
Much like the weather we have all been ex-
periencing, the events and activities within 
the ACC seem just as bizarre with jumps in 

extremes. On a very high note, during a successful ACC 
National meeting and Board of Governors meeting, the 
leadership of the ACC was handed over to Dr. William 
A. Zoghbi, MD, FACC. During his acceptance address, 
Dr. Zoghbi told new Fellows and Associates that they 
are being inducted at a time when the field of cardiology 
is exciting, yet challenging. “Our capacity to diagnose 
and treat heart disease has never been greater. Yet, the 
sobering fact is that heart and vascular disease remain 
the leading cause of death around the globe,” he said. 
“Equally sobering,” he added, “the current American 
health care system is not sustainable.” As a result of these 
factors, Zoghbi said the thematic focus of his presiden-
tial year will be patient-centered care, a style of care that 
emphasizes educating and involving patients in medical 
decision-making, integrating medical care, and applying 
principles of disease prevention and behavioral change. 
He is already a strong supporter of SMARTCare and will 
continue to keep a keen eye on our project. 

Within weeks of this, Jack Lewin, MD, FACC, ACC 
CEO for the last six years, announced he was leaving the 
ACC to pursue other opportunities. As a result of the 
combined efforts of Dr. Lewin, Board of Trustees (BOT) 
and Board of Governors (BOG) leadership and ACC 
Staff, the College is stronger than ever. The BOT and 

Thomas J. Lewandowski, 
MD, FACC, FASE 
Governor,
Wisconsin Chapter ACC

presidential team have already started the process for a nation-
wide CEO search. Thomas E. Arend, Jr., Esq., CAE, currently 
serving as General Counsel and Chief Operating Officer, has 
capably stepped into the role of interim Chief Staff Officer. 

During the Board of Governors meeting, we had a vigorous 
debate about Appropriate Use Criteria (AUC). In the end, 
everyone agreed that the AUC are well intended and are helpful 
to the medical field in general. However, use by insurers and 
the media must be controlled or adjusted to eliminate the mis-
use of these criteria. We could all debate this for hours without 
arriving at a good solution. The topic touches on several issues 
surrounding healthcare delivery and the autonomy of doctors. 
We are aware of the conflict this has created and are taking 
steps to address it. Unfortunately, given the current financial 
environment, others are taking drastic approaches to limiting 
spending and this will take time to affect. 

On the heels of this debate, the College, with several other 
societies, in an attempt to help patients understand why testing 
is not always needed, launched the Choosing Wisely campaign. 
Choosing Wisely is part of a multi-year effort led by the Ameri-
can Board of Internal Medicine (ABIM) Foundation to support 
and engage physicians in dispensing finite health care resources. 
Nine specialty societies will now work with the ABIM Foun-
dation and Consumer Reports to share the lists widely with 
their members and convene discussions about the physician’s 
role in helping patients make wise choices. Some have seen 
this as further attack on physician’s and their autonomy, but 
more importantly on their motivation in ordering studies. We 
as a Chapter will have a big role in changing this perception, 
through work with insurers, employers, and within the entire 
house of medicine.

Humbly yours,

Thomas J. Lewandowski, MD, FACC, FASE
Governor, Wisconsin Chapter ACC
(920) 419-2006
tlewcrew@me.com

 As I go around the state, I have found that many of us are 
experiencing a cultural shift in the way we deliver care. While 
many companies are based in Wisconsin, it seems like an awful 
lot of us have or are moving to EPIC. Given the customization 
that occurs, each system seems to have to reinvent the wheel each 
time EPIC is installed. Rather than trudging through the mud 
alone, lets share knowledge and best practices. At the BOG level, 
we share information via the BOG Listserv. So lets start one in 

Wisconsin for Optimizing EPIC. While many may consider 
EPIC a four letter word and even use many more to describe the 
experience customizing it, lets channel that energy into something 
productive. 
If you are interested in participating, send your email to  
info@wcacc.org and we will add you to the list. If nothing else, 
we may find the listserv cathartic.

— Dr. Thomas Lewandowski

Attention EPIC Users…
Let’s help each other!
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Reeling from the “high” of 
attending the National ACC 
meeting in Chicago this year, 

I want to challenge each one of you to 
make it a goal to be present for at least 
one National meeting in your lifetime. 
Conference goers experience firsthand 
the science, tradition, innovation, 
advocacy, and networking made 
possible through this cross-cultural and 

multi-national event. The breadth and scope of the Annual 
meeting can truly be overwhelming and enthralling; from the 
massive vendor area to the wide range of meetings available 
concurrently there is always something to learn.

