
ST A TE OF TENNESSEE 
DEPARTMENT OF HEALTH 

IN THE MATTER OF: ) BEFORE THE TENNESSEE 
) 
) 

MATTHEW ROBERT DANTER, M.D. ) 
PETITIONER ) 

) 

BOARD OF MEDICAL EXAMINERS 

BRENTWOOD, TN ) 
) 
) 

PETITION FOR DECLARATORY ) 
ORDER ) 

DOCKET NO.: 17.18-127074A 

NOTICE OF HEARING 

Comes now the Department of Health, Division of Health Related Boards, by and 

through counsel and gives notice that a Petition for Declaratory Order filed on behalf of Matthew 

Robert Danter, M.D. (and attached hereto as Exhibit A) shall be heard on September 17, 2014, at 

10:00 a.rn. or as soon thereafter as the Board may take this matter up. This case shall determine 

whether Dr. Danter ("Petitioner") qualifies for the issuance of his Tennessee medical license. 

By agreement of Petitioner, the costs of this cause shall be taxed to the Petitioner. 

Andi)fa Huddleston, BPR # 016155 
Office of General Counsel 
Chief Deputy General Counsel 
665 Mainstream Drive 
Nashville, Tennessee 37243 
(615) 741-1611 

DATE 

t_.() 



CERTIFICATE OF SERVICE 

The undersigned hereby certifies that a true and correct eopy of this document has been 

served upon Matthew Robert Danter, M.D. by and through his attorney by delivering same in the 

United States certified mail number 7014 1200 000 I 0707 9548 and United States first class mail 

with sufficient postage thereon to reach its destination. 

J. Blake Carter, Esq. 

Gideon Cooper and Essary, PLLC 

315 Deaderick Street, Suite 1100 

Nashville, TN 37238 

Chief Deputy General Counsel 
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FAX (615) 254 .. 0459 

www.gideoncooper.com 

July 14, 2014 

Tennessee Board of Medical Examiners 
665 Mainstream Drive, 2nd Floor 
Nashville, TN 37243 

Re: Robert Matthew Danter, M.D. 

To whom it may concern: 

\toENSEO IN TN & FL 
2

1.ICENSEO IN TN. AL & TX 
'! 

LICENSED IN TN & GA 
4

LICENSEO IN TN & KY 
5

LICENSED IN TN & WI 

"LICENSED IN TN & MT 

Enclosed please find Matthew Robert Danter, M.D.'s Petition for Declaratory 
Order. If at all possible, we ask that this item be plac~d on the .July 22, 2014 agenda. 
Dr. Danter has the opportunity to fill a true community need at Vanderbilt. Expediting 
this petition will permit this need to be met as soon as possible. 

If you have any questions or need additional information, please do not hesitate 
to contact me. 

Sincerely, 

J. Blake Carter 

JBC/lacl 

Enclosure 

cc: /\ndrea Huddleston (via e··mail w/ enclosure) 
.Julia Morris (via e .. rnail w/ enclosure) 
Matthew Hobert Danter, M.D. (via e-mail w I enclosure) 
Joan Lorber (via e-mail w/ enclosure) 

IBIT 



M~JTHEW ROBERT DANTER, M.D,'S PETITION FOR DECLARATORY ORDER 

1 .. Petitioner's Nam1~: Matthew Robert Danter, M.D. 
Address: 9753 Jupiter Forest Drive, Brentwood, TN 37027 
Telephone Number: 289-776-7109 

2. Petitioner Attorney's Name: Dixie Cooper and J. Blake Carter, Esq. 
Gideon Cooper and Essary, PLLC 

Address: 315 Deaderick Street, Suite 1100, Nashville, TN 37238 
Phone Number: 615-254-0400 

3, Organization, if any that Petitioner Represents: Not applicable 
Organization Name: Not applicable 
Address: Not applicable 
Telephone Number: Not applicable 

4. Provide a statement of the facts which led to the filing of this petition. 
Include all facts you believe necessary for the agency to make a decision in 
this matter. 

PROFESSIONAL BACKGROUND1 

Matthew Robert Danter, M.D. attended the Schulich School of Medicine and 

Dentistry at the University of Western Ontario in London, Ontario, Canada from 1999 to 

2.003,2 during which time he obtained a Doctor of Medicine degree.3 From 2003 to 

201 o, Dr. Danter completed his Cardiac Surgical Residency Training at the 

IVlazanl<awski Alberta Heart Institute at the University of Alberta, Edmonton, Alberta, 

Canada.4 During residency training, Dr. Danter was awarded the University of Alberta, 

Division of Cardiac Surgery Book Prize, which is awarded to the Resident with the 

1 Dr. Danter's Curriculum Vitae is attached as Exhibit A 
2 The Schulich School of Medicine and Dentistry at the University of Western Ontario is accredited by the 
Liaison Committee on Medical Education (LCME). http://www.lcme.org/directory.htm. 
3 Ex. 8. 
~ Ex. C; See also Ex. N, Letter of Simon Maltais, M.D., PhD, p. 2, noting that the University of Alberta is 
western Canada's largest cardiac transplant center. 
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highest marks on the in-training exam. In 2010, Dr. Danter scored in the 99th percentile 

of all residents who wrote for the exam, and was in the 1 ooth percentile among those 

residents in their sixth year. Dr. Danter's supervisor during his residency at the 

University of Alberta Hospital, Dr. Roderick MacArthur, describes Dr. Danter as reliable 

and extremely hardworking. 5 

Simultaneously with his Cardiac Surgical Residency Training, Dr. Danter became 

a Master of Science Candidate in Clinical Epidemiology at the School of Public Health 

at the at the University of Alberta. While currently on hold because of his move to 

Nashville, he proposed dual thesis projects, including a comparison of the quality of life 

of high risk versus low risk patients undergoing coronary artery bypass grafting. 

After completing his residency, Dr. Danter began a Clinical Cardiac Surgical 

Fellowship at the University of British Columbia in the Division of Cardiac Surgery at St. 

