a diagnostic 
tool. The center has focused on using interactive virtual reality to better 
differentiate certain vascular anomalies in Congenital Heart Disease.

“We’re excited to establish 3D virtual viewing as part of our 3D program,” 
said Steve Muyskens, MD, cardiologist at Cook Children’s Medical Center 
in Fort Worth, Texas. “Having this technology, in addition to 3D printing 
capabilities, allows Cook Children’s cardiologists and cardiothoracic 
surgeons to improve the planning of complex procedures and surgeries. 
We believe this approach will eventually lead to less time in the operating 
room and fewer complications.”

In addition to Packard Children’s and Cook Children’s, pediatric sites, 
including: Nicklaus Children’s Hospital in Miami and Sick Kids Hospital 
in Toronto, are also embracing EchoPixel’s technology. Building on 
success in clinical uses, the company is looking to expand the role of 
interactive virtual reality in Pediatrics.

“Our True 3D Viewer Software has demonstrated significant results in 
a range of applications, from septal defects to cardiac valve defects, 
this is why we’re particularly excited about our progress in Pediatric 
Cardiology,” said Ron Schilling, CEO of EchoPixel. “We’re honored to 
play a role in the success of these complex and difficult operations, and 
to assist physicians in understanding and working with patient anatomy.”

Collaboration with HP

“Our customers rely on HP to help transform lives through innovative 
solutions,” said Reid Oakes, Senior Director, Worldwide Healthcare, 

HP Inc. “We’ve seen the value in EchoPixel’s technology and our 
collaborative approach, and we’re excited about virtual reality’s ability 
to change the face of healthcare. The success of the EchoPixel True 
3D powered by HP system in pediatrics really validates this as a 
gamechanging tool for doctors.”

EchoPixel (www.echopixeltech.com) is building a new world of 
patient care with its groundbreaking medical visualization software. 
The company’s FDA-cleared True 3D Viewer Software uses existing 
medical image datasets to create virtual reality environments of 
patient-specific anatomy, allowing physicians to view and dissect 
images just as they would real, physical objects. The technology’s 
goal is to make reading medical images more intuitive, help physicians 
reach a diagnosis, and assist in surgical planning. Leading institutions, 
including the University of California, San Francisco, the Cleveland 
Clinic, the Lahey Clinic, and others are using True 3D Viewer Software 
in clinical and research applications. EchoPixel is a privately held, 
venture backed company located in Mountain View, CA.

Dr. Mary Norine Walsh Assumes American College of 
Cardiology Presidency 
Mary Norine Walsh, MD, FACC, became President of the American 
College of Cardiology during the Convocation Ceremony - March 
9th, 2017 held in conjunction with the ACC’s 66th Annual Scientific 
Session in Washington.

Walsh is the Director of the Heart Failure and Cardiac Transplantation 
Programs and Director of Nuclear Cardiology at St. Vincent Heart 
Center in Indianapolis. In her 25 years of membership in the ACC, she 
has been active both locally and nationally, serving as president of 
the Indiana Chapter and serving on and chairing multiple committees.

“Volunteering as a member of the ACC has
been a very important part of my life. I realized early on that the 
mission and vision of the College meshed with my own and I really 
found a ‘home’ at ACC,” Walsh said. “To succeed the many gifted 
leaders who are past presidents of the College is truly a dream come 
true for me. I am so inspired by the dedication of so many of our staff 
and members who contribute their talents to make our organization 
better. It is truly my honor to take the helm and lead this year.”

As president, Walsh plans to focus on equipping ACC members to 
navigate the changing health care environment as it moves from 
being volume-driven to valuedriven. 

“Team-based care has been a passion of mine in my own practice and 
the College will continue to have a focus on this in the next few years to 
come,” Walsh said. “Working in teams will allow us to better serve the 
populations of patients whose care we undertake.”

She also hopes to engage more members in advocacy efforts. 

“We need to make our voices heard on Capitol Hill and at our state 
houses by advocating for patient access, quality care and even public 
health issues that result in a decrease in cardiovascular morbidity and 
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 World Congress of Pediatric Cardiology and Cardiac Surgery (WCPCCS), which will 
take place on July 16 - 21, 2017, in the Centre Convencions Internacional de Barcelona (CCIB), Barcelona, Spain.
The aim of WCPCCS is to bring together all professionals involved in the care of children’s heart disease and congenital heart disease of all ages, from 
the fetus to the aged. The Congress will provide a unique opportunity to meet the leaders of specialties worldwide; to learn about the latest innovations 
and the results of procedures; and to contribute to the discussions, debates and plenary sessions with renowned speakers.
    The central philosophy of the Congress is “bridging together” all major specialties in the field. Accordingly, the scientific program is carefully planned 
to address all interests and expertise with concentration streams on pediatric cardiology, pediatric cardiac surgery, adult congenital heart diseases, 
anesthesia, intensive care and nursing.
    We are excited to offer the scientific and cultural feast of a lifetime to one of the most refined crowd in the profession, in one the most welcoming, 
inimitably exciting venues of the world. Come to Barcelona in July 2017 and join us in forging this unforgettable experience.

Cordial Regards,
Prof. Sertaç Çiçek Congress Chairman, WCPCCS 2017         Prof. Levent Saltık, Congress Co-Chairman, WCPCCS 2017
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  W C P C C S  F E A T U R E

Dear Colleagues,

    The Organizing Committee is pleased to announce the 7th World Congress of Pediatric Cardiology and Cardiac Surgery (WCPCCS)
take place on July 16 - 21, 2017, in the Centre Convencions Internacional de Barcelona (CCIB), Barcelona, Spain.
The aim of WCPCCS is to bring together all professionals involved in the care of children’s heart disease and congenital heart disease of all ages, from 
the fetus to the aged. The Congress will provide a unique opportunity to meet the leaders of specialties worldwide; to learn about the latest innovations 
and the results of procedures; and to contribute to the discussions, debates and plenary sessions with renowned speakers.
    The central philosophy of the Congress is “bridging together” all major specialties in the field. Accordingly, the scientific program is carefully planned 
to address all interests and expertise with concentration streams on pediatric cardiology, pediatric cardiac surgery, adult congenital heart diseases, 
anesthesia, intensive care and nursing.
    We are excited to offer the scientific and cultural feast of a lifetime to one of the most refined crowd in the profession, in one the most welcoming, 
inimitably exciting venues of the world. Come to Barcelona in July 2017 and join us in forging this unforgettable experience.

