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Should We Pay for
Donor Organs?

By Jack G. Copeland, MD
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In Issue 34, Dr. Copeland addressed the
shortage of donor organsin Arizona. Here,
he discusses a possible solution.

Over the last 20 years, a variety of ap-
proaches have been undertaken to improve
the numbers of donated organs in this
country. We've tried television and radio
advertising, educational programs and
driver’slicense declarations.

But they’ re not working.

In the year 2000, about 2,200 people re-
ceived heart transplants. But about 5,000
more people who needed them didn't get
them.

At the UA Sarver Heart Center, we have
repeatedly been in the top 20 centers for
number of heart transplants, averaging 33
per year over the past 10 years. But, over the
last three years, we have dropped to 27. And
we have a list of about 50 patients waiting
for transplants. Eachyear, welose 10 of these
people to advanced heart failure.

These patients are “high risk” and many
need artificial heart support until a donor
heart is found. In the past 10 years, the
percentage of high-risk patients placed on
devices while they wait for hearts has gone
from 7 percent to 51 percent, adding to the
urgent need for more donor hearts since
device support is costly for the hospital and
for society. It alsoisastrain on the patients
andtheirfamilies.
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As you probably are aware, Arizona is
among the lowest 10 percent of states for
heart donorsper 1 million people. Asthereis
good reason to believe that our number of
braindeathsissimilar tostatesthat havetwice
as many heart donors, we have to wonder:
“How do weincrease the numbers of donors
inthe state?’

| believeit’ stimeto take amorevigorous
approach. Congressisnow consideringthree
financial incentives to increase donations —
providing payment of the burial expenses
of donors, granting a one-time tax credit
($10,000) or giving atax rebate ($2,500) to
donor families. These are positive and rela-
tively inexpensivewaysthat the government
could encourage organ donation. In addition
to the emotional benefit that comes from
donating organs, thegrieving familieswould
be relieved of some of the financial burden
they’ll face.

Continued on page 2
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Donor Organs

Knowing of these incentives might
encouragethefamily, atthetimeof brain
death of their loved one, to think of
donation and ask for information. A
simple query from the family would
break thefear of litigation that existsin
some hospitals and among some doc-
torsand nurses. It would facilitate com-
muni cation and hel p hospital personnel
enter into adiscussion about the dona-
tion process.

It's important to note
that organ donation is not
discussedwhileapatientis
beingtreatedfor life-threat-
ening conditions. Only
whenit becomesclear that
thereisirreversibleandfa-
tal braindamagetothevic-
tim areany considerations
maderegarding organdonation. Upuntil
thattime, every order, every medication,
everyinterventionismadeforthevictim.

Declarationof braindeathisaclinical
diagnosisthat ismade by aspecialistin
the neurosciences. Itisreliable and has
been used for over 30 years. It repre-
sents a synthesis of the history of the
accident and findingson examination of
the patient that even the most primitive
functions such as central reflexes and
the drive to breathe are gone and that
there is no hope that they will return.
Once this declaration or pronounce-
ment is made, there are two options: 1.
Speak with the family and withdraw
support and 2. Speak with the family,
suggest organ donation and ask a coor-
dinator from the Donor Network of
Arizonato speak withthefamily. These
coordinators have specia training in
grief counsdingandarealsohighly quali-
fiedtodiscussthe benefitsof transplan-
tation not only for the organ recipient
but also for the donor family.

At thispoint, thefamily isfacing the
loss of aloved one and undergoing an
expected grieving process. Sadness is
often profound and needs to be recog-
nized and expressed. Anger often fol-
lows. Rational thought and ability to

receiveinformationmay belimitedtem-
porarily. Support, willingnessto listen,
patienceand clear communicationfrom
nurses and doctors in the emergency
room or intensive care unit are vital
aspects of the care for the family.
Under current laws, there is no pay-
ment to the donor family. The cost of
careof thedonor from thetime of brain
death until organ procurement is borne
by therecipientsof theorgans. Thereis
no identification of therecipients; like-
wise, the recipients are not given the

double

identitiesof thedonor family members.

When this process works, it is a
testimony to human kindness. Unfortu-
nately, especially in Arizona, it doesn’t
work very often. Why?

Some of the blame appearstofall on
the hospitals. By law, they arerequired
to report potential donorsor risk losing
all Medicarefunding. But records over
the past 10 years show that there are
large discrepancies in donor numbers,
particularly among the trauma centers.
This indicates that either the law is
not being enforced or that it is not
enforceable.

Perhapsthefamiliescould helpclose
the gap if they knew their generosity
would be rewarded in very small part
with a financial incentive. If families
took the initiative, doctors and nurses
would be relieved of the burden of
bringing up such a sensitive topic.

The question some will ask is whether
payment for organ donation is ethical.
Does thisidea cheapen transplantation
by puttinga“price” onthedonor organ?
Would thistake advantage of the poor?
In my view, the value of the gift of a
donor organisnearly immeasurable, far
surpassing any of the proposed pay-
ments. Just ask atransplant recipient if
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he or she could put a price on a hew
heart. Or ask arich man what hewould
bewillingtopay for anextral2yearsof
life (in our program, the average heart
transplant patient lives 12 years after
transplantation). Thepointisthat any of
these paymentswoul d beso small com-
pared with the value of the organ dona-
tion that the donation essentially re-
mains a gift. For this reason, | believe
payment is ethical. The small payment
would serveasastatement by society to
thedonor family that: “ Y ou havegiven
to our society a most pre-
ciousgift. Thank you.” The
rich and the poor would be
equally entitled to this
“thank you.” | believethat
all elementsof our society
would take advantage of
thisbenefit just asthey use
Medicare benefits now.
Cardiac transplantation is the only
proven method of extending thelivesof
those who arefailing maximal medical
therapy for heart failure. It will never
have amajor impact upon the 100,000
patientsper year whomight needit. But,
by financially supporting the donor ef-
fort, itisentirely possiblethat we could
double the number of donors in Ari-
zona. If we could doubl e the number of
transplantsat UM C, wecoul d besureof
extending life for over 20 additional
patientsper year. Thistrand atesintoan
averageof 240yearsof humanlife. Can
we afford this? Absolutely! And it will
not only savemoney by keeping people
out of hospitals, it will also result in
many people returning to contribute in
many ways to our society.
This is not conjecture on my part.
It was proven in The National Heart
Transplantation Study that was com-
pleted over 16 years ago. We were one
of eight centersin the country that par-
ticipatedinthat study. Wethought trans-
plantation was a good idea then. Now
weknow. ¥

Dr. Copeland is chief of cardiovascular
and thoracic surgery at the University of
Arizona and a co-director of the Sarver
Heart Center.
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Dr. Tsau Joins

Cardiothoracic Surgery Team, SHC

areers in academia appear to

run in the family of Pel H.

Tsau, MD, thenewest member
of theUA Cardiovascular and Thoracic
Surgery team.

“Thetraditionbeganwithmy grand-
father, who was one of the first civil
engineerstrained in Japan,” she says.
“In 1974, my father became one of the
first professors of mathematics in
Tawan.”

Without question, Dr. Tsau hascar-
riedon thefamily tradition. After gradu-
atingfromthe UA withhonorsin 1990,
sheattended medical school and com-
pleted ageneral surgery residency, in-
cluding a one-year fellowship in
cardiothoracictransplantationand arti-
ficid hearts, attheUniversity. Shecom-
pletedtheUA’ scardiothoracicsurgery
program for residency training in
June2002.