Paul's Hospital in Vancouver, British Columbia, Canada.6 From 2010 to 201. 1, the focus 

of Dr. Danter's fellowship was General Adult Cardiac Surgery; Complex Lead 

Management; and Laser Lead Extraction. From 2011 to 2012, his major clinical focus 

was Cardiac Transplantation; Left Ventricular Assist Device ("VAD") management; and 

Transcatheter Valve Implantation. He completed the fellowship in 2012.. In all, Dr. 

Danter has completed over 1,000 cardiac surgery cases during his educational training. 

Or. Danter passed the Licensure of the Medical Council of Canada, Part I in 

2003, and the Licensure of the Medical Council of Canada, Part II in 2005. In 2010, Dr. 

Danter successfully completed his Royal College certification exam in Cardiac Surgery 

and obtained the Full Practice Licensure exam in Cardiac Surgery by the College of 

5 Ex. ,l. 
0 Ex. D; See also Ex. N, Letter of Senator Frist, confirming that St. Paul's Hospital is a pioneer in complex 
lead management, and is the western North American training center for this technology. 
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Physician and Surgeons (RCPS) of British Columbia in 2010. He has been a fellow of 

the RCPS of Canada in Cardiac Surgery since May 2011 7 and he obtained a Certificate 

in Cardiac Surgery from the RCPS of Canada in June 2010.8 Dr. Danter received a full 

practice license in Cardiac Surgery from the College of Physicians Surgeons of Ontario 

in June 2012.9 On July 1, 2014, Dr. Danter received a medical license from the state of 

New Mexico. 10 He is a member of the Ontario Medical Association, the Canadian 

Medical Association, the British Columbia Medical Association, and is a Member at 

Large in the Professional Association of Residents of Alberta, where he was an 

Executive Board Member. Over thirty (30) states currently recognize Canadian training 

as equivalent to that in the United States. 11 

After completing thirteen ( 13) years of training, Dr. Danter began private practice 

as a cardiac surgeon at Hamilton General Hospital in Hamilton, Ontario, Canada. At 

Hamilton General, he served as the Surgical Liaison for the Left Ventricular Device 

Clinic, and was the Surgical Director of the Laser Lead Extraction and Complex Lead 

Management Program. Dr. Danter was instrumental in developing this program, which 

did not exist at Hamilton General Hospital prior to his arrival. Dr. Danter resigned from 

Hamilton General in March 2014 to accept a position on the clinical faculty at Vanderbilt, 

but became aware that he would be unable to obtain a Tennessee medical license. For 

the next few months, Dr. Danter practiced as a Cardiac Surgeon at Southlake Regional 

Hospital in Newmarket, Ontario, Canada, before completing his move to Vanderbilt 

University Medical Center in ,luly 2014. Before completing the move, Dr. Danter 

1 Ex. H. 
a Ex. G. 
'
3 Ex E. 
10 f:x. L. . 
11 For example, the 2014 president of the American Association of Thoracic Surgery is Canadian-trained. 
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successfully applied for a Visa, relying on letters of recommendation from Dr. Michael 

Petracek and Senator William H. Frist, in addition to letters of recommendation from 

medical education supervisors. 12 

In addition to being exceptionally well-trained, Dr. Danter is an extraordinary 

educator in the field of cardiac surgery. During his fellowship, he served as an 

Instructor in Professors Rounds and Cardiac Surgery Training Rounds, teaching the 

following topics: (1) management of surgical coronary disease, (2) management of 

aortic valve disease, (3) management of valvular endocarditis, (4) surgical techniques of 

pacemaker and defibrillator implantation, (5) surgical approaches to complex lead 

management, (6) indication I management related to left ventricular assist device 

implantation, (7) treatment options for end stage heart failure, (8) management of 

combined coronary and valvular heart disease, (9) management of pericardia! disease, 

(10) cardiac tumors, and (11) management of acute aortic dissection. From 2012 to 

2014, Dr. Danter also served as a Faculty Instructor of the Cardiac Surgical Residency 

Program at McMaster University, where he taught many of the same topics. 

In addition to private practice and teaching responsibilities, Dr. Danter is heavily 

involved in groundbreaking research. He was a co-author of the world's first laser lead 

extraction risk score, presented at Cardiostim in 2012 in Nice, France.·13 In addition, Dr. 

Oanter has co-authored the following articles: "Predictors of Early and Late Stroke 

Following Cardiac Surgery," accepted in June 2014 for publication in the Canadian 

Medical Association Journal, 14 "A cost-effectiveness analysis of alternative management 

12 Ex. N. 
1:1 Bashier et al, Canadian Lead Extraction Risk (CLEAR) Score: a proposal for a novel risk scoring 
system for lead extraction. Cardiostim, 2012. Nice, France. (available online). 
1 E:x I. 
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strategies for the Sprint Fidelis recall," submitted to Circulation; and "Non

pharmacological approaches to stroke prevention in atrial fibrillation" accepted in 2013 

for publication in the Canadian Journal of Cardiology. 15 Dr. Danter has also given 

multiple presentations regarding lead extraction and ventricular assist devices, and 

assisted with a variety of important and novel research projects.16 

Dr. Danter was recruited to join the Vanderbilt University Medical Center medical 

staff because he has unique skills that meet an urgent need at Vanderbilt. 17 Cardiac 

surgery training programs in the United States are decreasing, having dropped from 

over 120 programs in the past to less than 70 today. Dr. Danter is trained in ( 1) laser 

lead extraction and complex lead management, (2) ventricular assist device and cardiac 

transplantation, and (3) transcatheter valve procedures. To the best of our knowledge, 

there are approximately five (5) physicians in North America who are trained in all three 

(3) areas, and Dr. Danter is one of them. 18 If given a Tennessee medical license., Dr. 