Let’s meet in Barcelona in July 2017!

Cordial Regards,
Prof. Sertaç Çiçek Congress Chairman, WCPCCS 2017         Prof. Levent Saltık, Congress Co-Chairman, WCPCCS 2017

Only Medtronic offers a broad portfolio of solutions to manage your 
patients with Congenital Heart Disease throughout their lifetime.
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http://www.congenitalcardiologytoday.com/Clicks/forward.php?fname=http://www.wcpccs2017.org
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mortality,” Walsh said. “Being an advocacy 
leader can be a goal for all of our members 
and I hope to help foster that leadership.”

Walsh earned both her undergraduate and 
medical degrees from the University of 
Minnesota. She completed her internship 
and residency at the University of Texas 
Southwestern and her cardiology fellowship 
at Washington University School of 
Medicine. She then served as an Assistant 
Professor of Medicine in the Division of 
Cardiology, as well as an Assistant Professor 
of Radiology at the Hospital of the University 
of Pennsylvania.

Walsh serves on the editorial board of the 
Journal of Cardiac Failure and as an editorial 
consultant for JACC: Heart Failure. She is a 
reviewer for multiple other journals and has 
authored more than 80 articles and book 
chapters. Previously, Walsh has served as an 
associate editor of HeartWatch, a publication 
of the Massachusetts Medical Society.

She is actively involved in clinical research 
in heart failure, nuclear cardiology and 
systems approaches for quality initiatives in 
the practice setting. She is the 2014 recipient 
of the Wenger Award for Medical Leadership 
and has been elected by her peers for 
inclusion in Best Doctors in America annually 
since 2005.

Other ACC officers for 2017-2018 are Vice 
President C. Michael Valentine, MD, FACC; 
Board of Governors Chair B. Hadley Wilson, 
MD, FACC; and Treasurer Robert A. Guyton, 
MD, FACC. 

The American College of Cardiology is a 
52,000-member medical society that is the 
professional home for the entire cardiovascular 
care team. The mission of the College is to 
transform cardiovascular care and to improve 
heart health. For more information, visit acc.org.

Moderate Exercise May be Beneficial for 
HCM Patients
As one of the most common causes of Sudden 
Cardiac Death (SCD) in young people, a 
diagnosis of Hypertrophic Cardiomyopathy 
(HCM) can push patients into sedentary 
lifestyles.

Current guidelines recommend people with 
HCM, the most common genetic cardiovascular 
disease, limit intense exercise because of 
concerns over triggering ventricular arrhythmias. 
But new Michigan Medicine research finds there 
may be reason to re-evaluate the guidelines.

“We are challenging the idea that exercise 
is dangerous for these patients,” says 
senior author Sharlene Day, MD, a Michigan 
Medicine cardiologist and Associate 

Professor. “And we show that it can actually 
be beneficial.”

University of Michigan researchers collaborated 
with colleagues at Stanford University and the 
VA Palo Alto Health Care System for the new 
study released in JAMA and presented as a late-
breaking clinical trial at the American College 
of Cardiology’s Annual Scientific Session. 
The preliminary study announced a small, but 
statistically significant increase in exercise 
capacity in HCM patients who underwent 
moderate-intensity exercise training.

Questioning Guidelines

The general population is encouraged to stay 
active to maintain good health and reduce the 
risk of cardiovascular events. Yet because of the 
risk of sudden cardiac death, people with HCM 
are told not to participate in competitive sports.

But there isn’t a global consensus on 
whether it’s safe for those with HCM to 
participate in recreational activities, such 
as jogging. Surveys have revealed most 
patients with HCM reduce their activity levels 
after diagnosis, becoming less active than 
the general population.

First author Sara Saberi, MD, says providers 
need data to guide their recommendations, 
so they don’t become colored by emotion.

After delivery, monitoring of  the mother 
needs to continue, because the effects of 
pregnancy  can linger with the woman for 
six weeks and as long as six months.

Complex Congenital Heart Defects include:
• Single Ventricle, in which a patient is 

born with only one of the two 
chambers that pump blood

• Transposition of the Great Arteries, in 
which the position of the two main 
arteries leaving the heart are reversed;

• pulmonary hypertension, a type of high 
blood pressure that affects the arteries 
in the lungs

• Eisenmenger Syndrome, a condition in 
which a hole exists between the 
heart's two chambers, causing blood 
to flow from the left side of the heart to 
the right, leading to high blood 
pressure in the lungs (pulmonary 
hypertension); and

• severe aortic stenosis, a critical 
narrowing of one of the valves on the 
left side of the heart.

"This scientific statement  outlines the 
specific management for these high-risk 
patients:  what we know about the risks for 
these pa t ien ts ; what the po ten t ia l 
complications are; what cardiologists; 
advanced practice nurses and other 
cardiac health providers should discuss in 
counseling these women, and once 
pregnant, recommendations in terms of  the 
things we should be looking out for when 
caring for these women,” said Canobbio 
said.

Co-authors are: Co-Chair Carole A. 
Warnes, MD; Jamil Aboulhosn, MD; Heidi 
M. Connolly, MD; Amber Khanna, MD; 
Brian J. Koos, MD, D.Phil.; Seema Mital, 
MD; Carl Rose, MD; Candice Silversides, 

MD; and Karen Stout, MD; on behalf  of  the 
American Heart Association Council on 
Cardiovascular and Stroke Nursing; 
Council on Clinical Cardiology; Council on 
Cardiovascular Disease in the Young; 
Council on Functional Genomics and 
Translational Biology; and Council on 
Quality  of  Care and Outcomes Research. 
Author disclosures are on the manuscript.

