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level one cardiac program update

Saving lives in minutes
Since 2001, United Hospital has had 

a Level One program, formerly the 

Acute Cardiac Network, to ensure 

that patients having a heart attack, 

receive treatment to reopen the 

arteries as soon as possible. Over the 

years, we have continued to improve 

and refine the program, and today 

we have one of the best Level One 

programs in the nation. For instance, 

United’s door-to-balloon time for the 

past year has consistently put us in 

the top 10 percent of all hospitals in 

the  nation (less than 60 minutes). 

“We have taken many steps to help 

us excel at treating patients having a 

heart attack,” says Kathy Kamrowski, 

director of service line develop-

ment for the Nasseff Heart Center at 

United. “For instance, we are one of 

only a select few hospitals nation-

wide that empower paramedics to 

make the call from the field to get 

the lifesaving cardiac team ready for 

the patient’s arrival.”

United’s average door-to-balloon 

time (referring to the time it takes 

from arrival at United to when the 

blocked artery is opened, restoring 

blood flow to the patient’s heart) 

for the past year has fallen below 

the 90-minute recommendation 

of the American College of 

Cardiology. For example, we have 

averaged less than 40 minutes 

(see Figure 1) from May through 

July 2007. 

For more information about United 

Hospital’s Level One program, call 

Kamrowski at 651-241-8313.  

Figure 1. United Hospital Level One Cardiac Door-to-Balloon

May-July 2007

< 90 minutes 
(American College of Cardiology and American Heart 
Association Goal)

100%

United Hospital door-to-balloon 
average actual time

38.3 minutes

Heart United began running an ad campaign this past summer that promoted the 
Level One Cardiac program and its success. The ad highlighted the example of a 
patient whose door-to-balloon time was 9 minutes. The patient arrived at United at 
11:08, her procedure started at 11:10 and blood flow was restored at 11:17.  
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Nonpharmacologic advances 
in atrial fibrillation treatment 
by R. Dent Underwood, MD

R. Dent Underwood, MD, director 

electrophysiology laboratory at Heart 

United in United Hospital

Atrial fibrillation (AF) is the most 

common arrhythmia seen in clini-

cal practice. The American Heart 

Association estimates that 2.2 million 

Americans have AF. It accounts for 

significant health care costs, mostly 

related to hospitalization and medi-

cation expense. 

Treatment mainstays are symptom 

control and stroke risk assessment, 

with subsequent assessment of need 

for anticoagulation. Symptom con-

trol revolves around managing rapid 

heart rates and restoring normal sinus 

rhythm (NSR). While drug therapies 

are the primary treatment, newer 

nonpharmacologic options are avail-

able. Some of these nonpharmaco-

logic options are presented here.

AV node ablation and 
biventricular pacing

The approach of rate control and 

anticoagulation in treating asymp-

tomatic or minimally symptomatic 

patients with AF is accepted as hav-

ing clinically comparable outcomes 

to attempting to maintain NSR with 

anti-arrhythmic drugs. Rate control is 

usually achieved with AV nodal block-

ing agents, including beta-blockers, 

calcium channel blockers (diltiazem 

or verapamil) or digoxin.

Occasionally, adequate rate control 

is not achieved with double or even 

triple drug therapy. In these cases, an 

AV node ablation may be considered. 

The AV node can be ablated with 

radiofrequency energy. This results in 

complete heart block (CHB), chang-

ing the patient’s clinical problem from 

AF with a rapid ventricular response 

to AF with CHB. This newly created 

bradycardia requires a permanent 

pacemaker, usually with RV pacing. 

Studies have reported RV pacing

can result in left ventricular LV dys-

synchrony, leading to reduced ejec-

tion fractions (EF) in a significant 

minority of patients. This has been 

one of the major concerns in AV 

node ablations. In contrast, recent 

reports show that biventricular 

pacing prevents LV deterioration. 

Biventricular pacing adds an LV pac-

ing lead, placed laterally on the LV 

wall, in addition to the traditional 

right ventricular and right atrial 

leads used in a standard pacemaker, 

eliminating the risk of EF reduction. 