Danter will give Vanderbilt a unique cardiac surgeon proficient in three technical areas 

that are traditionally confined to multiple cardiac specialists.19 

Dr. Danter is currently serving as an Instructor of Cardiac Surgery and 

Ventricular Assist Device Transplant Fellow.20 As an Instructor, Dr. Danter may only 

work under the supervision of an attending who is a member of the cardiac surgery 

it. Ex. Q. 
H, See Ex f\. 
11 Vanderbilt's Transplant and Ventricular Assist Device program is one (1) of only two (2) In Tennessee, 
and is the only program that is nationally and internationally-ranked. The Vanderbilt program has grown 
in the last three (3) years to become the second largest in the United States by volume. The program has 
been consistently rated in the top five (5) programs based on clinical results; see also Ex. N. 
rn See Ex. N, Letter of Senator Frist, p. 2 ("Dr. Danter is an outstanding young clinician, scientist, and 
educator, who possess a unique skill set and experience placing him among very few unique individuals 
able to cornbine exemplary clinical practice with cutting edge highly specialized skills ... "). 
19fd, Letter of Dr. Petracek. ("Dr. Danter has a unique set of skills that we have been unable to find in any 
other candidate."); Letter of Senator Frist, p. 2 ("He is clearly an extraordinary young cardiac surgeon with 
a unique combination of important surgical skills that will support multiple programs with Vanderbilt. .. "). 
20 Ex. K. 
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faculty at Vanderbilt University Medical Center. He may take call and see patients, but 

hH cannot do so independently. However, if Dr. Danter is awarded a Tennessee 

medical license, he will be eligible to become an Assistant Professor of Cardiac 

Surgery, with independent responsibilities for providing patient care, teaching future 

clinicians, and continuing to assist with groundbreaking research.21 

In addition, if given a Tennessee license, Dr. Danter plans to assist the Nashville 

VA establish a ventricular assist device and trans-catheter aortic valve program at the 

VA. This would create the third such program in the entire VA system, and would be 

the only VA hospital in the entire state of Tennessee offering these services. 

GENERAL PURPOSE OF PETITION 

Dr. Danter anticipates an appointment to the Vanderbilt University Medical 

Center medical staff and wishes to confine his practice in Tennessee, academically and 

clinically, to the field of cardiac surgery at Vanderbilt University Medical Center. 

He files this Petition pursuant to T.C.A. §63-6-209(b), which states the Board: 

[h]as the authority to issue locum tenens and/or conditional 
licenses as it deems appropriate after reviewing the 
qualifications of the applications [emphasis added]. 

RELIEF REQUESTED 

T.C.A. §63-6-209(b) grants the Tennessee Board of Medical Examiners ("the 

Board") expansive authority to issue and condition licenses as it deems appropriate. At 

this time, Dr. Danter seeks an opinion as to whether on formal submission of his 

application to practice medicine, the Board would grant or deny his license with the 

conditions he has proposed. Specifically, Dr. Danter asks the Board to find that: 

:,
1 Ex. 1\11. 
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(!I his education, training, experience, professional talents, and specialized 
skills can benefit the health, safety, and welfare of the people of this State; 

Ill he has shown evidence of good moral character and professional ethics; 

® he is qualified for conditional licensure. 

He seeks relief from the Board in the form of a prospective order which states: 

1. If Dr. Danter submits a formal application to the Board, a conditional 
license to practice medicine shall be granted based on the authority of 
T.C.A. §63-6-209(b); 

2. That Dr. Danter's thirteen (13) years of postgraduate education, 
including seven (7) year residency program in cardiac surgery and two 
(2) year fellowship program in Canada, meets or exceeds the 
requirements of Rule 0880-02-.03(3) and/or T.C.A. §63-6-207(a)(1 )(C); 

3. ,Nhen issued, Dr. Danter's conditional license shall be based on the 
following conditions: 

a. Dr. Danter must maintain medical staff privileges at Vanderbilt. 

b. Dr. Danter is authorized only to practice medicine in Tennessee 
in conjunction with the exercise of medical staff privileges at 
Vanderbilt and the VA. This practice is limited to the field of 
cardiac surgery, or care incidental to that specialty. He cannot 
engage in private practice in Tennessee outside the scope of 
his appointment at Vanderbilt. 

c. Dr. Danter will notify the Board if his reappointment at Vanderbilt 
is terminated or in the event he is not in good standing. If his 
appointment ends, his license shall expire, thereby terminating 
his right to practice medicine in Tennessee. He will need to 
either re-petition or apply to the Board for licensure, if he wishes 
to continue to practice medicine in Tennessee. 

d. Dr. Danter's license is subject to renewal and discipline for the 
same causes and pursuant to the same procedures as other 
unconditional licenses to practice medicine in Tennessee. 

e. Dr. Danter's license is subject to the Board rules governing 
continuing medical education as provided by Rule 0880-2.19. 

f. Dr. Danter's license is subject to immediate termination by the 
Board it he fails to comply with any of its conditions. 
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5. Citation to the statute, rule or order which is the subject of the petition: 

T.C.A. §63-6-209(b) 
T.C.A §63-6-207(a)(1)(C) 
Rule 0880-02-.03(3) 

6. State how the statute, rule and/or order cited above specifically and directly 
produces an effect or result upon you: 

Dr. Danter previously submitted an application to the Board, which was denied 

based on his failure to meet the technical requirements of §63-6-207(a)(1)(C).22 Dr. 

Danter now recognizes that under T.C.A. §63-6-207(a)(1)(C) and Rule 0880-02-.03(3), 

a full license to practice medicine is not available to him. As such, based on his 

qualifications and training, Dr. Danter intends to apply, pursuant to T.C.A. §63-6-209(b); 

for a "conditional license" to practice medicine in Tennessee. However, an application 

which allows for the specific conditions he seeks is not available from t~e Board. 

In conclusion, Dr. Danter is asking the Board to review his qualifications under 

the authority of T.C.A. §63-6-209(b), and determine whether, on subsequent 

application, a license, with the conditions specified herein, would be appropriate and 

granted. For these reasons, Dr. Danter respectfully requests that the Tennessee Board 

o'f Medical Examiners afford him the relief requested herein. 

Respectfully submitted, 
---·-"-'---·:1· f' i"I, 

... ,; {/ /\. (,\ 

Dixie W. Cboper, #16547 
J. Blake Carter, #30098 
GIDEON, COOPER & ESSARY, PLLC 
315 Deaderick Street, Suite 1100 
Nashville, TN 37238 I (615) 254-0400 
Attorneys for Matthew Danter, M. D. 

22 Exs. 0 and P. 

Date 
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CV: Dr. M. R. D1mter, BSc (hon), MD, FRCSC Page I 
7/3/2014 

Curriculum Vitae 

~t!OH 1: Personal Information (confidential} 

Name: 

Date of Birth: 

Home Address: 

Business Address: 

Email: 

Business Phone Number: 
Business Fax Number: 

City of Birth: 

Citizenship: . 