Soft Robots Hug the Heart to Help Pump 
Blood

An implantable soft-robotic device could 
help failing hearts pump blood by  giving 
the organ gentle squeezes, mimicking the 
natural motion of  the cardiac muscle,  a 
new study  reveals. The silicon-based 
device, which stiffens or relaxes when 
inflated with pressurized air, could prove to 
b e a p r o m i s i n g s t r a t e g y  f o r t h e 
development of  assistive devices for heart 
failure – a serious condition afflicting 41 
million people worldwide and over five 
million in the U.S., costing the nation an 
estimated $32 billion each year. 

While Ventricular Assist Devices (VADs) 
are currently  used as a life-prolonging 
therapy, they  are in constant contact with 
the blood – increasing a patient’s risk for 
infection, coagulation and stroke, and 
requiring the use of  long-term blood-
thinning medications. VADs also interfere 
with the normal curvature of  the heart and 
its contraction mechanics. Seeking to 
pioneer a more effective device, Ellen 
Roche and colleagues developed a novel 
apparatus designed to augment cardiac 
function by  closely  replicating normal heart 
muscle behavior, instead of  disrupting it.  In 
e x v i v o e x p e r i m e n t s , t h e d e v i c e 
successfully  conformed to porcine heart 

surfaces, synchronizing with native heart 
motion. It also restored normal blood flow 
after acute cardiac arrest in six living pigs. 
The researchers were able to “fine tune” 
the device by  selectively  twisting and 
compressing either the right or left 
ventricle of  explanted pig hearts – a key 
finding, as chronic heart-failure often only 
affects a portion of  the organ. With further 
investigation, the device could be tailored 
for individual patient needs, to better target 
ca rd iac rehab i l i t a t i on o r recovery. 
Additional work is needed to make this 
technology  sui table for longer- term 
implantation in the body, the authors say. 

Article #3:  "Soft  robotic sleeve supports 
heart function," by  E.T. Roche; M.A. 
Horvath; A. Alazmani; S.-E. Song; W. 
Whyte; C.J. Payne; D.J.  Mooney;  C.J. 
Walsh at Harvard University  in Cambridge, 
MA; E.T. Roche; M.A. Horvath; A. 
Alazmani; S.-E. Song; W. Whyte; C.J. 
Payne; J. Weaver; D.J. Mooney; C.J. 
Walsh at Wyss Institute for Biologically 
Inspired Engineering in Boston, MA; E.T. 
Roche at National University  of  Ireland 
Galway in Galway, Ireland; M.A. Horvath at 
Technische Univers i tä t München in 
Garching, Germany; I . Wamala; A. 
Alazmani; S.-E. Song; Z. Machaidze; J. 
Kuebler; N.V.  Vasilyev; F.A. Pigula at 
Boston Children’s Hospital in Boston, MA; 
A. Alazmani at  University  of  Leeds in 
Leeds, UK; S.-E. Song at University  of 
Central Florida in Orlando, FL; W. Whyte at 
Royal College of  Surgeons in Ireland in 
Dublin,  Ireland; W. Whyte at Trinity  College 
Dublin in Dublin, Ireland. For a complete 
list of authors, please see the manuscript.

This paper's abstract is located at: http://
stm.sciencemag.org/lookup/doi/10.1126/
scitranslmed.aaf3925
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“We have those images entrenched in our 
brains of young, healthy athletes collapsing 
suddenly in the middle of a competition, 
and these devastating events trigger a 
visceral response,” says Saberi, a Michigan 
Medicine cardiologist and Assistant 
Professor. “But by limiting exercise, we’re 
creating another set of health problems 
that stem from obesity, such as: Coronary 
Heart Disease, diabetes, obstructive sleep 
apnea, depression and anxiety.”

Increasing Exercise Capacity

Saberi’s team studied 136 patients with 
HCM between the ages of 18 and 80. For 
16 weeks, members of one group were told 
to continue with their usual level of physical 
activity, while the other group members 
were given individualized exercise plans the 
researchers created.

The exercises were moderate, including 
walking, using an elliptical, jogging or biking, 
and excluding intervals or weight training. 
The participants began week one working 
out at least three times each week for 20 
minutes. By the end of the program, they 
were working out four to seven times per 
week for up to an hour.

The exercise group participants experienced 
a small, but statistically significant increase 
in peak VO2 max, a measure of exercise 
capability, after the 16 weeks. Reduced 
peak VO2 is common in HCM patients, and it 
correlates with mortality in HCM.

“The findings show patients that follow-up an 
exercise prescription can actually train and 
improve their functional capacity,” Saberi says.

In this preliminary study, neither group 
experienced any major adverse effects, 
such as death, appropriate ICD shocks or 
sustained ventricular tachycardia.

Of note, there was also a statistically 
significant improvement in self-reported 
physical functioning in the exercise group as 
compared with the usual-activity group.

Establishing Safety

The long-term safety of exercise in the HCM 
population remains to be established, but the 
researchers call this study an important first step.

Because adverse events like sustained 
ventricular tachycardia are exceedingly 
rare in HCM patients, Saberi says a clinical 
trial designed to address safety of exercise 
in terms of dangerous heart rhythms and 
sudden cardiac death would require a larger 
number of patients with longer follow up. In 
the meantime, an observational study called 
LIVE-HCM is ongoing and will address the 
benefits and safety of exercise at many levels, 
including vigorous recreational exercise and 
competitive sports participation.

Michigan is One of Three Leading Sites for 
this Registry

Day, a Taubman Scholar, and Saberi say 
they approach their patients with HCM 
differently than many physicians. They 
strongly encourage some physical activity at 
least three days each week, preferably with 
an exercise partner and at a level at which 
they feel comfortable. They give individual 
recommendations to each patient they see in 
their clinics.

“I tell my patients not to let HCM prevent 
them from keeping in shape,” Saberi says. 
“Exercise training has shown improvements 
in outcomes in terms of mortality, including 
in patients with chronic heart failure, and we 
think it’s likely to have the same benefits in 
HCM patients.”

Funding: Michigan Institute for Clinical & 
Health Research (grant UL1TR000433), 
University of Michigan Frankel Cardiovascular 
Center’s McKay Research Grant, University 
of Michigan Frankel Cardiovascular Center 
Inaugural Grant and an anonymous donor.