Currently a biventricular pacemaker is 

used in any patient with an AV node 

ablation and reduced EF and should 

be considered even in patients with 

normal EFs to prevent deterioration.

While effective at controlling heart 

rates, AV node ablation does not 

prevent ongoing AF. Patients may 

remain at increased risk for stroke 

and continue to have some symp-

toms. A more “curative” ablation is 

desired. The idea of ablation for cure 

of arrhythmias has been extremely 

successful for re-entrant supra-

ventricular tachycardias, such as 

common AV node reentry or with 

Wolff-Parkinson-White syndrome. 

Atrial flutter is also very amenable to 

ablation, with success rates of greater 

than 95 percent. AF has been much 

more challenging to ablate, but strat-

egies and approaches are now avail-

able that reach moderate success 

rates usually in patients who have 

failed anti-arrhythmic drugs. 

continued on page 4
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Current guidelines for treating symp-

tomatic AF show that AF ablation 

has moved up from third line (essen-

tially investigational) to second line 

(reasonable option if patient is symp-

tomatic and has failed at least one 

anti-arrhythmic drug).

AF Ablation

Many AF patients are not asymp-

tomatic, even with adequate rate 

control. The traditional approach for 

these patients is to try and maintain 

effects of each drug. Surgery has 

offered a successful “surgical maze” 

procedure for some time, but it 

required open-heart surgery. A percu-

taneous catheter based approach has 

been desired.

Early attempts to find a catheter-

based solution occurred in 1998 

when a French group from Bordeaux 

described electrical signals firing rap-

idly from within the pulmonary veins, 

triggering AF. The idea developed 

that if these signals could be blocked, 

the AF would not be triggered.

Initial attempts at directly ablating 

the focus in the pulmonary veins 

resulted in poor successes and high 

risk of stenosis. Newer approaches 

now attempt to isolate the electrical 

activity in the pulmonary veins from 

the rest of the atria through ablations 

outside the vein. Though the pulmo-

nary veins are not the only potential 

triggers to initiate AF, they appear to 

be the most common especially  in 

patients with paroxysmal AF.

Our current approach involves a 

wide-area circumferential ablation 

around the pulmonary veins. Prior to 

ablation, an MRI or CT of the patient’s 

CT derived image of a patient’s left 

atrium and pulmonary veins, as seen 

from a posterior view.

Risk of stroke is the most serious complication in patients with 
atrial fibrillation. Coumadin has been shown to significantly lower 
stroke risk, but other alternatives, such as the left atrial appendage 
occluder device, are showing promise.

Nonpharmacologic advances 
in atrial fibrillation treatment
continued

NSR through cardioversion and anti-

arrhythmic medications. These meth-

ods have had moderate to limited 

success and may expose patients to a 

low risk of pro-arrhythmia (worsening 

of AF or development of ventricular 

arrhythmias), as well as to the side 

heart is obtained to specifically evalu-

ate the anatomy of the pulmonary 

veins, which can be quite variable. 

This anatomy of the LA and pulmo-

nary veins is used during the ablation 

procedure. Several days prior to abla-

tion, a transesophageal echo is done 
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to ensure no evidence of LA throm-

bus. If a clot is present, the case is 

postponed to keep the peri-proce-

dure stroke risk as low as possible.

Ablations are done under gen-

eral anesthesia in the lab. Once the 

patient is under, lines are placed in 

the femoral veins and a subclavian 

vein. An intracardiac echo is placed 

transvenously near the interatrial 

septum to visualize the fossa ovalis 

thus ensuring that the two transep-

tal punctures — one for the ablation 

catheter and one for a “lasso” cir-

cular mapping catheter — are done 

successfully. The lasso is placed in 

each pulmonary vein to assess the 

electrical activity within. These two 

catheters are used to make a “live” 

3-D geometrical image of the LA and 

pulmonary veins, using the previ-

ously obtained MRI or CT anatomy 

for comparison. This 3-D geometry  

localizes the catheters inside the LA, 

reducing fluoroscopy exposure and 

localizing ablation lesions. 

Once the geometry is created, radio-

frequency ablation is conducted, 

encircling the left-side pulmonary 

veins, then the right side. The lasso 

catheter is then used to see if electri-

cal “isolation” of the veins has been 

achieved. If not, additional ablations 

may be needed. In patients with 

structural heart disease or persistent 

or chronic AF, additional ablations 

elsewhere in the atria may be done 

as well. 