Langunges spoken, read and w1·itten: 

Specialty: 

Matthew Robe1t Danter 

07/21/1976 

9753 Jupiter Fonest 
Brentwood, TN 37027 

1215 21 51 Avenue South 
Medical Center East, Suite 5025 
Nashville, TN 37232 

mattl1ew.r.danter@vanderbilt.edu 

(615) 343-9195 
(615) 343-5234 

London, Ontario, Canada 

Canadian 

English 

Cat·diac Surgeon, Hamilton General 
Hospital 

Surgical liason, Left Ventricular 
Assist Device Clinic, Hamilton 
Health Region 

Smgical Director, Laser Lead 
Extraction and Complex Lead 
Management Program, Hamilton 
General Hospital. (program in 
development) 

Principle Site of Practice: Hamilton General Hospital, 237 
Bmton SL, E., Hamilton, Ontado, 
Cmmda L8L 2X2 

Signature: ,._.1-llxad/--·- Dr. M. R. Danter, BSc(hon), MD, FRCSC. 

EXHIBIT 

I A 



CV: Dr. M, R. Dantor, BSc (hon), MD, FRCSC Page 2 7/3/2014 

~~ftion 2: J~ducation imd Credentials 

natc: 

1/07/2011 1/7/2012 

1/7/2010 1/7/2011 

1/7/2003 1/7/2010 

1/9/200'7 Present 

Crcdential(s) Obtained 

Clinical Cardiac Smgical Fellowship, The 
University of British Columbia, Division of Cardiac 
Smgery, St. Paul's Hospital, Vancouver, British 
Columbia, Canada, 
Dr. Anson Cheung, Dr. Jmnil Bashir, Dr. Jian Ye, 
Dr. Samuel Lichtenstein, Dr. James Abel 

Maior Clinical Foolls: Cardiac Transplantation; 
Left Ventricular Assist Device management: 
ECMO, Impella, Heartmate II, Heartware; 
Transcatheter Valve Implantation. 

Minor Clinical Focus:. General Adult Cal'diac 
Surgery; Complex Lead Management; Laser Lead 
Extraction. 

Clinical Cardiac Surgical Fellowship, The 
University of British Columbia, Division of Cardiac 
Surgery, St. Paul's Hospital, Vancouvel', British 
Columbia, Cunada. 
Dr. James Abel, Dr. Samuel Lichtenstein, Dr. Jamil 
Bashir, Dr. Anson Cheung, Dr. Jian Y c 

Major Clinical Focus: General Adult Cardiac 
Surgery, Complex Lead Management, Laser Lead 
Extraction. 

Minor Clinical Focus: Cardiac Transplantation, 
Left Ventricular Device Management, Ttansoatheter 
V ulve Implantation, 

Cardiac Surgical Residency Tmining, Mazankowski 
Alberta Heart Institute. 
Progrnm Director: Dr. Roderick MacArthur 
The University of Alberta, Edmonton, Alberta, 
Canada. 

Masters of Science Candidate, Clinical 
Epidemiology, The School of Public Health, The 
University of Alberta, Edmonton, Alberta, Canada. 



CV: Dr. M. R IJanter, 13Sc (hon), MD, FRCSC Page 3 
7/3/2014 

l/9/ 1999 -- l /5/2003 

l/9/1995 1/5/1999 

Doctor of Medicine (MD), The University of 
Wes(crn Ontario, London> Ontado, Canada 

Honours Bachelors of Science in Physiology with 
Distinction (BSc(hon), The University of Western 
Onlado, London, Ontario, Canada 

Medi,cal Liccnsurc nnd Credentioling: 

l. July I, 2014: 

2. June2l,2013: 

3. August, 2012- present: 

4. 201 I: 

5. June, 2010; 

6. July, 201 O: 

7. Jllly, 2010 "·January, 2013 

8. July, 2007 -- July 2009 

9. 2005: 

10. 2003: 

I J. 2005: 

12. 2004: 

13. 2003: 

New Mexico Board of Medical Practice 
License Number: MD2014-0603 

HeartMate II, Surgical Training Program, Toronto 
General Hospital, Course Dil'ectol': Dr. Vivek Rao 

Full practice licensure, Cardiac Surgery, The 
College of Physicians and Surgeons of Ontario. 

Laser Lead Extraction Simulator Training, 
Spectranetics Inc., 

Certificate of the Royal College of Physicil:ms and 
Surgeons of Canada, Cardiac Surgery. 

Fellow of the Royal College of Physicians and 
Surgeons of Cmrnda, Cardiac Surge1·y. 

Full Practice Licensure, Cardiac Smgery, The 
College of Physicians and Surgeons of British 
Columbia. 

Physician Extender License ( conditional practice 
license), The College of Physicians and Surgeons 
of Alberta. 

Li censure of the Medical Council of CanadaJ Part II 
(LMCC part II). 

Li censure of the Medial Council of Canada, Part I 
(LMCCpmtl) 

Principles of Surgery Exam. 

Advanced Tnrnma Life Support certificate 

Advanced Cardiac Life Support certificate 



CV: Dr, M, R. Dantcr, BSc (hon), MD, FRCSC PagctJ 7/3/2014 

l4. 2003: 

Research in Training: 

2010 .,. present: 

2009: 

l /9/2007 present: 

Thesis Projects: 

Pediatric Advanced Life Support certificate 

Co,-Investigator, The Canadian Lead Extraction 
Risk (CLEAR) Score; a proposal for anovel risk 
scoring system for le(1d extration. (Dr. Jamil 
Bashir, Principal Investigator) 

Co-principle lnvestigat01\ A Randomized controlled· 
trial of the TORQ sternal closure device. 

Co-principle Investigator, A novel device for 
seeming suture wires during sternal approximation 
after median stemotomy: A technical ovel'view and 
clinical assessment. 