Mayo Clinic Researchers Demonstrate 
Value of Second Opinions

Newswise — Many patients come to Mayo 
Clinic for a second opinion or diagnosis 
confirmation before treatment for a complex 
condition. In a new study, Mayo Clinic reports 
that as many as 88 percent of those patients 
go home with a new or refined diagnosis 
— changing their care plan and potentially 
their lives. Conversely, only 12% receive 
confirmation that the original diagnosis was 
complete and correct.

These findings were published online March 
30th in the Journal of Evaluation in Clinical 

Practice. The research team was led by 
James Naessens, ScD, a health care policy 
researcher at Mayo Clinic.

Why Get a Second Opinion?

When people are sick, they look to their doctor 
to find solutions. However, physicians don’t 
always have the answers. Often, because 
of the unusual nature of the symptoms or 
complexity of the condition, the physician will 
recommend a second opinion. Other times, 
the patient will ask for one.

This second opinion could lead to quicker 
access to lifesaving treatment or stopping 
unnecessary treatments. And a second 
opinion may reduce stress in a patient’s 
extended family, when they learn the new 
diagnosis does not carry dire genetic 
implications. These scenarios can result from 
diagnostic error.

Good the Diagnosis Will be Adjusted

To determine the extent of diagnostic error, 
the researchers examined the records of 286 
patients referred from primary care providers 
to Mayo Clinic’s General Internal Medicine 
Division in Rochester over a twoyear period 
(Jan. 1, 2009, to Dec. 31, 2010). This group of 
referrals was previously studied for a related 
topic. It consisted of all patients referred by 
nurse practitioners and physician assistants, 
along with an equal number of randomly 
selected physician referrals.

The team compared the referring diagnosis 
to the final diagnosis to determine the level of 
consistency between the two and, thus, the 
level of diagnostic error. In only 12% of the 
cases was the diagnosis confirmed.

In 21% of the cases, the diagnosis was 
completely changed; and 66 percent of 
patients received a refined or redefined 
diagnosis. There were no significant 
differences between provider types.

“Effective and efficient treatment depends 
on the right diagnosis,” says Dr. Naessens. 
“Knowing that more than 1 out of every 5 
referral patients may be completely [and] 
incorrectly diagnosed is troubling ─ not only 
because of the safety risks for these patients 
prior to correct diagnosis, but also because 
of the patients we assume are not being 
referred at all.”

lab environment. RSNA meeting attendees 
had the opportunity  to participate as 
volunteers. 

Throughout the week at McCormick Place, 
professional attendees could choose from 
an abundance of  scientific presentations, 
education courses, plenary  sessions, 
education exhibits and scientific  posters, 
as well as special presentations and 
performances at the Discovery  Theater, 
part of  the new RSNA Connections 
Center.

“A highly  visible new feature for 2016 was 
the Connections Center,” Watson said. 
“The RSNA Services area was completely 
redesigned to enhance the attendee 
experience. The Connections Center 
prov ided not only  important RSNA 
s e r v i c e s , b u t  a l s o e n t e r t a i n m e n t , 
networking functions, expanded lounge 
seating and digital support.”

The technical exhibition was 412,000 
square feet and housed 663 exhibits, 
including 104 first-time exhibitors. 

The RSNA 2016 Virtual Meeting offered 
attendees on-demand access to more 
than 90 sessions from RSNA 2016,  as 
well as Cases of  the Day, digital education 
exhibits and scientific posters. The virtual 
meeting attracted 5,645 attendees from 
98 countries.

Official registration figures for RSNA 2016 
reported total registrant numbers at 
54,037, including 26,988 professional 
registrants of  which 1,813 were virtual-
meeting only.

RSNA 2016’s economic impact on the City 
of Chicago is estimated at $131 million.

RSNA 2017, RSNA’s 103rd Scientific 
Assembly and Annual Meeting,  will take 
place November 26th to December 1st in 
Ch i cago . The mee t i ng ’s t heme i s 
“Explore. Invent. Transform.”

RSNA (RSNA.org) is an association of 
54,000 radiologists, radiation oncologists, 
medical physicists and related scientists, 
promoting excellence in patient care and 
health care delivery  through education, 
research and technologic innovation.

Women with High-Risk Congenital 
Heart Disease Can Have Successful 
Pregnancies

New recommendations from the American 
Heart Association provide guidance to 
women with complex congenital heart 
defects  and their healthcare providers 
about managing successful pregnancies, 
childbirth and post-natal care.

"Women with Complex Congenital Heart 
Disease were previously  advised to not  get 
pregnant because of  the risk to their lifes," 
said Mary  M. Canobbio, RN, MN, Chair of 
the Writ ing Committee for the new 
scientific statement published in the 
A m e r i c a n H e a r t A s s o c i a t i o n 
journal Circulation.

"Now scientific research demonstrates that 
with proper management in the hands of 
e x p e r i e n c e d c a r d i o l o g i s t s a n d 
obstetricians, these women can have 
successful pregnancies," said Canobbio, 
who is also a lecturer at UCLA School of 
Nursing in Los Angeles, California.

Complex Congenital Heart Defects (CCHD) 
are serious abnormalities of  the heart's 
structure that are present at birth. People 
born with these conditions need immediate 
medical care soon after birth that continues 
throughout their lives.  While most female 
children born with Congenital Heart 
Disease will reach childbearing age and 
will do well, their pregnancy  in women with 
CCHD carries a moderate to high risk for 
both the mother and her child.

Pre-pregnancy  counseling is essential for 
women with complex congenital heart 
defects so that they  have a c lear 
u n d e r s t a n d i n g o f  h o w t h e i r h e a r t 
abnormalities could affect both their own 
health and the health of  their child during a 
pregnancy.