Asanundergraduate, Dr. Tsauwon
anumber of awards, includingtheJohn
P. Schaefer Scholarship, thePresident’s
Award for Excellence, the Fansett
ScholarshipandtheDigital Equipment
Corporation Scholarship. During her
fellowship year, she was awarded a
Trainee Award of Excellence by the
AmericanSociety for Artificia Internal
Organs, having presented the resident
award paper at aninternational meeting
inNew Y ork.

Now that sheisaheart surgeon, she
hasclaimed another honor—notonlyis
she among the small group of women
surgeons (only 14 percent of surgeons
intheUnited Statesarewomen), but she
isoneof only 20women cardiothoracic
surgeons.

Her approach to dealing with gender
issues?Closethegap by mentoringyoung
women in high school and college and
hopefully encouragethem to pursueca
reersinscienceandmedicine.

Dr. Tsaua soisastrong proponent of

educating patients.

While caring for cardiac pa-
tients “challenges the mind,”
workingwiththemandtheir fami-
lies—teaching them about their
conditions, explainingtheir tregt-
ments — is an opportunity for
personal growth, shebelieves.

“l am a better person after
bei ngexposedtotheenvironment
whereitisnecessary to beasci-
entist, aphysicianandanurturing
person to the patients and their
family members.”

Helping patients understand
thelr particular conditions, she
says, helps them become better
patients, andthereforeparticipate
moreintheir care.

“Being agood physician en-
tailsmorethanjustbeinganexce-
lent technicianwithagoodfund of
knowledge,” Dr. Tsausays. " Be-
ing agood physician also means
becomingacaringandresponsive
surgeonfor thepatientsandtheir
families”

Dr. Tsau's research interests
includeartificia heartsandimmunosup-
pression, artificial heartsand coagula-
tion, and heparin-coated membranesand
coagulations. Her interestintheareawas
sparked when she was exposed to the
CardioWest tota artificial heart as a
third-year medical student.

Oneof her research aimsisto better
understand the coagulation system in
order to discover ways to reduce the
occurrence of thromboembolic events
(such as strokes) in patients on heart
assistdevices.

“Once patients experience throm-
boembolism, the consequences are
grave,” Dr. Tsau says. “ These patients
may no longer be good cardiac trans-
plant candidates, and they can develop
clinical depression, which can lead to

Pei H. Tsau, MD

MD: University of Arizona, 1994

Research Interests: Coagulation in artificial
hearts and mechanical assist devices; immune
status in patients with artificial hearts or
mechnical assist devices

reduced appetiteand physical activity.”
When a thromboembolic event is
treatedwithanti coagul ation(usingmedi-
cinesto prevent blood clots), patients
run the risk of hemorrhagic bleeding,
whichcanworsentheir conditions.
“Itisobviousthat thebest treatment
of such problematic complicationsis
prevention,” shesays.
Discoveringthemechanismthatleads
toclotformationcouldavoidtheissues
of strokeand bleeding altogether.
Shethinkstheactivation of platel ets
islikely theprimary eventinthromboem-
bolic events, and has dedicated part of
her research to observing the factors
thatinitiatetheformationof platel ets.
Tolearn more about Dr. Tsau, visit
WWw.surgery.arizona.edu. ¥



No doubtyou know of some-
one who has undergone an
Electron-Beam Computed To-
mography (EBCT) scan. Per-
haps you’re wondering if such
a scan could shed some light
on your own cardiovascular
health.

In theory, EBCT is a tool to
help the patient and the doctor
develop a plan to prevent or
delay the onset of coronary
artery disease (CAD), whichis
a major medical problem and
the numberone cause ofdeath
in the United States and in
most developed countries.

How does EBCT work?

EBCT technology, whichproduces
X-ray “dlices’ of the heart or other
parts of the body, can be used to
display calcium deposited inthe ar-
teries. Thegreater thecalcium score
— adjusted for age and sex — the
greater thelikelihood of atheroscle-
rotic arteries. Calcium is easy to
recognize, and can beconsidered an
indication of the “aging” of these
arteries.

In some people, cholesterol starts
buildingupintheir coronary arteries
before the age of 30 and produces
streaksand plaqueinthelining of the
arteries. Asaperson ages, morecho-
lesterol isdepositedin plague, anda
small part of theplagueand thearte-
rial wall become calcified. So only
the calcified portion of the plague
and the artery wall, is seen on the
EBCT scan. Thenon-calcifiedplaque
is actually more likely to rupture —
especiadly if it is cholesterol rich —
and a ruptured plague has a greater
probability of causingaclot toform
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The Truth About
Body Scans

in the coronary artery, producing a
heart attack. Therefore, the calcium
scoreinonly anindicator of theextent
of coronary artery disease and is
indirectly related to the occurrence
of aheart attack and prognosis.

TheEBCT examof theheart takes
less than 15 minutes to complete. It
does not require intravenous injec-
tions, cathetersor injection of X-ray
contrast. The cost is approximately
$400. Because the exam’'s value is
unknown, these scans are not cov-
ered by insurance.

How should one decide
whether to have an EBCT
scan?

Thedecisionshouldbemadeafter
visitingyour doctor, whowill evalu-
ateyour risk of coronary artery dis-
ease. Your doctor takes a history,
examines you, does an electrocar-
diogram (ECG) and has blood tests
performedto check your cholesterol
and other lipid levels, sugar levels
and may check other substances, such
asC-reactiveprotein, fibrinogenand
homocysteine, which arenewer risk
factorsfor coronary artery disease. If
you have no symptoms, no diabetes
or vascular disease, no family his-
tory of early CAD and normal ECG
andbloodtests, yourriskfor CADis
low and the EBCT scanisnot likely
to change the plan for your activity,
diet or treatment.

If you have angina or have had a
heart attack, diabetes or vascular
disease, such as carotid stenosis,

bypass surgery or abdominal aortic
aneurysm, you already areknownto
havevascular diseaseandthe EBCT
scan will give you little or no addi-
tional information.

If youhaverisk factorsfor CAD —
such as high blood pressure, high
cholesterol or low HDL (good) cho-
lesteral, or yousmoke—thesefactors
should bealtered to lower your risk.
Depending on your family history,
andthedegreeof abnormalitiesof the
examandtesting, youandyour doctor
may want an added evaluation of
your risk for CAD. At thistime, an
EBCT scanmightbeanoption. If the
calciumscoreislow or zero, youand
your doctor might feel more confi-
dent in the prescribed plan of treat-
ment. If thecal cium scorewerehigh,
your doctor might suggest a more
stringent medical plan of increased
medication and closer supervision.
Y ou might be motivated to exercise
evenmore, consumeeven|essfat and
adheremorecl osely totheprescribed
medications.

However, thetruevalueof EBCT
isunknown. If an EBCT scan were
done on an egg, the calcium in the
shell would show up, but thecholes-
terol intheyolk would goundetected.
Butweknow that cholesterol isquite
significant, because a plaque filled
with cholesterol is more likely to
rupture and cause a heart attack.