Co-investigat01\ Cost-effectiveness of the impella 
lefl ventricular assist device compared to 
extrncorporeal membrane oxygenation in patients 
with cardiogenic shock. (Dr. Anson Cheung, 
Principle Investigator) 

co .. invesUgator, A Costweffectiveness analysis of 
alternative management strategies for the Sprint 
Fidclis recal. (Dr. Jamil Bashir, Principle 
investigator) 

Systematic review of the efficacy of pulsatile left 
ventricular assist devices (L V AD) in patients with 
end stage heart failure. 

Masters of Science, Clinical Epidemiology, The 
School of Public Health, The University of Alberta, 
Edmonton, Alberta, 0:111ada 
Supervisors: Dr. Duncan Saundel's, Dr. Colleen. 
Norris, Dr. Jayan Nagendran. 

L Quality of Life in Aboriginal patients undergoing coronary artery bypass 
grafting. 

ii. Compm-ison of the quality of life of high risk versus low risk patients 
· undergoing coronary artery bypass grafting. 
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Continuing Medical Educi1iiou: 

June, 2013 

June,2012 

May, 2012 

April, 2012 

October, 201 l 

January, 2010 

October, 2009 

Oclobcr, 2008. 

May, 2008 

May, 2005 

May2004 

2004 

.Meeting 

HeurtMate II Surgical Training Program 

Cardiosthn Conference 

Heart Rhythm Society, Annual Meeting 

Cardiac Surgical Rounds, 
Vanderbilt University. 

Canadian Cardiovascular Congress 
Annual Meeting 

The Society of Thoracic Smgeons, 
Anmml Meeting 

Canadian Cardiovascular Congress, 
Arnnml Meeting 

Canadian Cardiovascular Congress, 
Annual Meeting 

Tom Williams Surgical Research Day 

Location 

Toronto, Canada 

Nice, France 

Boston, MA 

Nashville, TN 

Vancouver, Canada 

Ft. Lauderdale, FL 

Edmonton, Canada 

Toronto, C~mada 

Edm.onton, Canada 

Terrnnce Donnelly Resident Reseiwch Day, Toronto, Canada 
Annual Meeting 

Terrence Donnelly Resident Resenrch Day, Toronto, Canada 
Annual Meeting 

Medtronic Valve Symposium Newport Beach, CA 
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Academic A \Yards 

2010: Thoracic Surgery Directors Association ln-Tl'aining Exam: 

99th Percentile: Adult and Congenital Cardiac Surgery 
l 00

111 
Percentile: Adult and Congenital Cardiac Smgery ( 6111 year residents) 

The University of Alberta, Division of Cardiac Surgery Book Prize: awal'Cled to 
the resident with the highest nrnrks on the in-training exam. 

The Wilensky Prize in Physiology, the University of Western Ontario 

G. F. England Family Awm·<li The University of Western Ontario 

Mnude Gordon Educational Award) The University of Western Ontario 

Deans Honours List, The University of Western Ontario 

Medical and Scientific Societies: 

Ontario Medical Association 

Cnnadfan Medical Association 

Member At Large, Profossional Association of Residents of Alberta, 
Execulive Board mcmbel' 

British Columbia Medical Association 

Stiction 3: Employment and Administrative Exuericnc~ 

July 1, 2014 present: 

February I, 2014 ···May 12, 2014: 

August2012 March 31, 2014: 

Vanderbilt University Medical Center 
Instmctor, Depattment of Cardiac Surgery 
Nashville, TN USA 

Cardiac Surgeon, Southlake Regional Hospital, 
Newmarket Ontario Canada 

Cnrdiac Surgeon, Hamilton Genernl Hospital 

Surgical Linison, Le.ft Ventricular Assist Device 
Clinic. 
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April 2013: 

July, 2010-July, 2012 

July, 2007 _ .. July, 2009 

July, 1999-, September, 2001 

Sc~_tion 4: T~aching Experience 

Residency Teaching~ 

2004 .. 2007: 

2003 2004: 

Fellowship Teachit1g.~ 

2010-2012 

Surgical Director, Complex Lead Management and 
Laser Lead Extraction Program. 

Clinical Instructor, Cardiac Surgery Academic Half
day, Hamilton General Hospital. 

Faculty Interviewer, Resident application 
interviews, Cardiac Surgery Division, Department 
of Surgery, McMaster University. 

Lecturer, Weekly Resident Education Rounds, 
Cardiac Surgery Residency program, The 
University of British Colun:1bia 

Physician Extender, Intensive Care Physician, Grey 
Nuns Hospital, Edmonton, Alberta, Canada 

Research Student, Cardiac Smgery Research Lab, 
London Health Sciences Centre, The University of 
Western Ontario. 

Classroom Lecturer, The UniversHy of Alberta 
Medical School: Introduction to Surgical Clerkship 

Clinical Skills Instrnctor, The University of Albe11a 
Medical School: Cardiovascular and Thoracic 
Physical Exam Skills 

Instrnctori Professors Rounds, Cardiac Surgery 
Residency Training rounds: 

Topics Included: 
Management of Smgical Coronary Disease 

Management of Aortic Valve Disease 

Management of Valvular Endocarditis 
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Faculty Teaching: 

August 2012 ···· present 

Indications and smgical techniques of 
pacemaker and defibrillator implantation 

Surgictll Approaches to Complex lead 
management 

Indications and management decisions related to 
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Albstract: 

Background: While much is known about the short-term risks of stroke following 
cardiac surgery, little is known about the long-term risks and its predictors. 

Methods: A cohort study of patients undergoing cardiac surgery between 1996 and 2006 
was assembled with linked clinical and administrative databases. Data on stroke and 
death up to 2 years post-operative was analyzed with Cox modeling. Of I 08, 722 patients, 
3.6(Yo (95% Cl 3.5% -3.7%) suffered a stroke over the next 2 years, with half occurring in 
the peri-operativc period. 

Results: The strongest predictors of both early and late stroke were history of transient 
ischemic attack or stroke (HR 2.0, p<0.001), advanced age (HR 1.9, p<0.001), combined 
surgery (HR 1.7, p<0.001) or valve surgery (HR LS, p<0.001), and peripheral vascular 
disease (HR 1.6, p<0.00 l ). New post-operative atrial fibrillation (OR 1.5, p <0.001 ), and 
preoperative dialysis dependence (OR 1.9, p<0.001) only predicted early strokes. 