Once pregnant, a delivery  plan is also 
essential, Canobbio said, so the medical 
team can anticipate problems that could 
happen during and following delivery  and 
be prepared. The authors recommend that 
pregnant women deliver their babies at 
medical centers that have a cardiologist 
exper ienced in manag ing complex 
congenital heart disease, obstetricians 
t ra ined in h igh - r i sk ma te rna l - fe ta l 
medicine, cardiac anesthesia, and a 
cardiac surgical team.
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Experienced Pediatric Cardiologist 
for Noninvasive Imaging 

The Heart Center at Nationwide Children's Hospital 
(NCH) seeks an experienced Noninvasive Cardiac 
Imaging specialist, at any professorial level, to join 
its growing and dynamic program. Candidates 
must have completed advanced imaging training 
and must be board-certified in pediatric cardiology. 
Expertise with performing and interpreting 
echocardiography and other advanced imaging 
modalities is required. Those with an established 
clinical and academic record are preferred. The 
successful applicant will join our IAC-accredited 
NCH Noninvasive Cardiac Imaging team which 
currently includes 9 attending physicians and 11 
sonographers, and performs more than 15,000 
echocardiographic studies annually, including more 
than 1000 fetal studies, transesophageal, 
i n t r a c a r d i a c , i n t r a v a s c u l a r , a n d 3 - D 
echocardiograms. Our growing Heart Center 
cardiac MRI/CT program includes 6 attending 
physicians from Cardiology and Radiology, and 
performs over 600 annual studies. Experience in 
research is important and the position includes 
dedicated research time, and the expectation for 
mentoring junior faculty and fellows. The program 
also includes a 4th year Advanced Noninvasive 
Cardiac Imaging fellowship to complement the 
core pediatric and combined pediatric-adult 
cardiology fellowship programs. 

Nationwide Children’s Hospital is the primary 
pediatric teaching facility for The Ohio State 
University in Columbus, Ohio. The Heart Center, a 
top 10 USNWR program, embraces a culture of 
patient safety and quality, transparency, value-
based care, public health awareness, excellence in 
education and engagement in translational/
outcomes research. Our program is closely 
partnered with the Center for Cardiovascular 
Research at the NCH-Research Institute which 
provides infrastructure to support the clinical 
research enterprise. Along with the independent 
and mentored trainee clinical research expected 
with this position, additional research opportunities 
include engaging in translational research, and 
developing research-based quality improvement 
initiatives. The Heart Center is also part of the 
Congenital Heart Collaborative between University 
Hospitals Rainbow Babies & Children’s Hospital 
(Cleveland, OH) and Nationwide Children’s 
Hospital heart programs which provides additional 
opportunity for collaborative research.  

Candidates may submit their curriculum vitae by 
mail or email to: 

John Kovalchin, MD, Director of Echocardiography 
and 

Director of Advanced Noninvasive Cardiac Imaging 
Fellowship, 

John.Kovalchin@nationwidechildrens.org 

or Robert Gajarski, MD, Cardiology Section Chief 
Robert.Gajarski@nationwidechildrens.org  

The Heart Center, Nationwide Children's Hospital 
700 Children's Drive, Columbus, OH 43205.

The Ohio State University is an Equal Opportunity, 
Affirmative Action Employer.  Women, minorities, 
veterans, and individuals with disabilities are 
encouraged to apply.

The ACHA website offers resources for  ACHD professionals as well as 
for patients and family members.

Explore our website to discover what ACHA can offer you.
www.achaheart.org/home/professional-membership-account.aspx

http://www.CongenitalCardiologyToday.com
http://www.congenitalcardiologytoday.com/Clicks/forward.php?fname=http://www.achaheart.org
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Risks of Cost Containment

To manage costs in a health care environment 
with ever-increasing costs, health insurers 
often limit access to care outside their 
network, effectively limiting referrals. 
Further, primary care providers may be more 
confident in their diagnostic expertise than 
warranted in a particular case, or patients 
may lack the knowledge or assertiveness to 
request a referral.

“This may prevent identification of diagnostic 
error, and could lead treatment delays, 
complications lead to more costly treatments, 
or even patient harm or death,” says Dr. 
Naessens. “We want to encourage second 
opinions when the provider is not certain.”

The National Academy of Medicine cites 
diagnostic error as an important component 
in determining the quality of health care in 
its new publication, Improving Diagnosis 
in Health Care. Despite the pervasiveness 
of diagnostic errors and the risk for 
serious patient harm, diagnostic errors 
have been largely unappreciated within 
the quality and patient safety movements 
in health care. Without a dedicated focus 
on improving diagnosis, these errors will 
likely worsen as the delivery of health care 
and the diagnostic process continue to 
increase in complexity.

“Referrals to advanced specialty care for 
undifferentiated problems are an essential 
component of patient care,” Dr. Naessens 
says. “Without adequate resources to handle 
undifferentiated diagnoses, a potential 
unintended consequence is misdiagnosis, 
resulting in treatment delays and complications, 
and leading to more costly treatments.”

There searchers identified costs associated 
with second opinions, and Dr. Naessens 
notes, “Total diagnostic costs for cases 
resulting in a different final diagnosis were 
significantly higher than those for confirmed 
or refined diagnoses, but the alternative 
could be deadly.”

He says that he and his team are pleased 
by the National Academy of Medicine’s call 
for dedicated federal funding for improved 
diagnostic processes and error reduction. 
They also plan further research on diagnostic 
errors and hope to identify ways to improve 
the process.

Dr. Naessens leads quality and safety 
research initiatives within the Office of Health 
Care Practice and Policy in the Mayo Clinic 
Robert D. and Patricia E. Kern Center for the 
Science of Health Care Delivery. He is also 
the Scientific Director for the Florida team 
within the center.

Mayo Clinic is a nonprofit organization 
committed to clinical practice, education and 
research, providing expert, wholeperson 
care to everyone who needs healing. For 
more information, visit http://www.mayoclinic.
org/about-mayo-clinic or http://newsnetwork.
mayoclinic.org/.