Overall with ablation of AF in well-

selected patients, anticipated benefit 

(though not necessarily cure) from 

the procedure is about 80 percent. 

Clearly patients with lone AF (as 

opposed to those with structural 

heart disease) and paroxysmal AF 

(as opposed to persistent or chronic 

AF) will have the highest successes. 

Anticoagulation with coumadin is 

maintained for at least three months 

following the ablation. Repeat abla-

tion procedures may be required in 

some patients to obtain desired suc-

cess, as “reconnection” of the pul-

monary veins to the LA is commonly 

described, presumably due to the ini-

tial ablation not being a full thickness 

lesion through the atrial wall. Edema 

may be present at the time of abla-

tion, resulting in temporary isolation 

of the vein, but with healing electrical 

reconnection may occur. Thus, abla-

tion for AF is still not what it is for 

re-entrant SVTs, but has progressed 

significantly, and does offer us anoth-

er option in the treatment of patients 

with symptomatic AF.

LAA occluder device

Risk of stroke is the most serious 

complication from AF. In moder-

ate- to high-risk patients, coumadin 

3-D geometry of same patient’s left 

atrium (shown on page 4) generated 

during the ablation procedure, again 

from a posterior view. Catheters are 

displayed including the “lasso” in the 

left superior pulmonary vein. Encircling 

lesion marks are seen going around 

the left sided veins, and the right sided 

pulmonary veins.

The investigational (Watchman) 

left atrial appendage (LAA) 

occluder device.

continued on page 8
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St. Paul Heart Clinic 
electrophysiologists

Stuart Adler, MD

David Dunbar, MD

Gregory Granrud, MD

Michael Peterson, MD

R. Dent Underwood, MD

Pierce Vatterott, MD

Electrophysiology services
by David N. Dunbar, MD

About 70 percent of the estimated 

355,000 cases of sudden cardiac 

death each year are caused by ven-

tricular fibrillation, according to the 

National Heart, Lung, and Blood 

Institute. The importance of healthy 

cardiac electrophysiology spurred the 

development of extensive electro-

physiology tests and procedures to 

aid in the detection and treatment of 

heart arrhythmias. Heart United and 

the St. Paul Heart Clinic offer the fol-

lowing electrophysiology services:

Cardiac arrhythmia ablation

Catheter ablation selectively destroys 

areas of the heart that are causing 

a heart rhythm problem. In cardiac 

ablation, thin, flexible wires are insert-

ed into the femoral or carotid arteries 

and are threaded to the heart under 

X-ray guidance. The wires allow the 

electrophysiologists to record the 

heart’s electrical activity to diagnose 

a heart rhythm problem. Radio waves 

can be sent through the wires to 

ablate the area that is causing the 

rhythm problem.

Ablation is recommended for the fol-

lowing types of arrhythmias:

Paroxysmal supraventricular tachycar-

dia — Catheter ablation is a first-line 

therapy for patients with moderately 

frequent or persistent episodes of 

paroxysmal supraventricular tachy-

cardia for which an emergency 

room visit is required. Cryoablation 

of slow atrioventricular (AV) nodal 

pathway for atrioventricular nodal 

reentry tachycardia (AVNRT) carries 

an exceptionally low risk of AV block 

requiring a pacemaker with greater 

than 95 percent long-term success 

rates making it an attractive alterna-

tive to chronic beta-blocker therapy.

WPW — Radiofrequency ablation 

is generally indicated as first-line 

therapy for symptomatic Wolff-Par-

kinson-White syndrome (WPW) given 

a small potential risk of life-threaten-

ing arrhythmia associated with atrial 

fibrillation and rapidly conducting 

accessory pathway. Long-term suc-

cess rates are 95 percent with a very 

low risk of complications.