EBCT or “body scans’ haveaso
beenusedto scanthelungsandabdo-
men. The amount of radiation for a
heart scan is equivalent to six chest
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X-rays, thelungscanisanadditional
six X-raysandtheabdominal scanis
equivalent to 30 chest X-rays. It is
difficult to recommend that amount
of radiation for a screening test of
unknownvalue.

Individuals who offer EBCT ser-
vicestell storiesof how on occasion
an unexpected tumor isfound, with
theimplicationthat thescan* saved”
someone'slife.

On the other hand, even if you
think theradiationexposuremight be
worth the peace of mind, there are
numerous cases where a patient had
apositiveEBCT scanand underwent
catheterizationonly tofindnosignifi-
cant obstacles.

The final word on EBCT

The guidelines of the American
Heart Associationandthe American
College of Cardiology consider
EBCT asa“ possibly useful diagnos-
tictechniquein certain patient situa-
tions.” But, like most tests, EBCT
must be evaluated by a doctor to
place the results in the context of
the patient’ stotal health evaluation.
EBCT isnotamagiceyeandisnotthe
ultimate test. It would be wise to
consult with your physician before
having the EBCT exam and avoid
coming to premature conclusions,
whichcouldleadtoanxiety or panic.

Thistestisnot currently available
at University Medical Center, asitis
still of questionable value.

Meanwhile, research into other
methods — such as MRI, PET scan-
ning and ultrasound —is being con-
ducted at the University of Arizona
and other universities to detect vul-
nerable coronary artery plaques as
early as possible to prevent serious
consequencesY

Dr. Lane Receives $2.5 M Grant to Study
Emotional Triggers of Cardiac Events

Sarver Heart Center researcher investigating therolestressplaysin
sudden cardiac death has been awarded anearly $2.5 million grant
fromtheNational Institutesof Health.

RichardD.Lane,MD, PhD, will receiveabout $2.46 millionover four years
fromtheNIH’ sNational Heart, Lung and Blood I nstitutefor hisstudy, titled
“Long QT Syndrome: Emotional Triggersof Cardiac Events.”

Long QT Syndrome(LQTYS) isahereditary cardiac syndromecharacterized
by anabnormality intheel ectrical propertiesof thecardiaccycle. Thedisorder
canresultinfainting, abnormal heart rhythmsand sudden cardiac death. The
clinical presentation of LQTS is quite variable, and preliminary research
showsthat emotionscan play aroleintriggering cardiac events, especialy in
patients with one of the two most common genetic forms of the disorder
(LQTS2).

Thetwo projectsfunded by thisgrant will usestate-of -the-art techniquesin
emotion research. Oneproject will investigatehow frequently high-intensity
negativeor positiveemotional statesprecedeclinical eventsinL QT Spatients.
The second project will examine whether low-intensity negative or positive
emotional statesunder everyday circumstances affect the electrical stability
of the heart, especially in LQTS2 patients.

Thefindingsof Dr. Lane sresearch team could provide direction for the
care of LQTS patients, as well as a foundation for future research on the
mechanisms of sudden death in this and other conditions associated with
increased risk for sudden death, such as coronary artery disease.

“Everyoneknowsthat itispossibletodiesuddenly inthecontext of sudden,
severeemotional stress. Y et wedon’ tknow themechani smsinvolved, andthus
we can't do as much as we would like to prevent it,” explains Dr. Lane, a
professor of psychiatry, psychology and neuroscience.

“We also don’t understand the role played by everyday lower intensity
emotions.

“Thisisan exciting new line of research that hasthe potential to delineate
the mechani sms of emotion-induced sudden death from thelevel of regional
brain activity al the way down to molecular mechanismsin the heart. New
therapeuti cand preventiveinterventionsmay bepossi bledepending uponhow
theresearchturnsout.”

This research will be conducted in collaboration with the University of
Rochester, which maintainsthe International LQTSRegistry of patientsand
their families.

In 2001, Dr. Lanereceived atwo-year grant for $100,000 from the Dana
Foundation to study brain activity (using functional magnetic resonance
imaging) and cardiac functionin patientswiththe LQT Sasthey areexposed
toemotion-evoking stimuli. Thepurposeof thegrantistobegintoidentify the
mechani smsby whichthebraincantrigger abnormal heart rhythmsand sudden
deathinthecontext of emotion. Sarver Heart Center membersPeter Ott, MD,
Assistant Professor of Medicine, and Julia Indik, MD, PhD, Cardiology
Fellow, serve as co-investigators in this laboratory-based research. ¥



UA SARVER HEART CENTER, Fall 2002

Diet Books — Waist Aids or Wasted Aides?

For many years, in any
given week, many of the
best-selling books are diet
books. So why are more
and more Americans be-
coming overweight or
obese each year? The an-
swer isn't easy — as you
know if you havetried un-
successfully toloseweight.
Thefactis, researcherscon-
tinueto debatewhat “ diet”
worksbest for weight | oss.

This article attempts to
shed somelight onthesub-
ject by reviewing some of
the current diet books. But
first, let’s take a look at

.
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choices most of the time
isagood rule of thumb.
Each of these diets
offers some benefits,
some clearly more heart
healthful thanothers. Each
diet also offers some po-
tential pitfals.Whichone
worksfor aspecific per-
son dependson one’ sin-
dividual personal and
health goals. Remember
any new diet or exercise
program should be dis-
cussed with your health
care professional, espe-
cialy if you have a his-
tory of heart disease or

some general concepts
about weight loss that can’'t be dis-
puted. First, calories do count, re-
gardless of whether the calories are
from protein, carbohydrateor fat. To
loseweight, thetotal number of calo-
rieseaten must belessthanthenumber
of caloriesused by thebody. Second,
atemporary change in eating habits
may resultinweightloss, butitwon’t
be maintained without lifelong
lifestyle changes. Third, increased
activity (or exercise) is essential for
weight lossand maintenance.

There are a few techniques that
have been shown to aid successful
weight loss. They include keeping a
record of everything consumed, both
food and beverages. A writtenrecord
hel psidentify “unaccounted” or “for-
gotten” cal ories. Another techniqueis
to eat a broth- or vegetable juice-
based soup before ameal, which re-
ducestotal caloricintake. Drinkinga
glass of water has not been shown to
havethe sameeffect. Another way to

reduce total caloric intake is to eat
slowly, 15to 20 minutesor longer per
meal, and eat smaller, more frequent
meal sand snacks.

The debate of how much of which
nutrient—protein, carbohydrateor fat
— is best has recently heated up. It
seemsaccurateto say that thereisno
one correct amount of those major
nutrientsfor everyone. What doesap-
pear to matter is that carbohydrates
should be whole grains, which go
through less processing, rather than
the“refined” white carbohydrates of
which we Americans seem to be
so fond. Fats should be primarily
monounsaturated rather than
saturated or trans fatty acids, with
moreomega3fatty acidsthan omega
6 fatty acids. Leaner choices of pro-
tein foods seem to be the most
healthful.

We' ve heard it over and over, but
it seemsto bemoreand morecorrect:
a moderate intake of heathful food

other diseasestate. Good
luck with your choice and Good
Eating! ¥

Deborah Pesicka has been practicing
as a registered dietitian since 1984. She
specialized in diabetes nutrition and is a
Certified Diabetes Educator. She was
program coordinator of the University
Medical Center Care for a Lifetime Pro-
gram until it was discontinued in 2001.
She currently works as a dietitian/diabe-
teseducator inthe Diabetesin Pregnancy
Clinic at University Physicians, Inc., and
as a quality analyst in the Quality Im-
provement Department at UMC.