Edwards’ Advanced Hemodynamic 
Monitoring Platform Receives FDA 
Clearance

Edwards Lifesciences Corporation (NYSE: 
EW), the global leader in patient-focused 
innovations for structural heart disease and 
critical care monitoring, has received FDA 
clearance for its HemoSphere advanced 
monitoring platform. This technology 
provides clinicians with exceptional 
clarity on a patient’s hemodynamics, or 
the factors that manage blood flow, to 
help them make proactive, timely clinical 
decisions. It’s also a scalable platform that 
can be tailored to meet the needs of each 
patient and clinician.

“The HemoSphere advanced monitor 
enables simplified visual clinical support, 
which is particularly important in the care of 
our most complex, critically ill patients,” said 
Davinder Ramsingh, MD, director of Clinical 
Research and Perioperative Ultrasound 
and associate professor, Department of 

Upcoming Medical
Meetings

Society for Cardiovascular
Angiography and Interventions (SCAI)
May 10-13, 2017; New Orleans, LA USA
www.scai.org/SCAI2017/Default.aspx

2017 Heart Rhythm Society Annual
Meeting

May 10-13, 2017; Chicago, IL USA
www.hrsonline.org/Education-Meetings/

Scientific-Sessions#axzz3hsLSBDcN

28th Annual Conference of The Western
Society of Pediatric Cardiology /

6th Annual Congenital/Fetal Imaging
Conference

May 19-21, 2017; Seattle, WA, USA
http://wsopc.org/annual-meeting-

savethe-date/

Catheter Interventions in Congenital,
Structural & Valvular Heart Disease

Jun. 28 - Jul. 1, 2017; Frankfurt, Germany
csi-congress.org

7th World Congress of Pediatric
Cardiology & Cardiac Surgery

Jul. 16 - 21, 2017; Barcelona, Spain
wcpccs2017.org/en

CSI-UCSF
Sep. 8 - 9, 2017; San Francisco, USA

www.csi-congress.org/csi-ucsf.php

27th International Symposium on 
Adult Congenital Heart Disease

Sep. 14-16, 2017; Cincinnati, OH USA
www.cincinnatichildrens.org/

ACHDsymposium

8th Phoenix Fetal Cardiology
Symposium

Oct. 27-31, 2017; Phoenix, AZ USA
www.fetalcardio.com

LAA 2017
Nov. 17–18, 2017; Frankfurt, Germany
www.csi-congress.org/laa-workshop.

php?go=0

Devices for Heart Failure
Dec. 15-16, 2017: Berlin, Germany

www.csi-congress.org/dhf.php?go=0

days. The baby was born at 38 weeks gestational age to a 32 
year old, gravida 3, para 2, abortion 1, mother by normal 
delivery. The baby had cried immediately after birth, and was 
started on breastfeeds soon after birth. Ante-natal history was 
insignificant. 

On examination, the baby was having respiratory distress, mild 
icterus: head-to-foot examination revealed several anomalies in 
form of abnormal pinna of right ear (Figure 1), right mandibular 
hypoplasia, right-sided facial paralysis (Figure 2), bilateral 
coloboma of iris (Figure 3) and retinochoroidal  coloboma. 
Systemic  examination showed normal lungs, hyperdynamic 
precordium with normal heart sounds, abdomen was soft with 
palpable liver 4 cm below the subcostal line. A detailed work-up 
was done to rule out other anomalies. CECT brain scan showed 
posterior falx, tentorial  and bitemporal  minimal cortical 
hemorrhage (Figure 4). Echocardiography revealed 12 mm 
ASD, L-R shunt, 3 mm PDA with moderate PAH (Figure 5). 
USG abdomen was normal. Chest X-ray and OAE were normal. 
X-rays of thoracic and lumbar spine were normal.

Baby was managed with antibiotics, fluid, and oxygen. 
Cardiac  decongestive measures were added after ECHO 
findings. Baby gradually stabilized, and was put on feeds. 
He was discharged after 7 days on decongestive measures, 
and advised to attend a cardiac centre.

Discussion

Review of literature reveals that patients with Goldenhar 
Syndrome usually present in childhood, adolescence or 
adulthood with audiovisual or skeletal problems. They might 
present in infancy due to facial  dysmorphism or 
complications arising due to Congenital Heart Disease. 
Frequency of cardiovascular malformations in this 
syndrome varies between 5-58%.8,9 Cardiovascular 
developmental anomalies in Goldenhar Syndrome are 

usually severe, such as Tetralogy of Fallot, Ventricular 
Septal Defect, Wolf-Parkinson-White Syndrome and other 
vascular anomalies.8, 9 In our case, the baby presented in 
early neonatal  period (on Day 5) with signs of congestive 
heart failure. Echocardiography revealed a large ASD with 
small PDA and moderate PAH. The occurrence of features 
of CCF with the identified cardiac lesions could not be 
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Figure  4.
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Anesthesiology, Loma Linda University 
Medical Center. “Clinicians can choose the 
clinical support screens that best suit their 
needs and monitor the pressures and blood 
flow of the right heart as conditions change, 
informing potentially life-saving decisions 
on behalf of their patients.”

Representing the next generation 
of hemodynamic monitoring, the 
HemoSphere advanced monitor is 
wireless-enabled and allows clinicians 
to collect a patient’s hemodynamic data, 
which they can evaluate to improve patient 
care. The platform incorporates high-
quality, visual clinical support screens and 
an intuitive touchscreen, and clinical teams 
can adapt the system to meet the needs of 
their care environment. The HemoSphere 
advanced monitor is currently compatible 
with the Edwards Swan-Ganz pulmonary 
artery catheter and Oximetry catheters.  

“The HemoSphere advanced monitor 
builds on Edwards’ more than 50 years 
of experience in providing clinicians with 
technology and education to help improve 
patient care and lays the foundation for 
future advancements in hemodynamic 
monitoring,” said Catherine M. Szyman, 
Edwards’ corporate vice president, 
critical care.

Hemodynamic monitoring is the 
measurement of blood circulation and 
cardiac function that allows clinicians 
to evaluate whether enough oxygen is 
being delivered to a patient’s organs and 
tissues. Healthcare providers use this 
information to detect changes or problems 
in a patient’s health, which allows for more 
informed, immediate treatment decisions.

The HemoSphere advanced monitor is also 
approved for commercial use in Europe, 
Japan, Australia and New Zealand.