A CHADS2 score?. 2 increased lhe risk of stroke and death at 2 years from 9. 9% 
to 18.4% in individuals with pre or post-operative AF (11=27,600) and from 6.2% to 
12.5% in those without this condition (n=81, I 02). 

Interpretation: Cardiac surgery patients are a highest risk of stroke in the early post
operative period and have ongoing hazard over the ensuing 2 years with similar risk 
predictors over these periods. New post-operative atrial fibrillation increases early stroke 
risk, particularly with elevated CHADS2 score. Finally, the CHADS2 score predicts the 2 
year stroke risk in patients with and without atrial fibrillation. 

Keywords: cardiovascular diseases, cardiac surgery, stroke, risk factors 
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Uackground 

Stroke remains a devastating complication following cardiac surgery, with 

substantial functional and economic impact ( 1-3.) Stroke research in cardiac surgery has 

focused on the immediate post--operative period (4-9); however, most patients having 

cardiac surgery have conditions such as hypertension, diabetes and atrial fibrillation (AF) 

which place them at long-term risk of stroke. 

Early and late outcomes among patients having cardiac surgery could be 

improved if the risk of post-operative stroke was defined and predictors of stroke 

identified. With this information, clinicians could optimize medical therapy for stroke 

risk factors like hypertension (10.11 ), improve the evidence-based use of empiric oral 

anticoagulation in patients with AF, and evaluate intra-operative surgical strategies, such 

as removal of the left atrial appendage ( 12), in patients whose clinical characteristics 

predict an increased risk of stroke. This study seeks to describe the rate and predictors of 

stroke from the two years following cardiac surgery. 

Mdhods 

Patients: 

All patients 18 years of age and older who underwent coronary artery bypass 

grafting (CABG), isolated valve surgery, or combined CABG and valve surgery in the 

province of Ontario from 1996 until 2006 were identified with the Cru·diac Care Network 

(CCN) database. 

Databases 



Three linked databases were examined: the CCN of Ontario, the Canadian 

Institute of Health lnfr)rmation database for patients' discharge disposition, and the 

Registered Person Database were used to identify deaths that occurred outside of 

hospitals. These databases have been used extensively to examine health outcomes as 

anonymised healthcare records can be analyzed using encrypted identifiers to track 

individuals over time ( 13-15). The database is anonymised by having all patients' health 

card numbers in the CCN and other Institute for Clinical Evaluative Sciences (ICES) 

databases encrypted into unique ICES key numbers befi)re databases are linked. 

Available patient characteristics, surgery characteristics, and outcomes were captured 

prospectively in the CCN clinical registry, which is reliable compared to chart review. 

The history of AF and hypertension were poorly captured within the CCN database, thus 

the presence of these two conditions was ascertained by reviewing the corresponding 

ICD-9 (before 2002, AF= 4273, hypertension= 401,402,403,404,405) or lCD 10 

(alter 2002, AF= 1480, 1481, hypertension= 110, I 11, 112, I 13, II 5) codes for the 

preceding l O years in all patients. Post-operative AF (POAF) was defined by an absence 

of a history of AF and the appearance of AF diagnosis code during the cardiac surgical 

admission. Definitions for the variables can be found at the CCN website ( 16). 

Outcomes: 

The primary outcome was stroke occurring up to 2 years post-operative. 

Secondary outcomes were peri-operative stroke or death ( occurring during the same 

index hospitnlization) and late stroke or death (from time of discharge from surgical 

admission to 2 years post-operative). 

2 



,\'tatisfical Analysis 

· The prevalence of plausible stroke risk factors ( 17, 18) was compared between: l) 

patients with a history of AF (group HAF) versus those with no history of AF (group 

noHAF) and 2) patients with no history of AF but new onset post-operative AF (group 

noHAF/POAF) versus those with no history of AF and no post-operative AF (group 

noHAF/noPOAF). Plausible risk factors that were available for analysis included: age, 

gender, diabetes mellitus, congestive heart failure, lefl ventricular systolic function, 

cerebrovascular disease, valvular surgery, CABG surgery, creatinine, dialysis, 

hypertension, prior transient ischemic attack/Stroke, hyperlipidemia, peripheral vascular 

disease, reoperation, history of myocardial infarction, left main disease, history of AF, 

and new post-operative AF. In addition to the above analysis, the CHADS-2 composite 

variable was evaluated as a predictor of stroke, independent of rhythm. 

Risk fi:1cton; with a p<0.2 from a univariate analysis were entered into 

rnullivariable analysis with no further selection. A multivariable Cox model was used for 

the primary outcome as well as for late stroke. The precise timing of stroke events that 

occurred during the same hospital admission as the surgery was not available. Therefore, 

it was assumed that all of these strokes occurring in the first 48 hours post-operatively 

based on previous findings (9, 17). The outcome of early stroke was analyzed with 

logistic regression. This study was approved by the research ethics review board of 

Sunnybrook Health Sciences center, which supervises all ICES studies. 

Results: 
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Population Characteristics 

A total of 108,722 patients were identified and the prevalence of risk factors in 

the cohort divided by the presence of history of AF and post-operative AF (Table 1 ). 

Isolated CABG was performed in 77% of patients; isolated valve procedures in 13% and 

combined CA BG/valve surgery in I 0%. Patients with a history of AF (8.8%) were older, 

more likely to be female, and more likely to have valvular or re-operative surgery than 

those without a history of AF (Table l ). Post-operative AF developed in I 8.2% of those 

without a prior history of AF. These patients were older, had more congestive heart 

failure and stroke disease or peripheral vascular disease in their history, and were more 

likely to have undergone valvular surgery than those who did not develop postoperative 

AF (Table l ). 

Crude Rates <~/'Stroke and Death 

The in-hospital risk of stroke is 1.8% (95% CI 1.7%-1.9%) and 2.8% (95% CI 

2.7°/0 to 2.9%)) for death. Over the next 2 years, the hazard decreases, with a 3.6% (95% 

Cl '.LS% to 3.7%) risk of stroke and 6.8% (95% CI 6.6% to 7.0%) risk of death. 