Ratings Guide

Another source of sound
? nutrition information may
J be a better pick
Fair source of sound
?? nutrition information,
JJ somewhat dated

Good source of timely
and sound nutrition
information
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Dr. Atkins New Diet
Revolution
Robert Atkins, MD/M. Evans & Co.
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RobertC Atins, M0,
DR. ATKINS'
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DIET
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Theme: High protein,
Low-Carbohydrate

Potential Benefits: Emphasizes
increased water intake and activity
Potential Pitfalls: This diet is high in
saturated fat and trans fatty acids.
Very low in fiber, calcium, potassium
and phytonutrients. Recommends
supplements to replace missed
nutrients. Excess protein leaches
calcium from bone.

Eat More, Weigh Less
Dean Ornish, MD/Harper
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Eat More,
WEIGH
LESS
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Theme: Very low fat, with behavior
modification

Potential Benefits: Emphasis on
increasing intake of whole grain
carbohydrates, fruits and vegetables.
Whole lifestyle changing program
encompassing activity and stress
reduction. Nearly vegetarian in food
choices.

Potential Pitfalls: Difficult to stick
with long term. May increase triglyc-
erides and decrease HDL cholesterol
in some. Nearly vegetarian in food
choices.

The Mediterranean Diet

Marissa Cloutier, MS, RD
& Eve Adamson/Harper Torch

Theme: Moderate intake of carbohy-
drates and fats

Potential Benefits: Emphasis on
substituting monounsaturated and
omega 3 fatty acids for saturated
fats. Encourages whole grains, fruits,
vegetables, water and increased
exercise. Encourages rest and
relaxation, meal time with family and
friends. Interesting modified food
pyramid.

Potential Pitfalls: May cause weight
gain if monounsaturated and omega 3
fatty acids added, rather than substi-
tuted, for saturated fats. Very small
amounts of red meat recommended.

Jane Brody'’s
Nutrition Book
Jane Brody/WW Norton & Co.
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Theme: High carbohydrate, low fat
Potential Benefits: Emphasis on
whole grains, fruits, vegetables and
increasing variety of food choices.
Encourages low saturated fat intake.
Potential Pitfalls: Some outdated
information. High carbohydrate intake
may increase triglycerides and
decrease HDL cholesterol in some.

The Glucose
Revolution

Jennie Brand-Miller, PhD/Marlowe
& Co.
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Theme: Glycemic Index (choosing
carbohydrates that have a smaller
effect on glucose levels improves
glucose control and reduces calories)
Potential Benefits: Emphasizes
whole grains, fruits, vegetables, little
processing of foods and heart-healthy
fats. Encourages increased activity.
Potential Pitfalls: May be compli-
cated at first. Amount of carbohy-
drates eaten deemed of little impor-
tance.

Habits Not Diets: The
Secret to Lifetime Weight
Control

James M. Ferguson, MD, and
Cassandra Ferguson/Bull
Publishing

Theme: High Carbohydrate, Low Fat
Potential Benefits: Emphasis on
whole grains, fruits, vegetables and
increasing variety of food choices.
Encourages low saturated fat intake.
Potential Pitfalls: Some outdated
information. High carbohydrate intake
may increase triglycerides and
decrease HDL cholesterol in some.
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To Prevent Heart Disease ... Know Your Numbers

By Gordon A. Ewy, MD
UA Sarver Heart Center Director

Four decades ago, half of Americans
died of cardiovascul ar disease, aquarter
from cancer and aquarter from all other
causescombined. Wehavemadeprogress:
thelatest statisticsreveal that 40 percent
of Americansdie of cardiovascular dis-
ease, 23 percent from cancer and the
remainder from all other causes. More
importantly, the age-adjusted death rate
from cardiovascul ar diseasehasfallen, so
that the40 percent dieat an ol der agethan
did the 50 percent of four decades ago.
Although we have made progress, heart
disease and stroke continue to be
America’ s number one killer, and it is
predictedthat cardiovascul ar diseasewill
soonbethenumber onekillerworldwide.

One major reason that Americans
cardiovascular health continuesto bein
jeopardy istheepidemicof obesityinthe
United States (see the previous
Newsletter’ sHeart Newsfor You). Obe-
sity predisposesoneto diabetesand pre-
diabetes, conditions that markedly in-
creasetherisk of cardiovascular disease.
Other reasons include the fact that 25
percent of Americanscontinuetosmoke,
Americansarelessphysically active, do
not have optimal diets, and many at risk
of, or who already have, cardiovascular
diseasearenot being adequately treated.

A large percent of individuals with
elevated blood pressure, blood lipids,
blood sugar and weight are not at “ goal”
and not enough is being done to being
them to “goal.” Nationa surveys con-
tinueto show that mostindividual staking
medi cationfor high blood pressuredonot
have their blood pressure adequately
controlled, most patientswith cardiovas-
cular diseaseunder therapy tolower their
cholesterol or blood glucose have not
reachedtheir goals, most havenot reached
their healthy weight, etc.

Why isthis? One can specul ate about
thefaultsof our current health care sys-
tem, but onepotentialy solvableproblem
isthat thepatient doesnot know hisor her

specific health care goals. The patient
must become more involved in their
health caredecisions. Buttomakehealth
management decisions(likeany manage-
ment decision), onemust know thegoal .
And most patients (and unfortunately
somephysicians) donot know what their
specificcardiovascular healthcaregoals
should be. We thought one way to help
would beto develop “To Prevent Heart
Disease and Stroke, | Need to Know
My Numbers’ cards that you can carry
inyourwallettoassistyouinencouraging
your physician to help you reach your
cardiovascul ar healthtreatment goals.

Blood pressure

Theideal blood pressureislessthan
120/80 mm Hg. The top number is the
systolic pressure, and thebottom number
isthediastolic. Cardiovascular mortality
increaseswitheach1l0mmHgincreasein
either the systolic or diastolic BP. Na-
tional guidelinesstatethat patientsbeing
treated for hypertension should have a
systalic blood pressure (in the doctor’s
office) of less than 140 mm Hg. This
meansthat at homethesystolic pressure
should be less than 130 mm Hg. The
office blood pressure goal for diabetic
patients is 135/85 mm Hg. For patients
with kidney (renal) disease, the goal is
130/85 mm Hg., and for diabetics with
kidney disease one national guideline
committeerecommends 130/80 mm Hg
and another 125/75 mmHg. It should be
noted that it takes an average of three
drugs used concurrently to adequately
control most patients’ blood pressure.

Blood Pressure Goal:
140/90 mm Hg at office
130/85 mm Hg at home
Diabetic BP Goal:
135/85 mm Hg at office
Renal disease goal:
130/85 mm Hg at office
Diabetic with renal disease:
130/80 or 125/75 mm Hg
at office

Cholesterol

Atherosclerosis, which can lead to
blockage of the arteries, is caused by a
number of risk factorsthat either produce
abnormalities of the endothelium (the
delicateinner lining of theentirearterial
system), cause inflammation or cause
changes in the LDL cholesterol. LDL
cholesterol isreferredtoas”bad” choles-
terol. The higher the LDL cholesterol
level, the greater the chance of devel op-
ingaheart attack or stroke. Thelower the
level, the less chance of developing a
heart attack, strokeor peripheral vascular
disease.