Atrial flutter — Atrial flutter is gener-

ally more difficult to control and to 

suppress with antiarrhythmic drugs 

than is atrial fibrillation. Ablation of 

the isthmus between the tricuspid 

annulus and the inferior vena cava 

is extremely effective in preventing 

recurrent atrial flutter (85 percent 

long-term success rate). Ablation is 

a reasonable first-line therapy for 

patients where atrial flutter is the 

primary arrhythmia (little atrial fib) or 

patients with atrial fibrillation 

suppressed on type I C antiarrhyth-

mic drugs who develop recurrent 

atrial flutter.

Outflow tract ventricular tachycardia 

— premature ventricular complexes 

(PVCs) are characterized by left 

bundle branch block and inferior QRS 

axis configuration on the ECG. Abla-

tion is appropriate for suppression 

of symptomatic ectopy and for high-

density ventricular ectopy (>30,000 

PVCs/24 hours) that may depress left 

ventricular function. Success rates are 

greater than 80 percent with small 

risk of complications.

Atrial fibrillation program

St. Paul Heart Clinic has an active 

atrial fibrillation ablation program 

using wide area pulmonary vein 

isolation to target triggering atrial 

arrhythmias. Candidates for ablation 

David N. Dunbar, MD, medical director, 

St. Paul Heart Clinic Atrial Fibrillation 

Program
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to improve systolic performance and 

avoid or delay ICD implantation.

Laser lead extraction

St. Paul Heart Clinic is a leader in 

the region in the removal of infected 

and malfunctioning pacemaker and 

ICD lead systems or as needed for 

vascular access for adult and pediat-

ric patients.

Reveal monitor implant

Implanted memory loop recorders 

are useful for the evaluation of infre-

quent palpitations, presyncopal or 

syncopal episodes by documenting 

rhythm strips during episodes. 

Atrial fibrillation clinic

This clinic is appropriate for antiar-

rhythmic drug, device and/or ablation 

management of challenging atrial 

fibrillation patients. This may include 

a collaborative approach using physi-

cians, nurse practitioners and nurses 

to manage complex patients until 

they are stable and can be returned 

to their primary physician for long-

term management.

Inherited cardiac 
electrical disease

Physicians provide evaluation of 

genetic electrical disease such as 

arrhythmogenic right ventricular dys-

plasia, Brugada’s syndrome, long and 

short QT syndrome, catecholamine 

polymorphic ventricular tachycardia, 

and so on. This includes evaluation of 

families with a family member who 

suffered sudden cardiac death.

Device clinic and 
transtelephonic monitoring

Patients with pacemakers, ICDs and 

have symptomatic atrial fibrillation 

where drug therapy is no longer 

effective or as an alternative to drug 

therapy. Chronic, persistent and par-

oxysmal patients are potential candi-

dates. Pulmonary vein isolation can 

also be performed concomitant with 

open-heart surgery.

ICDs

Implantable cardiac defibrillators 

(ICD) are indicated for survivors of 

sustained ventricular tachycardia or 

ventricular fibrillation arrests unas-

sociated with acute myocardial 

infarction. Prophylactic ICD therapy 

is indicated for patients who are at 

increased risk of life-threatening car-

diac arrhythmias characterized by 

ejection fractions less than 35 per-

cent. These patients should be great-

er than 40 days out from acute myo-

cardial infarction or revascularization 

with reassessment of ejection fraction 

while on good medical management.

Biventricular pacemakers 
and defibrillators

St. Paul Heart Clinic is aggressive in 

the use of cardiac resynchroniza-

tion therapy (CRT) for the treatment 

of congestive heart failure (CHF). 

Classic indications target patients 

with functional class III to IV CHF 

and QRS duration greater than 

120  ms. Expanded indications include 

patients with CHF and dyssynchrony 

on tissue Doppler imaging. 

Patients with nonischemic cardio-

myopathy and pacing-induced car-

diomyopathy often have significant 

improvements in ejection fraction 

after CRT. Biventricular pacemakers 

have been used in some patients with 

moderate left ventricular dysfunction 

implanted loop recorders are longi-

tudinally followed by skilled St. Paul 

Heart Clinic nurses and technicians 

for both routine and urgent follow-

up. Medtronic CareLink and Boston 

Scientific Latitude systems allow 

patients to transmit rhythm and 

device function information over the 

phone line for medical and device 

evaluation by trained staff. Specific 

guidelines and protocols with physi-

cian oversight and periodic physician 

evaluations are used.