Edwards Lifesciences, based in Irvine, 
Calif., is the global leader in patient-
focused medical innovations for structural 
heart disease, as well as critical care and 
surgical monitoring.  Driven by a passion 
to help patients, the company collaborates 
with the world’s leading clinicians and 
researchers to address unmet healthcare 
needs, working to improve patient 
outcomes and enhance lives. For more 
information, visit www.edwards.com.

lab environment. RSNA meeting attendees 
had the opportunity  to participate as 
volunteers. 

Throughout the week at McCormick Place, 
professional attendees could choose from 
an abundance of  scientific presentations, 
education courses, plenary  sessions, 
education exhibits and scientific  posters, 
as well as special presentations and 
performances at the Discovery  Theater, 
part of  the new RSNA Connections 
Center.

“A highly  visible new feature for 2016 was 
the Connections Center,” Watson said. 
“The RSNA Services area was completely 
redesigned to enhance the attendee 
experience. The Connections Center 
prov ided not only  important RSNA 
s e r v i c e s , b u t  a l s o e n t e r t a i n m e n t , 
networking functions, expanded lounge 
seating and digital support.”

The technical exhibition was 412,000 
square feet and housed 663 exhibits, 
including 104 first-time exhibitors. 

The RSNA 2016 Virtual Meeting offered 
attendees on-demand access to more 
than 90 sessions from RSNA 2016,  as 
well as Cases of  the Day, digital education 
exhibits and scientific posters. The virtual 
meeting attracted 5,645 attendees from 
98 countries.

Official registration figures for RSNA 2016 
reported total registrant numbers at 
54,037, including 26,988 professional 
registrants of  which 1,813 were virtual-
meeting only.

RSNA 2016’s economic impact on the City 
of Chicago is estimated at $131 million.

RSNA 2017, RSNA’s 103rd Scientific 
Assembly and Annual Meeting,  will take 
place November 26th to December 1st in 
Ch i cago . The mee t i ng ’s t heme i s 
“Explore. Invent. Transform.”

RSNA (RSNA.org) is an association of 
54,000 radiologists, radiation oncologists, 
medical physicists and related scientists, 
promoting excellence in patient care and 
health care delivery  through education, 
research and technologic innovation.

Women with High-Risk Congenital 
Heart Disease Can Have Successful 
Pregnancies

New recommendations from the American 
Heart Association provide guidance to 
women with complex congenital heart 
defects  and their healthcare providers 
about managing successful pregnancies, 
childbirth and post-natal care.

"Women with Complex Congenital Heart 
Disease were previously  advised to not  get 
pregnant because of  the risk to their lifes," 
said Mary  M. Canobbio, RN, MN, Chair of 
the Writ ing Committee for the new 
scientific statement published in the 
A m e r i c a n H e a r t A s s o c i a t i o n 
journal Circulation.

"Now scientific research demonstrates that 
with proper management in the hands of 
e x p e r i e n c e d c a r d i o l o g i s t s a n d 
obstetricians, these women can have 
successful pregnancies," said Canobbio, 
who is also a lecturer at UCLA School of 
Nursing in Los Angeles, California.

Complex Congenital Heart Defects (CCHD) 
are serious abnormalities of  the heart's 
structure that are present at birth. People 
born with these conditions need immediate 
medical care soon after birth that continues 
throughout their lives.  While most female 
children born with Congenital Heart 
Disease will reach childbearing age and 
will do well, their pregnancy  in women with 
CCHD carries a moderate to high risk for 
both the mother and her child.

Pre-pregnancy  counseling is essential for 
women with complex congenital heart 
defects so that they  have a c lear 
u n d e r s t a n d i n g o f  h o w t h e i r h e a r t 
abnormalities could affect both their own 
health and the health of  their child during a 
pregnancy.

Once pregnant, a delivery  plan is also 
essential, Canobbio said, so the medical 
team can anticipate problems that could 
happen during and following delivery  and 
be prepared. The authors recommend that 
pregnant women deliver their babies at 
medical centers that have a cardiologist 
exper ienced in manag ing complex 
congenital heart disease, obstetricians 
t ra ined in h igh - r i sk ma te rna l - fe ta l 
medicine, cardiac anesthesia, and a 
cardiac surgical team.
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Experienced Pediatric Cardiologist 
for Noninvasive Imaging 

The Heart Center at Nationwide Children's Hospital 
(NCH) seeks an experienced Noninvasive Cardiac 
Imaging specialist, at any professorial level, to join 
its growing and dynamic program. Candidates 
must have completed advanced imaging training 
and must be board-certified in pediatric cardiology. 
Expertise with performing and interpreting 
echocardiography and other advanced imaging 
modalities is required. Those with an established 
clinical and academic record are preferred. The 
successful applicant will join our IAC-accredited 
NCH Noninvasive Cardiac Imaging team which 
currently includes 9 attending physicians and 11 
sonographers, and performs more than 15,000 
echocardiographic studies annually, including more 
than 1000 fetal studies, transesophageal, 
i n t r a c a r d i a c , i n t r a v a s c u l a r , a n d 3 - D 
echocardiograms. Our growing Heart Center 
cardiac MRI/CT program includes 6 attending 
physicians from Cardiology and Radiology, and 
performs over 600 annual studies. Experience in 
research is important and the position includes 
dedicated research time, and the expectation for 
mentoring junior faculty and fellows. The program 
also includes a 4th year Advanced Noninvasive 
Cardiac Imaging fellowship to complement the 
core pediatric and combined pediatric-adult 
cardiology fellowship programs. 

Nationwide Children’s Hospital is the primary 
pediatric teaching facility for The Ohio State 
University in Columbus, Ohio. The Heart Center, a 
top 10 USNWR program, embraces a culture of 
patient safety and quality, transparency, value-
based care, public health awareness, excellence in 
education and engagement in translational/
outcomes research. Our program is closely 
partnered with the Center for Cardiovascular 
Research at the NCH-Research Institute which 
provides infrastructure to support the clinical 
research enterprise. Along with the independent 
and mentored trainee clinical research expected 
with this position, additional research opportunities 
include engaging in translational research, and 
developing research-based quality improvement 
initiatives. The Heart Center is also part of the 
Congenital Heart Collaborative between University 
Hospitals Rainbow Babies & Children’s Hospital 
(Cleveland, OH) and Nationwide Children’s 
Hospital heart programs which provides additional 
opportunity for collaborative research.  