I was present at the 61st annual Convocation Ceremony this 
year and was taken in by all the pageantry and splendor it 
had to offer. During that ceremony the presidential torch was 
passed to William A. Zoghbi, MD, FACC from Houston, 
Texas. His vision for the future of the ACC includes a focus on 
patient-centered care. As CCA’s, we are in a unique position to 
influence this patient centered paradigm, as we are often “in 
the gap” between the cardiologist and the patient. We have the 
distinctive ability to educate our patients and empower them 
to take an active part in their medical decision making process.

The ACC has developed an electronic tool called CardioSmart 
for patients, caregivers and providers. You can access this 
tool through CardioSource.org. I encourage you to explore 

it and recommend it to your patients. During his acceptance 
speech, Dr. Zoghbi stated, “Our message to patients is: 
Be Smart…be CardioSmart.”  Topics on the website are 
extensive and include general cardiac education, fact sheets, 
risk assessment tools, BP tracker, guidelines, news articles, 
BMI calculator, video libraries, and patient stories, to name 
a few. CardioSmart is not only an educational program, but 
a support program as well, with information displayed in an 
interactive format. 

As providers, you can expect the ACC to streamline the 
CardioSource website this year, making it more user-friendly 
as a point of care reference. Expect easier access to guidelines 
and resources for your mobile devices. This is a thrilling and 
challenging time to be involved in health care, especially 
cardiology. As a true leader, the ACC is striving to meet the 
needs of the patients, the providers, and the industry in the 
cardiovascular arena. As participants in this organization, 
we can attempt to improve our patient’s access to accurate 
cardiovascular information and optimize their ability to 
participate in their cardiovascular care. Let’s join with Dr. 
Zoghbi and turn our focus back to our patients and help them 
attain the best cardiovascular care possible.

Judy Nichols, MSN, NP-C, AACC

nichols.judy@marshfieldclinic.org 
Office: (715) 387-4069 
Cell: (715) 897-5277

April 2012 Cardiac Care Associate (CCA) Update 
by Judy Nichols, MSN, NP-C, AACC
CCA Liaison to the Board of Directors

We are excited to update our members with news 
that we are working toward a state task force 
which will parallel the ACC’s national committee 

of Women in Cardiology. The current mission of the national 
ACC Women in Cardiology is to enhance the professional 
development of female cardiologists through mentoring 
programs and preceptorships, as well as to encourage 
leadership opportunities for women. We also envision this 
chapter task force will focus on the female patient with 
cardiovascular disease, and a key component to this goal 
will include the promotion of active cardiovascular research 
that is geared towards women. Additionally, we will examine 
how female cardiologists can raise community awareness of 
cardiovascular disease in women through the identification of 
barriers which prevent early diagnosis and treatment. 
In the future we will provide quarterly updates on the 
implementation of these ideals and planned events. We 
welcome anyone interested in contributing to these projects. 
Please contact Nicole Lohr, MD, PhD at ntonn@mcw.
edu or Jennifer Wright, MD jmwright@mcw.edu for more 
information.

Women in Cardiology Update 
by Nicole Lohr, MD, PhD

Fellow, Cardiovascular Medicine, Medical College of Wisconsin

I was very proud of our members from Wisconsin. 
Under the leadership of Judy Nichols, MSN, NP-C, 
AACC, our CCA liaison to the Chapter leadership 

council, this important group representing nurses, physi-
cian assistants, nurses practitioners and other allied health-
care members continue to organize. We not only look 
forward to great things to come from this group, but we 
were proud to honor the newly designated Associates of the 
American College of Cardiology. The Wisconsin members 
who received their AACC designation last month include:

Tony J. Hermann, RN, AACC 

Ramona J. Howard, NP, AACC

Kelly S. Kreklau, NP, AACC

Gladys B Michaelson, NP, AACC

Judy M. Nichols, MSN, NP-C, AACC

Beth Gamble Whitten, NP, AACC

The AACC designation is awarded to CCAs who have 
demonstrated commitment to our society, patients, and 
lead our commitment to quality within our communities. 

Newly Designated AACC’s  
in Wisconsin  

by Thomas J. Lewandowski, MD, FACC, FASE
Governor, Wisconsin Chapter ACC
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Pulse Oximetry 
by John S. Hokanson, MD, FACC

Chair, Wisconsin Ad HOC Congenital Heart Disease Task Force

Congenital heart disease that is severe enough to 
necessitate surgery within a month after birth is 
often referred to as critical congenital heart disease 

(CCHD). This type of heart defect occurs in about one in 
400 babies. Roughly half of babies with CCHD will be diag-
nosed prenatally and most of the rest are detected while still 
in the birth hospital. However, some newborns with CCHD 
will be discharged home before the presence of CCHD is 
recognized. Babies sent home with unrecognized CCHD 
may become critically ill or die in the first days after birth.  