General procedures

• Pacemaker implantation — single 

and dual chamber pacemaker 

implantation for the treatment 

of bradycardia.

• Cardioversion — internal and 

external cardioversion is available. 

Alternative drug therapies are 

offered for the patients who have 

previously failed cardioversion.

• Digital Holter and event monitoring  

— a cardiac electrophysiology 

physician interprets all Holter and 

event monitors ordered through 

St. Paul Heart Clinic. Services 

offered remotely by St. Paul Heart 

Clinic may include components 

of technical scanning and/or 

professional interpretation.

For more information about on 

site services such as digital Holter 

monitoring or 30-day event monitors, 

please contact Mark Turnbull, Direc-

tor of Practice Development at St. 

Paul Heart Clinic, at 651-726-2722.  
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has been shown to significantly lower 

stroke risk. But it can be difficult to 

regulate in some patients and may be 

contraindicated in others. 

Alternative approaches to lower 

stroke risk are being sought. For 

example, it is thought that most 

strokes in nonvalvular AF come from 

thrombus formation in the left atrial 

appendage (LAA). A device that 

could occlude the LAA might prevent 

thrombus from forming thus prevent-

ing embolic strokes. 

Currently in the PROTECT AF Trial, 

the Watchman device (investigational 

LAA occluder device) is being evalu-

ated. This device is placed in the LAA 

from a femoral venous approach with 

a trans-septal puncture in the femoral 

artery to access the LA. This is done 

with TEE guidance during the pro-

cedure. The device is sized and then 

deployed in the LAA. 

The TEE is used to evaluate device 

stability and that it appropriately 

occludes the LAA. The device serves 

as scaffold for the heart to grow 

across the LAA opening and thereby 

close it off. 

After the procedure patients stay 

on coumadin for about three months, 

allowing tissue growth to occur. 

A repeat TEE is then performed; 

if the LAA is sealed off, coumadin 

is stopped. 

The Watchman device is currently 

only available to patients who par-

ticipate in the PROTECT AF Trial. 

The trial is ongoing and randomizes 

patients with AF and one other risk 

factor. Two out of three patients will 

have the occluder device placed, and 

one out of three continue on chronic 

coumadin. Once the trial is complete 

and if the occluder device proves to 

be equally as effective as coumadin 

in preventing stroke, it may eventu-

ally replace coumadin for a number of 

patients who need or desire to avoid 

chronic coumadin therapy.

For more information

The Atrial Fibrillation Program at 

St. Paul Heart Clinic was established 

in 1998 to provide the highest qual-

ity care for the increasing number of 

patients with atrial fibrillation. The 

Atrial Fibrillation Program consists of 

St. Paul Heart Clinic physicians and 

specialized nurse practitioners work-

ing together to provide atrial fibril-

lation management needs. Primary 

care physicians and cardiologists can 

refer patients to the Atrial Fibrillation 

Program. For more information, please 

call 651-726-7005.  

The left atrial appendage (LAA) is filled 

with contrast (circled) prior to deploying 

the LAA occluder device.

The device deployed at the opening 

into the left atrial appendage. Minimal 

contrast can now enter the appendage.

Nonpharmacologic advances 
in atrial fibrillation treatment 
continued
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Keeping the beat

a patient’s story

Sara Meslow's implantable cardiac defibril-

lator (ICD) is ready to stop any episodes of 

ventricular tachycardia that the 37-year-

old may experience. Since receiving the 

device seven years ago, this executive 

director of Camp Odayin, a recreational 

camp for children with heart disease, says 

that "Life is better since I got this device. It 

gives me peace of mind." 

Meslow had her first episode of supraven-

tricular tachycardia at age 13. At 23, she 

underwent a cardiac ablation. At 29, she 

received the ICD after experiencing ven-

tricular tachycardia. 

Electrophysiology saves lives

To help her take control of her heart, Mes-

low relied on the expertise of the electro-

physiology program at United Hospital. 

Together with our partners at the 

St. Paul Heart Clinic, we offer state-of-the-

art electrophysiology services to help keep 

your heart beating correctly. 