Predictors o.f'Stroke 

Table 2 prese.nts the al\justed odds ratios and hazard ratios for the predictors of 

stroke at any time from surgical admission to 2 years post-operative with their respective 

95% confidence intervals. The strongest predictor of stroke at any time is a history of 

stroke or transient ischemic attack (OR 2.0, 95% Cl 1.8-2.2) and age 2 65 years (OR 1.9, 
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95% CI I .7-2J)). Other predictors include dialysis dependence, peripheral vascular 

disease, and valvular surgery. 

Comparing peri-operative to late stroke, the risk factors are similar with a few 

exceptions. The strongest independent predictors of peri-operative stroke are: advanced 

age (OR 2. l, 95% Cl 1.9-2.J), history of transient ischemic attack or stroke (OR 2.0, 95% 

Cl I .7--2.4), preoperative dialysis dependence (OR 1 .9, 95% CI 1 .4-2.5), combined 

surgery (OR 1. 7, 95% CI 1.6-2.J) or valve surgery (1.4, 95% CI 1.2-1. 7), peripheral 

vascular disease (OR 1 .6, 95% CI 1.4-1. 7), and new onset post-operative AF (OR 1.5, 

95% CJ l l .6). For late stroke occurring up to 2 years post-operative, several important 

predictors are shared with peri-operative stroke such as prior stroke/transient ischemic 

attack (HR 2.1, 95% CI 1 .8-2.4), advanced age (HR 1.7, 95% CI 1.6-- 1.9), combined 

surgery (HR 1.6, 95% CI 1.4-1.8) or valve surgery (and 1.5, 95% CI 1.3-1. 7), peripheral 

vasuular disease (HR l . .5, 95% Cl 1.4-1.7), and a pre-operative history of AF (HR 1.4, 

95%i CI 1 1.6). However, post-operative AF and dialysis are not associated with later 

stroke once a patient is discharged stroke free and alive. The variables of prior 

stroke/transient ischemic attack and cerebrovascular disease were found to be collinear. 

and thus cerebrovascular disease was dropped from the final model, without altering the 

results. 

The Impact qj'Cf-IADS2 and Atrial Fibrillation on .'Wroke and Death 

An increasing CHADS2 score predicts for higher risk of stroke in patients with 

any AF (preoperative or new postoperative AF) and in patients with no preoperative or 

post-operative AF (Figure I). The rate of stroke or death in the absence of any AF is 
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5.8% for patients with a CHADS2 of O or 1 compared to 20.301<, for those with a CHADS
2 

score of greater than 3. If a patient has a history of AF, the rate of stroke or death at 2 

years is 13 .0% for a CHADS2 of O or I compared to 28.8% for those with a CHADS
2 

score of greater than 3. Finally, if a patient suffers from new post-operative AF, the rate 

of stroke or death at 2 years is 7.8% for a CHADS2 of O or 1 compared to 21.2% for those 

with a CHADS2 score of greater than 3. 

Interpretation: 

Main Findings 

This study has three key findings. First, patients undergoing cardiac surgery are a 

highest risk of stroke in the early post-operative period, but are also at risk over the 

ensuing 2 years. Second, the risk factors predicting a peri-operative m1d late stroke are 

similar, except for new post-operative AF which only predicts early stroke. Third, in the 

cardiac surgical population, the CHADS2 score predicts the 2 year risk of stroke and 

stroke or death in patients with AF and without AF. 

Comparison wilh other Studies 

This study presents the largest cohort data used to examine longer-term stroke 

risk in this population. It defines the risk of stroke ,md its predisposing characteristics in 

cardiac surgical patients over the first 2 post-operative years. The strongest predictors of 

in-hospital stroke are similar to those of later stroke (advanced age, history of stroke, 

peripheral vascular disease, and valvular surgery). The results extend the observations 

made by others who have described similar predictors in the risk of early stroke (5-
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8, 18, 19). Bucerius et al. studied 16,184 patients and found that cerebrovascular disease , 

preoperative infection, and high transfusion requirement were the strongest independent 

predictors of peri-operative stroke (20). Similarly, Roach et al. found proximal aortic 

atherosclerosis, history of neurologic disease, use of intra-aortic balloon pump, and age 

(amongst others) to be strong predictors of early adverse cerebral outcomes amongst 

2108 patients(?). However, the current study is the first to demonstrate that risk factors 

for peri-operative· stroke continue to predict later stroke risk. 

The finding that new onset post-operative AF is an independent predictor of early 

stroke (OR 1.5) but not of late stroke suggests that patients with post-operative AF should 

be considered for a short course of anticoagulation. Post-operative AF as a predictor of 

post-operative stroke has been debated within the literature. In a study of 2972 cardiac 

surgery patients, Hogue et al. found that post~operative AF had no impact in 

postoperative stroke rate unless il was accompanied by low cardiac output syndrome, 

with a resultant OR of 1.7 (l.0-2.9)(6). Creswell et al., on the other hand, found that post 

operative AF was associated with an increased incidence of postoperative stroke (3.3% 

versus 1.4%, p<0.0005) in their study of 4,507 adult patients ( 4). Most recently, Tarakji 

et al. in a prospective cohort study of 45,432 CABG patients found that post-operative 

AF did not increase the risk of post-operative stroke but actually lowered it(9). The 

authors suggest that this is the result of an aggressive anticoagulation strategy that is 

followed at the single center where the patients were recruited. The current study adds 

over 100,000 patients to this literature: with 18, 046 ( 18.2%) developing post-operative 

AF in whom there is strong signal that this arrhythmia is associated with an increased 
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early stroke risk. Prospective studies are needed to define the use of antithrombotics in 

lhcse patients. 

The CHADS2 score is a validated clinical prediction rule for stroke risk in non

rheumatic AF (21) who were not prescribed warfarin and now is used to guide when 

antithrombotic therapy in AF patients. Figure 1 highlights that the CHADS2 score is an 

important predictor of stroke or death even in the absence of any known AF, with a RR of 

3.5 for CHADS22:3 versus CHADS2=0,1(22). This finding extends the findings of Welles 

et al. who demonstrated the CHADS2 score predicts ischemic stroke in the absence of 

AF(22) This raises the question of stroke source in the non-AF patients: is the elevated 

CHADS2 score a marker of vascular disease and the strokes are all thrombotic, or are 

these patients having occult AF and resultant embolic events? lt is likely that what we are 

observing is a combination of the both. A prospective observational study of cardiac 

surgery patients that closely tracks these events is needed to determine the relative 

frequencies of stroke subtypes and assist in planned therapies to reduce the stroke risk. 