Over the last several years, a growing body of evidence has 
demonstrated that pulse oximetry can be used to detect criti-
cal congenital heart disease in newborns that might otherwise 
go undetected until after the baby is discharged from the 
birth hospital.  

By the spring of 2011 nearly 40% of babies born in Wiscon-
sin had pulse oximetry screening for CCHD before going 
home from the hospital and several babies have had their 
CCHD detected with pulse oximetry. Although this anecdot-
al evidence suggests a great benefit, pulse oximetry screening 
is not uniformly administered and the results of this large 
scale screening have not been systematically evaluated.

Last September the US Secretary of Health and Human Ser-
vices (HHS) recommended that the use of pulse oximetry to 
detect CCHD be added to the core panel of newborn screen-
ing tests. This recommendation also included guidelines to 
standardize pulse oximetry screening for CCHD. To help 
support implementation of this screening, the HHS’s Health 
Resources and Services Agency (HRSA) announced that six 
grants would be awarded to states to systematically imple-
ment statewide pulse oximetry screening (HRSA-12-127). 

An ad hoc congenital heart disease task force convened 
by the Wisconsin DHS has applied for one of the HRSA 

grants and notification is expected by June. Members of this 
task force include representatives of all the state’s pediatric 
cardiology practices, Wisconsin DHS and state laboratory of 
hygiene public health experts, medical professional societies, 
and patient advocacy groups. If HRSA funding is secured, 
the task force will implement a major educational effort to 
help implement this screening for all Wisconsin newborns. 
This project will also include uniform pulse oximetry data 
collection and an analysis of the results of this screening in all 
the state’s neonates.

Apart from these efforts, advocacy groups in the state have 
proposed legislation that would require pulse oximetry 
screening be performed on all babies born in Wisconsin hos-
pitals. Similar legislation has been proposed in several states, 
and legislative mandates have been implemented in New 
Jersey, Maryland, Indiana, and Tennessee.

Pulse oximetry is becoming part of the standard of care for 
neonates in Wisconsin and will become more wide-
spread as more hospitals choose to imple-
ment this screening. It may rapidly 
become universal if legislation is 
passed that would require it. 
The members of the ad 
hoc congenital heart 
disease task force 
hope to secure 
funding that will 
allow this imple-
mentation to occur 
as easily and effectively as possible and to perform 
the necessary evaluation of the results of this screening to 
assure that the promise of pulse oximetry in the detection of 
CCHD will be fulfilled for Wisconsin’s newborns.

Operation Education at the UW School of Medicine 
and Public Health (UWSMPH) is an event to help 
first and second year medical students learn more 

about career opportunities in many specialties. The event 
brings alumni from all over Wisconsin to meet with students 
to describe the training needed, residencies and fellowships, 
and life in practice for our students. The event is co-sponsored 
by the Wisconsin Medical Alumni Association and the 
Wisconsin State Medical Society, and the SMS sponsors a 
similar event at MCW.
 

The event started at the UWSMPH in 2005. This year’s event 
had over 100 students and 25 alumni meet and as usual, it 
received rave reviews from the students. The cardiology table 
as always was very busy. Students asked specific questions 
about cardiology practice, the options in training, types of 
patients seen, educational requirements, competitiveness of 
fellowships, pediatric and adult care, and much more.

Operation Education  
by Patrick McBride, MD, MPH

Professor of Medicine & Family Medicine, Associate Dean for Students, Associate Director, Preventive Cardiology 
University of Wisconsin School of Medicine and Public Health
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Welcome to the World of Cardiac Electrophysiology! 
This is the Inaugural column of the 
Electrophysiology Update. The goal of this series 

is to bring everyone up-to-date on what’s going on in the 
EP World. Cardiac Electrophysiology has evolved into a 
subspecialty of Cardiology, with its own Board Exam and its 
own National/International Society, the Heart Rhythm Society. 
It is right to share new developments in this field. This column 
will feature reviews written by Cardiac Electrophysiologists 
both here in Wisconsin and around the world.