If youhaveany evidenceof cardiovas-
cular disease, diabetes, or major risk
factors, suchasfamily history of prema-
ture heart attacks or strokes, your LDL
cholesterol should bebelow 100 mg/dL .
Thereisdatatosuggestitisbettertohave
theLDL cholesterol level evenlower.

LDL Cholesterol Goal:
< 100 mg/dL
HDL Cholesterol Goal:
> 45 mg/dL
Triglyceride Goal:
< 150 mg/dL

Blood sugar

Diabetes is probably present if your
fasting blood sugar (glucose) is greater
than 126 mg/dL and definitely present if
theblood glucoseisgreater than 200 mg/
dL two hoursafter 75 gramglucosel oad.
Prediabetes, or so-called “insulin resis-
tance,” isprobably presentif your fasting
glucoseis between 110 and 125 mg/dL
and definitely present if the two hour
post-glucosetolerancetest glucoseisbe-
tween 140 and 199 mg/dL.

It has been known for sometimethat
diabeticpatientsareat risk for peripheral
vascular disease (at timesrequiring am-
putation), heart attack, strokeandkidney
failure. Prediabetesor insulinresistance
isan important new cardiovascular risk
factor that shouldbeaggressively treated.

Fasting blood Glucose Goal:
< 100 mg/dL



UA SARVERHEART CENTER, Fall 2002

If | have diabetes or prediabe-
tes, what should my hemo-
globin Alc level be?

Whendeterminingtherisk of havinga
heart attack, a person who has already
had a heart attack is at highest risk for
developinganother. Evenif they haven't
suffered aheart attack, apersonwho has
diabetes has the same risk as someone
who has!

Thusthegoal sof therapy for diabetes
arenotonly tocontrol thecholesterol and
other blood lipids, but alsoto control the
blood glucose and the glycosylated he-
moglobin (hemoglobin Alc). A fasting
blood sugar or glucose tells what the
diabetic patient has eaten the previous
day but theglycosylated hemoglobinin-
dicates what their glucose control has
beenlikethepreviousmonthor so. Cho-
lesterol isnot al bad. Infact, cholesterol
isessential for many normal bodily func-
tions. However, as noted above, when
LDL cholesterol is altered it becomes
atherogenicor damaging.

Onewaytoalter LDL cholesterol isto
glycosylate it — that is, to add a sugar
moleculetothe LDL particle. Wedon't
routinely measure glycosylated choles-
terol, but physicians can measure
glycosylated hemogl obinor hemoglobin
Alc.

Hemoglobin Alc Goal:
< 6.0 mg/dL

Do I need to quit smoking
altogether?

Y esl Smokingisthemost preventable
cardiovascular risk factor. Peoplewrongly
think, “The damage has already been
done, sowhy quit?’ Here' swhy —within
one to three years of quitting, aformer
smoker’ srisk of cardiovascular diseaseis
nearly the same asthat of someonewho
never smoked!

For further informationonthehazards
of smoking, andor howto*kick thebultt,”
we recommend these Web Sites:

 American Lung Association
(Www.lungusa.org/partner/quit)

e Arizona Department of Heath

HEART NEWSFORY OU

Services Tobacco Education and Pre-
vention Program (www.tepp.org/quit/
index.html).

Cigarette Consumption Goal: Zero
Ejection Fraction (EF)

In future issues of “Heart News for
You,” | will gointodetail about the Sarver
Heart Center’s heart failure prevention
and treatment programs. For now, | will
just point out that the hearts of people
who have had heart attacks can undergo
changesthat leadto heart failure. Thisis
especialy trueif the heart wasdamaged
tothepoint whereitsability to pump has
been decreased.

When the normal |eft ventricle of the
heart contracts, it pumps out two-thirds
of itscontents. Therefore, thenormal EF
or g ectionfraction (theamount of blood
pumped out the aorta divided by the
amount of blood in the heart when it is
full) isabout 66 percent. Oncetheheart’s
function gets worse (EF < 40%) the
patientisat risk for anumber of adverse
events, including heart failureand sudden
death. The patient may feel fine and be
without symptoms. However, if your low
EF is known, there are a number of
medi cationsand/or interventionsthat can
improve heart function and/or prevent
deterioration.

LVEF Goal: > 40%

Ideal Weight and Exercise

For this discussion, | will refer you
again to previous issues of Heart News
for Y ou. Y ou need to know your height
and weight to get your body massindex.
Atwww.heart.arizona.edu, you can en-
ter your height and weight and get your
body massindex, or BMI.

Normal 20to 25
Overweight 26 to 30
Obese > 30

Exercise Goal:
Walk 2 miles a day

To Prevent Heart Disease
and Stroke ... | Need to Know
My Numbers

My blood pressure should be

< 140/90 mm Hg at the doctor’s office
and < 130/80 mm Hg at home. If | am
diabetic or have renal disease, my BP
at physician’s office needs to be
130/85 mm Hg or lower

My cigarette consumption should be
zero.

My LDL (bad) cholesterol should be
<100 mg/dL (and perhaps less than
80 mg/dL) if | have had cardiovascular
disease or am at high risk (coronary
bypass, angioplasty, carotid disease,
peripheral vascular disease, heart
attack, strong family history, etc.).

My fasting triglycerides should be
<150 mg/dL.

My HDL (good) cholesterol should be
> 45 mg/dL.

My weight (BMI) should be less than
25. (See www.heart.arizona.edu to
calculate yours.)

I should walk 2 miles a day

My fasting blood glucose should be
<100 mg/dL

Fasting glucose 110 -126 mg/dL =
probably pre-diabetic.

Fasting glucose > 126 mg/dL =
probably diabetic.

Hemoglobin Alc > 6.0 mg/dL =
probably diabetic.

If diabetic, my blood glucose should be
controlled so that my hemoglobin Alc
is less than 6.0 mg/dL

If I have had a heart attack, | need to
know my “Ejection Fraction.” My EF
needs to be over 40%. If <40% | need
medications to prevent heart failure.

Note: Cut out this table, fold and carry
with you. If you would like a laminated
card, please contact the Sarver

Heart Center at (800) 665-2328 or
heart@u.arizona.edu.