Candidates may submit their curriculum vitae by 
mail or email to: 

John Kovalchin, MD, Director of Echocardiography 
and 

Director of Advanced Noninvasive Cardiac Imaging 
Fellowship, 

John.Kovalchin@nationwidechildrens.org 

or Robert Gajarski, MD, Cardiology Section Chief 
Robert.Gajarski@nationwidechildrens.org  

The Heart Center, Nationwide Children's Hospital 
700 Children's Drive, Columbus, OH 43205.

The Ohio State University is an Equal Opportunity, 
Affirmative Action Employer.  Women, minorities, 
veterans, and individuals with disabilities are 
encouraged to apply.

The ACHA website offers resources for  ACHD professionals as well as 
for patients and family members.

Explore our website to discover what ACHA can offer you.
www.achaheart.org/home/professional-membership-account.aspx
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With a strategic plan for growth and expansion, the Division of 
Cardiology within the Heart Institute of the Children’s Hospital 
of Pittsburgh of UPMC / University of Pittsburgh School of 
Medicine is recruiting five faculty positions over the next 1-3 
years. All candidates must possess an MD (or equivalent) 
degree and be board-eligible/certified in pediatric cardiology:

DIRECTOR of Pediatric Electrophysiology (EP) PROGRAM
For this leadership level position, the applicant should have 
expertise in the management of pediatric EP and adult congenital 
heart disease electrophysiology with excellent clinical, teaching 
and research skills. Clinical skills should include radiofrequency/
cryoablation, transvenous pacemaker/AICD insertion, 
ventricular tachycardia ablation and complex congenital heart 
disease EP cases. In addition, he or she should have sufficient 
experience to serve as director of the EP program, working 
closely with division chief and hospital leadership to lead EP 
program development. Candidates must have completed a 4th 
year pediatric electrophysiology advanced fellowship. The well-
established pediatric electrophysiology program is currently 
staffed by two experienced EP physicians and a dedicated 
EP RN. The EP team also works in close conjunction with the 
Heart-Vascular Institute of UPMC-Presbyterian adult hospital.

Two IMAGING FACULTY WITH EXPERTISE IN CARDIAC 
MRI or FETAL ECHOCARDIOGRAPHY
We are recruiting for two imagers with a focus on FETAL 
echocardiography or cardiac MRI. Completion of a 4th 
year imaging fellowship plus skill and independence in 
transesophageal echocardiography is a requirement. Faculty 
will join an outstanding imaging team: Including twelve 
echocardiographers, 10 pediatric sonographers in a highly 
productive echo lab – with over 18,000 echocardograms, 
including over 1200 fetal echo’s and 550 TEE’s. 

Echocardiography program covers Children’s Hospital, Magee 
Womens hospital and multiple outreach sites and a robust tele-
echo program. 

The cMR pediatric cardiology position is to join a partnership 
between cardiology and radiology. CHP has a state-of-the-art 
MRI facility with a new 3D lab and plans for growth adding an 
additional cardiac MRI scanner. Further collaboration with the 
adult cardiology program for ACHD cMR program is anticipated.

INPATIENT CARDIOLOGY – HOSPITALIST 
The division of cardiology is seeking a pediatric cardiologist with 
interest in inpatient cardiology – to join our pediatric cardiology 
hospitalist program, currently staffed by two hospitalists. 
Interest in clinical pathways, quality outcomes and cost-analysis 
research is preferred. Educational skill and passion are a must.

OUTPATIENT PREVENTATIVE CARDIOLOGY
The division of cardiology is seeking a pediatric cardiologist 
with interest/expertise in outpatient and preventative cardiology. 
This position will require interest in lipidology, hypertension and 
work in conjunction with nephrology, endocrinology, weight 
management and the diabetes center. Interest and expertise in 
exercise physiology is preferred.

The Heart Institute provides comprehensive pediatric and adult 
congenital cardiovascular services to the tri-state region and 
consists of 23 pediatric cardiologists, 4 pediatric cardiothoracic 
surgeons, 5 pediatric cardiac intensivists and 8 cardiology fellows 
along with 12 physician extenders and a staff of over 100. The 
Heart institute is currently ranked 14th in the US News and World 
report ranking for pediatric cardiac programs. The Cardiac surgical 
program is one of the top in the country, with a 3-star rating from 
Society of Thoracic Surgery (STS) in the most recent survey. 

Children’s Hospital of Pittsburgh of UPMC has been named 
to U.S. News & World Report’s 2015-16 Honor Roll of Best 
Children’s Hospitals, one of only 10 hospitals in the nation to 
earn this distinction. Consistently voted one of America’s most 
livable cities, Pittsburgh is a great place for young adults and 
families alike. 

The positions come with a competitive salary and faculty 
appointment commensurate with experience and qualifications 
at the University of Pittsburgh School of Medicine. The 
University of Pittsburgh is an Equal Opportunity/Affirmative 
Action Employer. Interested individuals should forward letter 
of intent, curriculum vitae and three (3) letters of references. 
Informal inquiries are also encouraged. 

Contact information:  
 Vivek Allada, MD
 Interim Chief, Division of Pediatric Cardiology
 Children’s Hospital of Pittsburgh of UPMC
 4401 Penn Avenue
 Pittsburgh, PA 15224
 Telephone: 412-692-3216
 E-mail: Vivek.Allada@chp.edu
 http://www.chp.edu/CHP/heart+institute

The Heart Institute at the
CHILDREN’S HOSPITAL OF PITTSBURGH  

OF UPMC Is EXPANDING!

The University of Pittsburgh is an Affirmative Action/Equal Opportunity Employer and values equality of opportunity, 
human dignity and diversity. EEO/AA/M/F/Vets/Disabled
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