The first Electrophysiology update concerns new therapeutic 
options for atrial fibrillation therapy. Firstly, let’s consider 
new anticoagulation options. Warfarin has been the mainstay 
in patients with atrial fibrillation with CHADS2 scores of 2 
or more. The WARF in Warfarin stems from the Wisconsin 
Alumni Research Foundation; Warfarin was originally 
produced to kill rats. Chemical structure is shown in Figure 1.

Warfarin is available as a generic drug and is inexpensive, has 
many drug and dietary interactions, and is therefore difficult 
to regulate. The International Normalized Ratio (i.e. INR) 
is ubiquitous in its availability. It is reversible, albeit slowly, 
with vitamin K. An INR under 2.0 does not protect atrial 
fibrillation patients from thromboembolic events, whereas 
an INR over 4.0 leads to excessive risk of hemorrhage. This 
difficulty has led to the advent of new anticoagulant options.

The first of these was Dabigatran. Dabigatran is a direct 
inhibitor of thrombin. It was first reported in use for atrial 
fibrillation in the Re-Ly study(1) Dabigatran etexilate is 
a prodrug, being converted to the low molecular weight 
compound Dabigatran by serum carboxylesterase. Figure 2 
shows the structure of Dabigatran.

In the Re-Ly study, Dabigatran 110mg twice daily oral dosing 
was noninferior to Warfarin to reduce stroke or systemic 
embolism, while the 150 mg twice daily dosing was superior 
to Warfarin in these endpoints. Dabigatran becomes active 
within two hours of the first dose. Currently, there is no 
antidote for Dabigatran. Questions persist about a possible 
association with acute coronary syndrome and Dabigatran.

Two new anticoagulants have burst upon the scene recently. 
Rivaroxaban is an activated factor X direct inhibitor. It was 
shown in the ROCKET-AF trial (2) to be noninferior to 
Warfarin in prevention of stroke or systemic embolism. The 
dose used in this trial were 20 mg orally one daily, with 15 

mg orally once daily in patients with renal insufficiency. 
Rivaroxaban caused more general bleeding than Warfarin, but 
less intracranial hemorrhage. Figure 3 shows the structure of 
Rivaroxaban.

Apixaban is another orally administered activated factor X 
direct inhibitor. It was shown to be non-inferior to Warfarin in 
the ARISTOTLE study. The doses used in this trial were 5 mg 
orally twice daily, with 2.5 mg twice daily dosing in patients 
over the age of 80 years, a body weight no more than 60 Kg, 
or a serum Creatinine exceeding 1.5 mg/dl. Apixaban caused 
less bleeding than Warfarin in this study. Figure 4 shows the 
structure of Apixaban on the next page.

Given these new options for anticoagulation in patients with 
atrial fibrillation, the use of Warfarin may be seeing declining 
futures. However, it remains the least costly option for 
anticoagulation, albeit with dietary restrictions and frequent 
venipuncture not associated with these new therapeutic options.

Continued on next page.

Cardiac Electrophysiology Update  
by Peter N. Smith, MD, FACC, FHRS 

Councilor, Wisconsin Chapter ACC

(R S)-4-hydroxy-3-(3-oxo-1-phenybutyl)-2H-
Chromen-2-one

Figure 1 Warfarin

Figure 2 Dabigatran

(S)-5-chloro-N{[2-oxo3[4-(3-oxomorpholoin-
4-yl)phenyl}oxazolidin-5-yl]methy} thiophene-

2-caboxamide

Figure 3 Rivaroxaban
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Moving on, let’s 
shift to a more 
exotic topic, 
that of ablative 
therapies for 
atrial fibrillation. 
Atrial fibrillation 
causes intractable 
signs and 
symptoms, as 
well as causes 
strokes and 
reduces survival, 
known as the 
dreaded 4 “S’s” of 
atrial fibrillation. 
Rate and rhythm 
control have 
been shown 
in the landmark AFFIRM study to be equal in survival, 
with multiple smaller studies suggesting rhythm control in 
younger patients without structural heart disease, whereas 
older patients should receive rate control therapy. Based on a 
number of pioneering works in this field(4), circumferential 
pulmonary vein ablation has become an accepted therapeutic 
option for atrial fibrillation patient, most frequently in 
the absence of structural heart disease. Circumferential 
pulmonary vein ablation (CPVA) requires transseptal 
catheterization, with electroanatomic mapping and ablation 
by one of several methods. Radiofrequency ablation is 
performed, currently with irrigated tip catheters, encircling 
the veins in the antral region. The goal is to electrically isolate 
the pulmonary veins from the atrial tissue, rendering the atria 
incapable of fibrillation. See figure 5 for an illustration.