University of Arizona
Sarver Heart Center
000 0000O0OCGCOGCOGOEOGOEOEONOSOEOSOEOSNOEIO
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SARVER HEART CENTER
SCIENTIFIC CONFERENCES
2002-2003

12 p.m.-1 p.m., Room 4632
(Artificial Heart Conference Room)
Open to physicians

November 1

Genetic Polymorphisms That
Influence Therapeutics for Congestive
Heart Failure

Raymond L. Woosley, MD, PhD

UA Vice President for Health Sciences

December 6

Heart Failure Due to Systolic
Dysfunction

Gordon A. Ewy, MD

Director, UA Sarver Heart Center

January 3

Heart Failure Due to Diastolic
Dysfunction

Gordon A. Ewy, MD

Director, UA Sarver Heart Center

February 7

Biventricular Pacing in Management
of Heart Failure

Paul Fenster, MD

Associate Professor of Medicine
Peter Ott, MD

Assistant Professor of Medicine

March 7

Heart Failure — National Issues
Lynne Stevenson, MD

Clinical Director of Cardiomyopathy
and Heart Failure

Associate Professor of Medicine
Harvard Medical School

April 4

Acute Heart Failure Post Cardiac Arrest
and Cardiopulmonary Resuscitation
Karl B. Kern, MD

Professor of Medicine

May 2

Heart Failure Due to Alcoholic
Cardiomyopathy

Charles Lui, MD

Associate Professor of Medicine

June 6

Alternatives to Transplantation

Jack Copeland, MD

Michael Drummond Distinguished
Professor of Cardiovascular and
Thoracic Surgery

Co-Director, UA Sarver Heart Center
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Cath Lab Marks 20 Years
of Safety, Success

Thisyear marksthe20th anniversary of the Coronary Intervention
programat University Medical Center. Sincetheprogram’ sinception,
nearly 3,300 coronary angioplasty procedureshave been performed,
with an exceptionally high rate of safety and success.

The most common therapeutic procedure performed in the
Coronary Catheterization Laboratories is angioplasty, in which a
blocked coronary artery isopened toincrease blood flow to the heart
muscle. A thin, flexible tube (catheter) travels through an artery to
reach the blockage and then a small balloon at the tip of the tubeis
inflated, pushing the plaque against thewall of the artery.

It hasbecome standardin most casesto also placeasmall wiretube
insidetheartery after theblockageiscleared. Thetube, called astent,
isleft inside the artery to prevent it from closing again.

Below, Samuel Butman, MD, director of the UMC Coronary
Catheterization Laboratories, comments on the advancesin the area
andfutureinnovations.

What were some of the most significant changes in coronary
intervention during the past 20 years?

Themost significant change has been the continued evolution of the
balloon angioplasty equipment, from alarge balloon to smaller
catheters and balloons, which alow them to be maneuvered more
precisely, increasing success and safety.

What has been the single most important innovation?

Without question, thecoronary stent.

What are some of the newer procedures coming in the near future?
WEe'll seethe use of stents coated in substances designed to prevent
re-narrowing — or restenosis— of the artery, plus new therapiesto

detect and prevent early disease of the heart’s blood vessels.

What are some of the directions that research in coronary
intervention is taking?

Better and better coatingsto the stentswill evolve. And perhaps
even the metal currently used to make the stentswill be replaced by
something that isbiodegradable.

Genetherapy to treat patients that have disease that isinoperable
or otherwise untreatable also is promising and will change the
lives of countless peoplein the future.
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Transplant Teaches Lesson in Partnerships

Nina Gibson suffered from heart failure for 29 years before becoming UMC heart
transplant recipient #583 on Oct. 2, 2000. The diagnosis came two months after the
transplant — a genetic mutation she may have inherited from her grandfather, Franklin
Delano Roosevelt. She and her husband, Nick, were among the first people to make
major gift commitments to the endowed chairs in honor of Nina’s doctors, Gordon A. Ewy,

MD, and Jack G. Copeland, MD.

he first time | was introduced to Dr.

Copeland, he said, “So ... you want a

heart transplant.” Well no, | did not WANT
anew heart. | wasrather attachedtotheonel had. But
itwasnolonger abletokeepmealive. | wouldrather
think | “needed” anew heart. But Dr. Copeland was
right. 1 would havetowant anew heart with determi-
nation enoughto totally commit to and work witha
lifestyle not necessarily familiar to me.

Throughout thetransplant processof being poked,
prodded, tested, asking questions, confusion, doubt
andthemost difficult of all, waiting, | begantolearn
one of the most valuable lessons ever taught. Dr.
Copelandwasresponsiblefor teaching meabout the
partnerships of life. | needed to enter into partner-
shipswithmany people, someof whom| wouldnever
meet. In order to live | had to trust others, and be
willing to givemy all in return.

The most essential part of the partnershipisDr.
Copeland’s ability to assemble one of the most
extraordinary teams in the world. Each person is
committed to saving lives, to learning, to breaking
barriers, solving seemingly insurmountable prob-
lems through research and, above all, to personal
carefor the patientsand their families. (Behind Dr.
Copeland’s back, many of the transplant patients
lovingly call him*“Uncle Jack.”)

Prior tomy heart transplant | wasonamechanical
heart called a Thoratec that | named “Henrietta
Heart.” In spite of the device, my other organs
continuedtofail. WhenDr. Copeland visited me, he
expressed concern about excessivebleedingandthe
failure of my kidneys and liver. | kept reminding
him not to worry about the wrong end. If hewould
just find me aheart, everything would befine!

Right after my transplant | was not myself. |
became convinced that Dr. Copeland had decided
that | really was not agood candidate and he should
take my heart back and giveit to someoneelse. My
husband, recognizing the neurological problems |

washaving, cgjoled meintobrushingmy teethfor Dr.
Copeland so he could observethat | could not even
find my mouth with the toothbrush. He realized
immediately that | was having a toxic reaction
to some of
the medica-
tions and saw
to it that
the problem
was solved. |
quickly re-
gained some
power of rea
soning.

As soon as
Dr. Copeland
was able to
reason with
me, hetoldme
he was going
to Germany
and that when
he returned |
had better be
out of the hos-

pital anddoing Nina is pictured on her horse, Joey, shortly

well. | ac- after her heart transplant.

cepted the

challenge and swore | would not be anywhere
aroundwhen hereturned. | did, however, makesure
| knew who had theauthority to dischargemeinhis
absence.

Two yearslater | remainin awe of the expertise,
theteamwork, and the contributionsto our commu-
nity, as well as to our individua lives that Dr.
Copelandhasmade. | amincontactwithmany of Dr.
Copeland’ s patients and have witnessed the pride,
thepeaceof mind, andthedeep gratitudeeach person
feelsfor thistruly remarkable man and what he has
brought to the UA Sarver Heart Center. ¥
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A Love for Fast Horses, a Passion for Giving

axineM. Piggott’ seyesbrightenand shegrins

broadly as she remembers Healer’ s Star, one

of thefirst horsesshepurchased. Heal er’ sStar

was a Thoroughbred that could run with quarter horses.

His race record at the track in Prescott was a source of
pride for 32 years before it was broken.

Mrs. Piggott is a renowned owner of horses and has

beenasupporter of racing

family owned General Insulatingand Manufacturing, often
stayed at the hotel on business from nearby Alexandria.
He met Maxine as he passed the hotel switchboard
making his way to breakfast through the hotel’s back
hallway.