“Sara has been able to return to a com-

pletely normal life,” said Pierce J. Vatterot, 

MD, a cardiologist and electrophysiolo-

gist with St. Paul Heart Clinic, who placed 

Meslow’s ICD. “In fact, she went on to have 

a baby after receiving her ICD.”

Camp Odayin
Shortly after she received her ICD, Meslow 

heard about a camp for children with 

disease in California. She researched 

the camp, met with the organizers and 

volunteered for three summers. She was 

inspired to offer the same opportunity to 

children in Minnesota.

Camp Odayin, which means “heart” in 

Ojibway, opened in 2002 with 53 camp-

ers. This year, nearly 400 campers and 

family members from six states across the 

Midwest participated in Camp Odayin’s 

various events.

Odayin volunteers include two physicians 

and as many as seven nurses each week. 

Nurses attend every activity, from roasting 

marshmallows to paddling a canoe and 

horseback riding. They help campers 

with their medication and staff the infir-

mary which is set up as a mini-intensive 

care unit.

“These kids just want the same thing as all 

kids,” said Meslow. “They just want to go 

to camp.”

“When they get here, they get to meet 

others who have the same scars, the same 

health problems, the same concerns as 

they do,” said Meslow. “Many of the staff, 

including myself, have heart disease and 

can show these kids that they can live a 

long, normal healthy, full life.”

Sara Meslow has had an implantable cardiac defibrillator for seven years. Her 

experience with heart disease inspired her to found Camp Odayin, a recreational 

camp for children with heart disease.
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Dr. Baran named 2007 
Service to Humanity Honoree

The United Hospital Foundation is 

proud to announce the recipients of 

the 2007 Service to Humanity Award. 

This year’s community honoree is 

Peter J. King, CEO and Chairman 

of the Board of King Capital 

Corporation. The physician honoree 

is Kenneth Baran, MD, a cardiologist 

with the St. Paul Heart Clinic. 

The Service to Humanity Award is 

presented to persons associated with 

United Hospital who have demon-

strated selfless dedication and exem-

plary leadership in improving the 

health and welfare of Saint Paul resi-

dents and the communities we serve.

Baran earned his medical degree, 

with distinction, from George Wash-

ington University in Washington, DC, 

in 1982. He then completed a residen-

cy in internal medicine and a fellow-

ship in cardiology at the University of 

Minnesota in Minneapolis. 

Baran then followed this up with 

an additional yearlong fellowship 

in interventional cardiology also at 

the University of Minnesota.

In 1989, Baran joined the St. Paul 

Heart Clinic, where he has furthered 

the field of interventional cardiology 

through both practice and clinical 

research. Today he is the medi-

cal director of the cardiovascular 

laboratories at United Hospital. He is 

actively involved in clinical research 

in acute coronary syndromes (acute 

myocardial infarction and unstable 

angina) and angiogenesis. He is the 

site principal investigator for numer-

ous scientific trials testing innovative 

drugs, devices and therapies.

Baran will receive his Service to 

Humanity Award at the Service 

to Humanity Gala, Saturday, Sept. 

29 at the St. Paul RiverCentre. 

Proceeds will benefit both the United 

Emergency Department expansion 

project and the Peter J. King Family 

Health Center, the new home for 

United Family Practice Health Center. 

Tickets are $150. Please contact 

the United Hospital Foundation at 

651-241-8022 to purchase tickets.

Cardiac Surgeons join 
United Hospital

The Cardiovascular Surgeons of St. 

Paul have joined the Allina Hospitals 

& Clinics team. On July 1, 2007, these 

dedicated cardiac surgeons merged 

their existing clinic with Allina to 

“provide a platform for recruit-

ing leadership,” said Lynn Ettestad, 

Director of Specialty Clinics.

“Having the Cardiovascular Surgeons 

join the Allina family benefits not 

only the hospital, but all the patients 

who come to United for cardiac 

health,” said Mark Mishek, president 

of United Hospital. “We are fortunate 

to be able to continue our long-

standing partnership with such tal-

ented and dedicated professionals. 

This strengthens our award-winning 

heart program here at United.”

The Cardiovascular Surgeons are 

William Lindsay, MD, Theodore J. 