The success of this technique in eliminating atrial fibrillation 
varies from 50-70% in the literature. Recently a report 
in 2011 at a single center in France(4) suggested that 
arrhythmia-free survival was 40%, 37% and 29% at one, two 
and five years of follow-up in the absence of antiarrhythmic 
medications, with 87%, 81% and 62% with a second or third 
procedure. Clearly, a patient cannot be assured that he or 
she will be free of atrial fibrillation always following a single 
radiofrequency procedure.

One of the most feared complications of this procedure is 
creation of an esophageal atrial fistula, which may lead to a 
life-threatening hemorrhage. Another rare complication is 
pulmonary vein stenosis. Other risks are similar to cardiac 
catheterization and angioplasty.

The other ablative technique recently introduced is 
Cryoballoon ablation. This technique is also done by 
transseptal puncture, with advancement of a Cryoballoon 
into the pulmonary vein ostia individually. The Cryoballoon 
is advanced to 
the pulmonary 
vein ostia over 
a guidewire or 
mapping wire. 
The balloon is 
inflated and 
advanced to the 
pulmonary vein 
ostium. The 
Cryoballoon 
has its maximal 
cooling effect 
at the midline 
of the device, 
delivering 
cryoablation 
lines around the outside of the ostia. See figure 6 for 
diagrammatic illustration.

Small series(6,7), review articles(8) and abstracts have 
reported similar success without risk of pulmonary vein 
stenosis or esophageal atrial fistula. One unique risk of this 
procedure is phrenic nerve palsy, related to cryoablation in the 
right pulmonary veins. This risk is reduced by pacing of the 
phrenic nerve during this procedure. Long term success rates 
are not reported with this procedure, although it is reasonable 
to assume that it will be similar to circumferential pulmonary 
vein ablation. 

As one can readily appreciate, the World of Cardiac 
Arrhythmias is a rapidly evolving field. I promise you that this 
column will bring to you the best and brightest of the new 
developments in the field of Cardiac Electrophysiology.

Respectfully yours, 

Peter N. Smith, MD, FACC, FHRS

Sources
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1-(4-methoxyphenyl)-7-oxo-6-[4-(2- -oxopi-
peridin-1-yl)phenyl]-4,5-dihydropyrazolo[5,4]

pyridine-3-caboxamide

Figure 4 Apixaban

Figure 6 Cryoballoon ablation

Figure 5 Circumferential Pulmonary  
Vein Ablation
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Smarter Management and Resource Use for Today’s 
Complex Cardiac Care Delivery (SMARTCare Deliv-
ery) proposes to address documented clinical, resource 

use and cost variation in the diagnosis and treatment of stable 
ischemic heart disease (SIHD) by:

– Utilizing tools, at point of care, to encourage appropri-
ate patient selection, through
•	 Use	of	evidence	based	guidelines	and	appropriate	

use criteria 
•	 Predictive	modeling	for	the	likelihood	of	benefit	

or complication for a particular intervention
•	 Improved	patient	understanding	of	care	through	

an individualized, well documented, shared deci-
sion making process

– Monitoring quality and performance metrics displayed 
through system and provider specific dashboards with 
relevant standard cost and outcome data

– Utilizing an episode-based payment system, adjusted 
for quality that requires shared risk among multiple 
stakeholders

SMARTCare was developed by members of the Wisconsin 
Chapter of the ACC, State Medical Society and the American 
College of Cardiology Foundation. In January 2012, Wis-
consin was recognized for it’s efforts with the James T. Dove 
Quality Award for Quality, presented at the ACC Leadership 
Conference in Las Vegas, NV.

Earlier this year, an Innovation Grant was applied for through 
the Center for Medicare & Medicaid Innovation (CMMI.) 
Recently, CMMI announced they were moving back the 
decision date for the Innovation Grants, “a few weeks.” While 
I must admit I am disappointed about remaining in suspen-
sion, I also must admit, the announcement was not surpris-
ing. Since then, we have been told there were over 3,000 
applications. Not only was this a large number, but also those 
which merited funding far exceeded that which was available. 
We were also told that notices were sent to several applicants 
informing them they would not be funded. So, in the end, no 
news is good news. 

Despite this, we continue to move forward with planning and 
site selection. The silver lining in the delay is we now have 
more time to ensure we have everything ready when the fund-
ing arrives. We continue to be asked to present SMARTCare 
and its objectives to other hospital systems within the state. 
So until the ink is dry on the contracts, we may not know 
exactly who will represent Wisconsin. The current funding 
being sought will cover six sites in the state. We hope to find 
extra funding so that all of the twelve Systems in Wisconsin 
representing fourteen hospitals may be able to participate. 