During the 50 years they were married, they shared a
deep loveof horses, singing together and building homes

formany years. Sherarely
misses seeing her horses
race at Turf Paradise in
Phoenix and shewaspiv-
otal in protecting the
Rillito Park racetrack in
Tucson as a significant
historicsite. Basedonher
record over the years, a
Phoenix race announcer
dubbedMaxine, hertrainer
and her jockey as the
“dream team” in alocal
televisonprogram. Most
recently shewashonored
attheArizonaThorough-
bred Breeders Associa
tion banquet and intro-
ducedasArizona s“grand
dame of horseracing.”
Shechalksthissuccess
up to her humblecountry
roots. Maxine Heasley

toaccommodateagrow-
' ing Tucson. Inadditionto
designing their homein
thefoothills, Maxinede-
signed, furnished and
outfitted anumber of du-
plexes and triplexes.
Inadditionto her sup-
port of horseracing, Mrs.
Piggott hasbeenagener-
ous contributor to car-
diovascular research at
the Sarver Heart Center.
“Ilovetogive.l know
what it isto be poor and
alsowhatitistobefortu-
nate enough to have
enough to give some
away. | amgrateful tobe
surrounded by good
caregivers, doctors and
friends. | know thereare
some peopl e that cannot
even afford to buy their

was born in her
grandmother’s home in Anderson, Ind. After losing the
family farm during the Depression, her father turned to
carpentry and helped build the Purdue University field
house. She remembersaccompanying her grandfather at
the age of 5 to funerals and weddings where she would
stand on a chair to intone a gospel favorite for those
gathered. Her musical talent led to her own hometown
radioshow onWHBU, duringwhich sheplayedaukulele
and sang the popular songs of the day .
Asayoungwomansheworkedat thehotel in Anderson,
where she was promoted from coffee shop waitress to
switchboard operator. Young Edward Piggott, whose

medications, sol amvery
grateful for all I haveand it makesmefeel goodtogive.”

Just aswhen sherecallsher first horse, Mrs. Piggott’s
eyeslight up and shesmilesasshecountsthe Sarver Heart
Center and her physician, Dr. Ewy among thereasonsfor
her longand aproductivelife. Her mother andfather died
atarelatively young age. Despiterecent diagnosisof heart
diseaseanda40-year battleagai nst diabetes, shecontinues
to thrive and enjoy success with her beloved horses.
Perhaps Healer’ s Star was more than just the name of
her first horse. Perhaps it was also a bit of a portent for
Mrs. Piggott’ shealthand her roleinsupporting cardiovascu-
larresearch. \ 4
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AZ Team Excels at
Transplant Games

The28-member Team Arizonabrought 18
medalshomefromthe 2002 U.S. Transplant
Gamesheldat Disney’ sWideWorldof Sports
inOrlando, Fla.

“Better yet, they all came back with great
experiences, new friendsand arenewed spirit
and commitment to the transplant commu-
nity,” Team ArizonaManager John Landers
wrotein aletter to the sponsors who hel ped
fund thetrip.

TheU.S. Transplant Gamesisafour-day,
Olympic-style event for recipients of a do-
nated kidney, heart,

1 —7" liver, lung, pancreas or

i o bone marrow. The

Games were sponsored

by Novartis Pharmaceu-

ticalsCorporationand pre-
sented by the National Kidney Foundation.

Thebiennial Gamesarethelargest gather-
ingof transplant reci pientsand donor families
intheworld.

For moreinformation on donating organs,
pleasecall the Donor Network of Arizonaat
(800) 447-9477,or visittheDNA Websiteat
www.dnaz.org.

Team Arizona Results

Tennis

Jill Bowers — Silver

Track and Field

Doug McSpadden —1500M Gold

Jim Kluger — 400M — Bronze

Harold Jones — Shot Put — Gold
Badminton

Connie Wilkins — Silver

Bowling

Kelsey Crescenzo — Bronze

Swimming

Alan Shipley* —500Y Free —Silver, 50V -
Bronze

Brianna Bobertz — 110Y Breast Stroke — Gold,
50Y Breast — Silver

5K Road Race

Doug McSpadden — Gold

TableTennis

Jon Berry* — Bronze

Cycling

Robert Ramirez — 1K Silver, 20K - Silver
Jill Bowers — 1K Gold, 20K — Gold

Bill Wohl* — 1K Silver, 20K — Silver
(Ramirez and Wohl competed in different age
brackets)

* UMC heart recipients

Paul McDonagh, PhD, and Grace Davis-Gorman, a member of his
research team, pose in front of the flow cytometer.

212 Contributors to Thank
for New Research Tool

The Sarver Heart Center is the proud new owner of a Becton
Dickinson FACSCalibur Flow Cytometer.

The new addition, delivered recently to the Sarver Heart Center’s
core laboratory, is a state-of-the-art cell analytical device made
possibleby generousdonationstothe Center’ sequipment fund. Among
itsfunctionsareimmunophenotyping cells(determining specificcell
type and characteristics), counting cells, sorting cellsand analyzing
DNA.

Some of the research that will incorporate the flow cytometer:

v Jack Copeland, MD, Alexandre Le Guyader, MD, and Paull
McDonagh, PhD, are using the equipment to investigatetherole
of inflammatory blood cellsin the pro-thrombotic condition seen
inartificial heart patients.

¥ Dr. McDonagh, PhD, will usethe devicefor ongoing studies
aimed at determining the cellular mechanisms of blood platel et
and white cell activation in type 2 diabetes.

¥ Bruce Coull, MD, and Ledlie Ritter, RN, PhD, are using the flow
cytometer to delineate the expression of adhesion proteinson
leukocytesfrom stroke patients.

¥ Doug Larson, PhD, isusing the equipment to study endothelial
cell apoptosis as well as fibroplast DDR2 expression in the
etiology of cardiac remodeling following infarction.

¥ Mohamed Gaballa, PhD, isusing the device and apanel of
antibodies to fractionate bone marrow stem cells.

It is expected that the device will benefit many other areas of
research at the Sarver Heart Center.
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2002 SHC Awards

Each year, the Cardiology faculty select
two outstanding residents to receive The
Charles W. Hall Jr. Memorial Award. The
cardiology fellows also presenttwo awards
— one for teaching and one for mentoring.

Charles W. Hall Jr.
Memorial Award
Chad Morse, MD
Department of
Medicine Resident

Elizabeth Juneman,
MD

Department of
Medicine Resident

SHCTeaching
Award
Joseph S. Alpert, MD

SHC Mentor Award
Hoang Thai, MD

Fellow Alex Vasquez, MD, presents the
Teaching Award to Joseph S. Alpert, MD.

UMC Heart Care Among Best in the Nation

The care provided by
Sarver Heart Center doctors
and surgeons has again
been recognized as among
the best in the country.

U.S. News & World
Reports annual guide
“America’s Best Hospitals”
ranks University Medical
Center 38th in Heart and
Heart Surgery. UMC was
one of only five western
centers to be included. The
others were: Stanford Uni-
versity Hospital; UCLA
Medical Center; University
of California, San Francisco
Medical Center; and Univer-
sity of California, Davis
Medical Center.

U.S. News, in conjunction
with the National Opinion
Research Center, objec-
tively assessed hospital care
for 17 specialties at more
than 1,958 hospitals nation-
wide. The publication then
ranks the top 50 hospitals in
the nation in those 17 spe-
cialties. Rankings are based
on reputation and various
medical data.

Other specialties at UMC
that were ranked:

« 18th Neurology and
Neurosurgery

« 25th Cancer

» 42nd Gynecology

* 46th Rheumatology

New Members of the Sarver Heart Center

Marietta Anthony, PhD
UA Associate Vice President
for Women’s Health Research

Marc D. Berg, MD
Assistant Professor
of Clinical Pediatrics

Ranjan Dahiya, MD
Cardiology Fellow

Bao-Khanh Do, MD
Cardiology Fellow

Robert D. Pascotto, MD
Cardiothoracic Surgery Fellow

Daniel S. Woolley, MD
Assistant Professor
of Clinical Surgery

UA SARVER HEART CENTER, Fall 2002

UMC Surgeons to Help
Evaluate New Heart Valve

Surgeons at University Medical
Center will participate in a study of a
new mechanical heart valve designed
to perform better than existing pros-
thetic valves.