Lillehei, MD, Thomas E. Kersten, MD, 

and Thomas J. VonRueden, MD. Staff 

also includes surgical first assistants 

Jeff Bolser and Jan Brownlee, and 

clinical services coordinator Deb 

Gutzman. They moved their office on 

Sept. 11 to Suite 100A in the Nasseff 

Specialty Center on the United 

Hospital Campus. 

Primary care symposium on 
clinical cardiology 

The 26th annual Insights and 

Outlooks conference presented by 

St. Paul Heart Clinic is scheduled for 

Friday Nov. 2, 2007. This full-day con-

ference again features short “clini-

cal pearls” and case presentations 

focused on the most recent diagnos-

tic and therapeutic advances in clini-

cal cardiology. Presentations include:

• The Pre-Cath Management of Acute 

Myocardial Infarction

• Management Decisions of the 

Patient Post Stent

• Non-Invasive Evaluation of 

Coronary Disease

• Lipid Lessons

• How Can I Lower the Risk of 

Non-Cardiac Surgery for my 

Cardiac Patient?

• Endocarditis — Prevention, 

Diagnosis and Treatment

• Advanced Cardiac Imaging

• What Should I Do with Atrial 

Fibrillation?

• New, Worsening and Persistent 

Heart Failure

All sessions are held at the United 

Hospital Conference Center locat-

ed on the lower level of the John 

Nasseff Medical Center at 255 North 

Smith Avenue in St. Paul. For addi-

tional information, please contact 

Mark Turnbull at 651-726-2722 or 

mturnbull@stphc.com.  

Kenneth Baran, MD 
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contact 
information
Cardiac Rehabilitation 

651-241-8338

Cardiovascular Imaging
Scheduling

651-241-2525

Milton M. Hurwitz 
ExerCare Fitness Center

651-241-8080

Patient Placement 
for inpatient admissions

651-241-8155

Pulmonary Diagnostic Lab 

651-241-8540

Scheduling 

651-241-2525

United Sleep Center

651-241-5454

United Vascular Center 

651-241-6500 

Women’s Heart Center

651-241-5669

For concerns or questions, 

please contact:

Julianne Scott, RN, MA
Director, Heart United

651-241-8358

Kathy Kamrowski

Director of Service Line Development

651-241-8313  

New staff

Michael Peterson, MD, joins 
St. Paul Heart Clinic

Michael Peterson, MD, joined the 

electrophysiology team at St. Paul 

Heart Clinic (see page 6) August 1. 

Peterson received his medical 

degree from the Medical College of 

Wisconsin in Milwaukee. He com-

pleted his internal medicine residency 

at Abbott-Northwestern Hospital, 

his clinical cardiovascular fellow-

ship at Washington Hospital Center, 

Washington, DC, and his clinical elec-

trophysiology fellowship at the Mayo 

Clinic in Rochester, Minn.

Prior to joining St. Paul Heart Clinic, 

Peterson was the director of 

electrophysiology at DuPage Medical 

Group in Naperville, Ill. He is board 

certified in internal medicine, 

cardiovascular disease and cardiac 

electrophysiology.

Peterson offers services in all facets 

of electrophysiology with a special 

interest in atrial fibrillation ablations. 

He joins the electrophysiology team 

in further expanding this program.

Michelle Aerni, DO, joins 
St. Paul Lung Clinic

Michelle R. Aerni, DO, is the new-

est physician at St. Paul Lung Clinic. 

Aerni came to St. Paul Lung after 

completed her fellowship in pulmo-

nary, critical care and internal medi-

cine at the Mayo Clinic in Rochester. 

She received her medical degree 

from the Des Moines University 

Osteopathic Medical Center 

and completed her residency at 

Creighton University Medical Center.

Aerni is board certified in internal 

medicine and has completed the 

Michael Peterson, MD

Michelle Aerni, DO

pulmonary subspecialty examination. 

She has conducted research in bron-

chiolitis, fibrocartilaginous trachea, 

tracheal carcinoid tumors and porto-

pulmonary hypertensions, as well as 

many other subjects. 

Aerni began seeing patients at 

St. Paul Lung Clinic in August.  
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