It continues to be exciting and a great honor 
for Wisconsin. So, stay tuned. 

SMARTCare Update  
by Thomas J. Lewandowski, MD, FACC, FASE

Governor, Wisconsin Chapter ACC

Wisconsin Chapter Annual Meeting 

Evolving Challenges for Cardiologists: 
Congenital Cardiac Problems Later in Life and Cardio-oncology

November 10, 2012	•	The American Club – Kohler, WI

Save the date and join your colleagues 
for two mini symposiums:

Saturday November 10, 2012
The American Club • Kohler, WI

Pediatric cardiologists have been integral in taking care 
of congenital cardiac patients. Huge achievements 
in treatment means that a majority of these patients 

now reach adulthood successfully and live productive lives. 
However, this has generated a significant new challenge to 
the adult cardiologist. These patients are often at increased 
risk for acquired cardiac problems later in life. Our pediat-
ric cardiologist colleagues have been generously taking care 
of these patients into their twenties and thirties, but their 
resources are limited. 

We are dedicating our first mini symposium to this impor-
tant topic. With our expert faculty we will give state-of-the 
art overviews including corrected cyanotic and non cyanotic 
problems, genetic counseling and reproductive issues. After 
this symposium, participants will have a better understand-

ing of how to take care of and follow up with these patients 
with their evolving cardiac needs. 

Treatments of numerous forms of cancers have also had great 
success. This has resulted in a substantial number of patients 
who are long term survivors, and are now facing late term 
consequences of their treatments. Cardiac chemo toxicity 
as well as late cardiac complications due to radiation are 
common concerns. What are the mechanisms, and how do 
we follow up with and treat these patients? The second mini 
symposium of our meeting will focus on this challenge. We 
will provide in depth information on this topic and partici-
pants will be able to better understand the complexity of 
these patients and how to arrange follow up in the years to 
come. 

In addition to these great themes, we will hear about the lat-
est research through the fellows’ poster and oral presentation 
competition. Dr. Lewandowski will provide an update on 
SMARTCare: the Wisconsin Chapter’s quality and appropri-
ate use criteria project.

More details will be published  
in the near future!6
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Theories behind Study

There were two main theories behind this study:

1. Vocational interest theory proposes that both individuals 
and vocations can be organized into different types that 
represent the interests and abilities of individuals as well 
as the types of tasks that dominate different occupations. 
Person-vocation fit is described as how well individuals are 
matched with their respective professions. So, the better 
suited an individual’s interests and abilities are with their 
chosen profession, the better the ‘fit’ is considered to be.

2. Goal orientation is described as the manner in which 
individuals pursue goals in an achievement context. In 
this study, three types of goal orientation were examined 
in respect to how healthcare professionals approached 
their work: mastery goal orientation (seeking to improve 
one’s own knowledge/abilities), performance-approach 
goal orientation (seeking success and to receive positive 
judgments from others), and performance-avoid goal 
orientation (seeking to avoid failure and negative 
judgments from others).

Continued Education (CE) of Healthcare Professionals

As the focus of this study was on those who worked in 
the field of healthcare, participants in this study were 
176 healthcare professionals employed in a wide range of 
occupations that included various types of physicians, nurses, 
and allied health professionals. For these individuals, three 
different aspects of their continued education (CE) were also 
examined: (1) participation in CE, (2) perceptions of the 
usefulness of CE, and (3) applying what was learned from CE 
at work.

Person-vocation fit and CE

Interestingly, those with a higher degree of person-vocation 
fit (their interests and abilities more closely fit with their 
chosen profession) did not necessarily perceive CE as being 
more useful than those with lower fit, but they were more 
likely to apply what they learned from CE to their work in 
the form of applying acquired knowledge, changing existing 
work procedures/processes, and improving their own work 
performance. This shows that healthcare professionals 
who fit their jobs well are probably more motivated to use 
information they learn in CE experiences.

Goal orientation and CE

Those with a mastery goal orientation toward their work also 
more frequently practiced what they learned in CE (applying 
gained knowledge, changing existing work procedures/
practices, and improving own work performance). However, 
those with a performance-avoid goal orientation toward their 
work showed the opposite tendencies. That is, those with this 
goal orientation were actually less likely to apply what they 
learned from CE to their actual work.