The Medtronic Advantage valve
consists of a cylindrical housing and
two leaflets, all made out of pyrolytic
carbon — an extremely hard material.
The leaflets open almost 90 degrees
and are designed to cause less blood
turbulence. In combination with an
excellent pivot “washing” system, both
features decrease the possibility of
blood clots, says Jack G. Copeland,
MD, chief of cardiothoracic surgery at
the UA College of Medicine and co-
director of the Sarver Heart Center.

The valve can be used to replace
either the aortic valve or the mitral
valve and is available in eight sizes.

Several surgical teams nationwide
are testing the valve, which is not
available for public use. The U.S. Food
and Drug Administration has granted
an investigational device exemption,
which allows study of the device.

At UMC, the implants will be per-
formed by Dr. Copeland and Francisco
Arabia, MD.

Calling All

Wul d you like to donate your
talentsandskillstohel pthe Sarver
Heart Center?

V¢ ar e seeki ng vol unt eer s t 0 assi st
the staff with daily tasks plus
speci al projects. Hours woul d be
fl exi bl e and r equest s for specific
j ob assi gnnent s ar e wel cone.

If you are interested in this
opportunity tohel pwththe neces-
sary work of the Sarver Heart Center,
pl ease cal | Vol unt eer Coor di nat or
Bob Prebl e at 626- 1232.

Vol unt eer s!
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Drs. Ewy, Lui Present at World
Congress

Charles Lui, MD, and Gordon A. Ewy,
MD, were invited speakers at the Interna-
tional Academy of Cardiology’s 8th World
Congress on Heart Failure, held in Wash-
ington, DC, this summer.

Dr. Lui presented preliminary research
on alcoholic cardiomyopathy, in which he
found that animals fed alcohol daily did not
develop heart failure unless their diets also
were deficient in selenium and vitamin E.
He presently has National Institutes of
Health grants pending to fund definitive
studies.

Dr. Ewy described the optimal methods
of determining the correct amount of
diuretics for patients with chronic heart
failure — an extremely important feature of
the medical management of those patients.

Heart-Safe Week Declared in Tucson

The Tucson City Council declared the week
of Oct. 27 as“Tucson— A Heart Safe Commu-
nity Week.” The declaration recognizes an
initiative of the Sarver Heart Center, the
Tucson Fire Department and the American
Red Cross-Southern Arizona Chapter. The
three have formed a partnership with a goal
of making Tucson one of the nation’s most
“heart-safe” communities through education,
asimplified version of CPR, AED (automated
external defibrillator) training and rapid ac-
cess to AEDs. For more information about
this effort, or the Heart Center’'s AED Regis-
tration and Education program (SHARE), call
Lani Clark at 626-4883.

Recipients of 2002 SHC Research Grants
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Take Heart

The Sarver Center presented
its second annual public edu-
cation conference, “Take Heart
~How You Can Prevent Heart
Disease & Stroke,”in Prescott §
on Aug. 17. The program was
sponsored by Jim and Linda
Lee of The Ranch at Prescott,
pictured above with UA Presi- |
dent Peter Likins, who gave a
welcoming address to partici-
pants. In the photo at right,
exercise physiologist Lawton
Snyder demonstrates simple
strength training moves with one of the participants.

The Stanley D.
Means Heart
Disease

Research Award

» Kathryn L. Bates, DO
— Mechanisms of en-
hanced vasorelaxation
mediated by HGM-CoA
reductase inhibitor,
simvastatin, in is-
chemic heart failure in
vivo

« Jon Brower —
Cardiopulmonary
Resusciation

» Alejandro Vasquez,
MD — Amiodarone in

left ventricular dys-
function: an anti-in-
flammatory versus an
antiarrhythmic effect
The Mary Lou
Hemmler Arnold
Award for Heart
Disease, Stroke and
Vascular Research
Irwin Flink, PhD —Iden-
tification of the signal
that stimulates cell
cycle re-entry of
cardiomyocytes during
heart regeneration in
the salamander: A
model system for re-

pair of the human myo-
cardium

The William J. “Billy”
Gieszl Endowment
for Heart Research
lan Jongewaard, PhD
—Gene expression pro-
filing during heartvalve
development using
cDNA microarray
analysis

The Mark and Emma
Schiffman
Endowment Funds
Joseph Heidenreich —
Cardiopulmonary Re-
suscitation

The Murcott
Cardiovascular
Research Award
Hoang Thai, MD -
Modulation ofimpaired
nitric oxide mediated
endothelial dependent
vasorelaxation in
congestive heart
failure through beta-3
andrenergic receptor
activity

The Lillian Bilyu

and John J. Banchi
Fellowship
(Recipients are
medical students)

« Pat Chhuon — Heart
regeneration in a
parabiotic amphibian
model

« Christian Kirman —
Genomic actions of
thyroid hormone
analogs

* Kamlesh Patel —
Does blood glucose
management attenu-
ate chronic platelet
and leukocyte activa-
tion in Type 2 diabe-
tes?



16

UA SARVER HEART CENTER, Fall 2002

ack when we completed
B the fund raising for our
building, theSarver Heart
Center Advisory Boardsetitssights
onnew priorities, includingasug-
gestion that weidentify and pub-
lishalistof neededresearchequip-
ment. Doing so, the board felt,
would enabledonorswhowished
to contribute to the most urgent
needsto know exactly how their giftswouldbeused. It also
was seen as ameans of encouraging significant gifts that
were not of the size necessary to establish an endowment,
which requires aminimum of $25,000.

Despitetheir size, all giftsaresignificanttous —likethe
$5 that arrives each year from a nun — and combine t
contributeto the goal we sharewithyou: “... afuturefree
of heart and vascular disease.”

Theboard’ sideaworked. And thanksto the board and
you, our friends and supporters, we recently purchased a
sorely needed addition to the Sarver Heart Center core
laboratory (see page 13). Corelaboratories contain rather
expensive pieces of equipment that are shared by several
different researchers. Thesepiecesof equipment frequently
areroboticinnature, performingtasksoncells, serum, etc.,
hundreds of timesfaster than atechnician can. It wasunits
like this that allowed scientists to complete the human
genome project decades earlier than would have been
possiblewithout them.

FROM THE DIRECTOR

Our newest purchase can separate cells and, with the
use of special florescent staining, quickly identify large
numbers of specific abnormal cells to determine their
effect onthepatient or theeffect of therapy. Theseinclude
stem cells, cells from the endothelium (the delicate inter
lining of all of our arterial blood vessels, normal or not) and
whitecells.

A total of 212 gifts helped purchase of this equipment.
And without even the smallest one, we could not have
boughtit.

Weare blessed by your continued support. Thank you.

Gordon A. Ewy, MD
Director, UA Sarver Heart Center

The UA Sarver Heart Center Newsletter is published regularly.
News reporters are welcome to quote from newsletter articles
and are kindly asked to provide credit. Correspondence or
inquiries should be addressed to: UA Sarver Heart Center, Public
Affairs, PO Box 245046, Tucson, AZ, 85724-5046.
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