Summary

In conclusion, this study provided some evidence of the 
possible use of person-vocation fit for healthcare professionals. 
The better matched individuals’ interests and abilities were 
with their chosen professions, the more likely they were 
to engage in more proactive and improvement-oriented 
behaviors at work. They were not only more likely to apply 
newly gained knowledge, but they were also more likely 
to make attempts to change existing procedures/processes 
and improve their own work performance based on that 
knowledge.

Similarly, there was also evidence of the usefulness of goal 
orientation for healthcare professionals. Those with a mastery 
goal orientation not only applied new knowledge gained from 
CE, but they were also more likely to actively pursue new 
knowledge and training (in the form of taking additional CE 
courses/hours beyond what was required).

Lastly, the deleterious effects of a performance-avoid goal 
orientation that have been recorded in previous research 
for various other professions has also shown to have some 
negative impacts for healthcare professionals in this study 
as well. Opposite to those with a mastery goal orientation, 
those with a performance-avoid goal orientation toward their 
work were actually less likely to engage in more proactive 
and improvement-oriented behaviors at work. The stronger 
individuals’ performance-avoid goal orientation, the less 
likely they were to apply new knowledge or make attempts to 
change existing processes/procedures at work or improve their 
own work performance based on that knowledge.

Examining person-vocation fit and goal orientation in 
this field is promising as there is evidence of their ability 
to influence how healthcare professionals will engage in 
their work in terms of seeking out as well as applying new 
knowledge and skills.

Preferences and Perceptions of Healthcare Professionals’ Study Outline  
by Valerie Johnson & Terry Beehr, PhD

Central Michigan University
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Wisconsin Chapter FIT Update
by Joshua A. Meskin, MD, FACC
Councilor, Wisconsin Chapter ACC

As we head into spring, many cardiology fellows 
in training are quickly coming to the end of a 
long training experience. The ACC has a variety 

of resources to help fellows in training (FITs) with the 
multitude of career options and prepare for a successful 
career. The FIT webpage, www.cardiosource.org/FIT, 
features information and tools that are useful for fellows at all 
levels of training.

Preparing for and taking board examinations are important 
parts of completing the training process. Cardiology 
fellows are faced with the challenge of a proliferation of 
examinations. A summary of the board examinations with 
references, cost and deadlines is provided to help navigate the 
process.

Exam Website Certification Body Cost Dates
General Cardiology www.abim.org ABIM Regular 

$2,200

Late $2,600

Registration deadline: 5/1/12
Late registration deadline: 
6/1/12
Exam dates: 10/31/12 & 
11/1/12 or 11/1/12 & 11/2/12

Nuclear www.cbnc.org Certification of Board 
of Nuclear Cardiology

$950 Registration deadline: 7/31/12
Exam testing window: 
11/30/12 – 12/7/12 

Echo-cardiography www.echoboards.org American Society of 
Echocardiography

$995 Registration deadline: 2/17/12
Exam dates: 7/23/12

Coronary CT www.cbcct.org/index.cfm Certification of CCT Regular $950

Late $1,150

Registration deadline: 5/1/12
Late registration deadline: 
6/15/12
Exam dates: 9/19/12 & 
9/20/12

Be One in a Million Hearts™
Preventing 1 million heart attacks and strokes in five years will require the work and commitment to change from all of us. 
There are steps that each of us can take to reach this goal as a nation. Be one in a Million Hearts™ and see how your actions 
can make a positive difference. A Million Hearts™ begins with you.
 
Take the Pledge
http://millionhearts.hhs.gov/providers.html

•	 TREAT high blood pressure and cholesterol in your patients.

•	 TREAT appropriate patients with Aspirin.

•	 ESTABALISH and DISCUSS with patients their specific goals for treatment and the most effective ways that they can 
help control their risk factors for heart disease and stroke.

•	 COACH your patients to develop heart-healthy habits, such as regular exercise and a diet rich in fresh fruits and veg-
etables, and stress reduction techniques. Provide tools to show their progress and access to team members to help them 
succeed.

•	 ASK your patients about their smoking status and provide cessation support and medication when appropriate.

•	 ASK about barriers to medication adherence and help find solutions.

•	 USE health information technology, such as electronic health records and decision support tools, to improve the delivery 
of care and control of the ABCS.

Million Hearts Campaign 
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If you know of any CME/CE opportunities in Wisconsin, 
please send them to info@wcacc.org. They will be posted in 

future issues of our newsletter and on www.wcacc.org.

www.cardiosource.org/Certified-Education/Courses-and-Conferences/All-Courses-and-Conferences.aspx

ACC Upcoming Events

May 3-5, 2012
34th Annual Recent Advances in 
Clinical Nuclear Cardiology and Cardiac CT: 
Featuring Case Review with the Experts
Daniel S. Berman, MD, FACC,
Guido Germano, PhD, FACC,
Jamshid Maddahi, MD, FACC 
Fairmont Hotel, Washington, D.C.
  
May 4-5, 2012
4th Annual Clinical Practice of 
Peripheral Vascular Disease
Michael R. Jaff, DO, FACC,
Christopher J. White, MD, FACC 
The Heart House, Washington, D.C.
  
May 19-20, 2012
Controversies in Cardiovascular Disease: 
Practical Approaches to Complex Problems - 
Medical & Surgical
Graves 601 Hotel, Minneapolis, MN
Discounted registration for WC-ACC members!
  
May 19-20, 2012
The ACCF/BSC (Brazilian Society of Cardiology) 
Cardiovascular Symposium
Valentin Fuster, MD, PhD, MACC 
Sheraton Sao Paulo WTC Hotel
Sao Paulo, Brazil
  
June 8-10, 2012
The West Coast Cardiovascular Forum
Valentin Fuster, MD, PhD, MACC 
The Ritz-Carlton, San Francisco
  
August 16, 2012
ACCF Study Session for ABIM 
Maintenance of Certification: Interventional 
Cardiology Updates 2011 and 2012
Joseph D. Babb, MD, FACC,
Frederick G.P. Welt, MD, FACC 
The Ritz-Carlton, Dallas
  
August 17-19, 2012
ACCF/SCAI Premier Interventional Cardiology 
Overview and Board Preparatory Course
Joseph D. Babb, MD, FACC,
Frederick G.P. Welt, MD, FACC 
The Ritz-Carlton, Dallas
  
September 4-8, 2012
The ACCF Cardiovascular Board 
Review for Certification and Recertification
Kim A. Eagle, MD, MACC,
Patrick T. O’Gara, MD, FACC 
Chicago
  

September 6-8, 2012
Arrhythmias in the Real World 2012
Peter N. Smith, MD, FACC 
Heart House, Washington, D.C.
  
September 8, 2012
ACCF Interactive Study Session for 
Maintenance of Certification
Cardiovascular Disease Updates 2011 and 2012
Rick A. Nishimura, MD, FACC,
Patrick T. O’Gara, MD, FACC 
Chicago
  
September 10-12, 2012
Teaching Skills Workshop for Emerging Faculty
Rick A. Nishimura, MD, FACC,
Elizabeth Klodas, MD, FACC 
Heart Hourse, Washington, D.C.
  
September 28-29, 2012 
ACC/STS Transcatheter Heart Valve  
(THV) Practicum
Joseph E. Bavaria, MD,
E. Murat Tuzcu, MD, FACC 
Heart Hourse, Washington, D.C.

October 11-13, 2012
Heart Valve Summit: Medical, Surgical 
and Interventional Decision Making
David H. Adams, MD, FACC,
Steven F. Bolling, MD, FACC,
Robert O. Bonow, MD, MACC,
Howard C. Herrmann, MD, FACC 
Chicago 

October 11-13, 2012
2012 Foundations for Practice Excellence: Core 
Curriculum for the Cardiovascular Clinician
Joseph S. Alpert, MD, FACC,
Eileen M. Handberg, PhD, ARNP, FACC
Buena Vista Palace Hotel & Spa, Orlando 

October 19-20, 2012
Sports Cardiology Summit 2012: Protecting the 
Heart of the American Athlete 
Richard J. Kovacs, MD, FACC ,
Christine E. Lawless, MD, FACC 
Heart Hourse, Washington, D.C.
  
November 10, 2012
Wisconsin Chapter ACC Annual Meeting
The American Club, Kohler, WI
  
November 30-December 1, 2012 
How to Become a Cardiovascular Investigator
Valentin Fuster, MD, PhD, MACC 
Hilton New York, New York City 

December 7-8, 2012
45th Annual New York Cardiovascular Symposium: 
Major Topics in Cardiology Today
Valentin Fuster, MD, PhD, MACC 
Hilton New York, New York City

January 10-12, 2013 
Cardiovascular Summit: Solutions for Thriving in a 
Time of Change 
Howard T. Walpole, Jr., MD, MBA, FACC 
Aria Casino & Resort Hotel, Las Vegas 

January 14-18, 2013 
44th Annual Cardiovascular Conference at  
Snowmass
Carole A. Warnes, MD, FACC 
Snowmass Resort, Snowmass, Colo. 

Kentucky
CHAPTER
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