Possible therapeutic approaches to be examined include optimization of antihypertensive 

therapy, optimization of antithrombotic therapy, and intraoperative strategies such as left 

atrial appendage occlusion. 

Limitations 

This study has several limitations. First, the history of hypertension and AF were 

110t validated within the CCN database. We used the approach of administrative claims 

data to identify rates of hypertension in a large population living in a single-payer health 

care system, which has been validated(23 ). To our knowledge, as yet this has not been 
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validated for AF. However, the authors asse1i that coding for AF would be very specific 

and thus be accurately captured within this population. Furthermore, our method of 

looking back 10 years for ICD 9 or 10 codes for these diagnoses did yield incidences that 

one would expect to see in this population. Other variables, such as smoking status, were 

not available. Second, intra-operative variables such as cardiopulmonary bypass time, 

cross clamp time and on pump versus off pump procedures were not captured. This does 

not allow f<.)r the interpretation of the iniluence of intra-operative variables on the rate of 

stroke. Third, the incidence of post-operative AF is likely under-captured within the 

dataset. However, it is likely that this dataset captured the postoperative AF that is 

clinically significant and prolonged. Fourth, the dataset contained no information on post

operative anticoagulation use, in-hospital or on discharge. Fifth, the timing of the in

hospital postoperative strokes was not available. The precise timing of postoperative 

stroke related to the onset and duration of the postoperative AF would better elucidate the 

causal relationship between these two disease entities. To further investigate this 

relationship a prospective cohort study would be optimal. Finally, loss to follow up was 

not available; however the loss to follow up would be limited to those people who left the 

province of Ontario, which occurs at less than I %(24). 

( '<111c!usions 

l'alicnts undergoing cardiac surgery are at significant risk of stroke, both peri-operatively 

and in the ensuing 2 years. The predictors of stroke are similar for these two time periods 

and include previous stroke, peripheral vascular disease, and advanced age. New onset 

postoperative AF, however, predicts early but not late stroke and thus, early initiation of a 
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short course of anticoagulation should be considered, particularly in the presence of 

elevated CHADS2 score. Finally, elevated CHADS2 score also predicts for increased risk 

of stroke or death in patients with AF and in patients without. Patients with elevated 

CHADS2 score should be a focus for preventive strategies in future research irrespective 

of heaii rhythm. 
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Table 1: Baseline Characteristics of Patients (n= 108,722) by History of Atrial Fibrillation 
and by New Post-Operative Atrial Fibrillation 

VARIABLE History of AF No AF* 
No History of New Post-

AF operative AF 
·-------------+---------+----
- N=9,574_ Ne:99,1~---+-___;_N_;_=_18,046 N=81,102-

. Patient Demographic~----t----=-=--:-:----1---::--:-c::cc:---+------+-------I 
l---><--------6 __ 5 __________ , ____ ~--- 72.7%_--t-----------+----6~8-'-.1~~~0--1---=.:..::....:..:. __ , 

35.7% 26.4% i-'----:.:.c_:.:.:.:..: ______ , _____ +--------i--·-.::::..::..:=-:..;;c__.._l-----=-::...:..:~::...__-~---=-:.~~---1 
Risk Factors ---·---·---·-+---· .. -------_.;f---- -----------t------1 

_Congestive Heart Failure 
Creatinine 
· Stroke/Transientlschemic 
Attack --···----- ---
Cerebrovascular Disease 

___ 1 _8._2.c.._% __ 1---_.cc2.::..3:..:c.9...:..%;;____-1--_ 17. 0_%_---l 
93.75 ± 32.43 91.66 ± 25.37 92.41 ± 22.82 91.50 ± 25.91 ---------------------+----,;:__::_ _____ _ 

7.4% 3.6% 4.6% ------- -------f----------------1--------'-.c.._---l 
16.9% 10.3% 12.5% 9.7% 
27.9% 30.2% 29.3% 30.4% 

t .. .:.... ........... ---··-·----·-·-----·---+-------------jl-----------+------------1 
1 1.0% 1.1% 

33.7% 35.4% 33.3% 
·---+-------! 

____ 1_9'-.7--'-~_;__o ____ 1§1.9% _ _ ___ 19. 7% 

23.0% 22.7% 23.1% .... -,,---------·------------T-------+-------+--------
51.8% 49.6% 48.3% 49.9% _______ , _______ _ 

3.3% 3.5% 3.2% 1---····-····"-'-~--'~-------···---+---------1-------"-.:...C...:.---------------l 

--~-6%__ ~Qf<:...._ __ ~----~~..:...:c~.::..........--f------;_;:;_:..;._:__~----1 

1----------=-----·---·-···--·---------- ---~------1 ___ :...::_ ___ ± ____ 1_ ,. __ 1_.:..7_1---....:..1.;.c... 03_ ± 1..;... 0_2_-!-----'---·-'---1-----0;__. 9....:..9 __ ±.;_1.....c·....:..0...:..1---1 
.... - .............. _, _______ ___,__ ---·----'-- -----~ 

79.6% 71.0% 81.5% ----------1---.:.....C.:~-----+---..:..:...:..::...:...:___---1 
14.8% 10.4% 1 .2% 
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Table 2: Multivariable predictors of stroke by time period for all patients 

Variable 
---~-------.---:-.----,-------~ 

Early Stroke* Late Stroke'1l All Stroke 
1------------------·-··----..-0._R~(9_5_% (2!J HR 95% Cl HR 95% Cl 

2.1 (1.9-2.3 1.7 1.6-1.9) 1.9 1.7-2.0 
r-P __ r_e_v_i_ou_s __ C_V_A_o_r_ T ____ I_A ________ -t--c-2. __ 0 JJ_.7-2~)__ 2.1 (1.8-2.1L 2.0 1.8-2.2 

sis _1.9 (1.4-2.5) __!1.J0.8-1.6) 1.5 (1.2 .. 1.9) 
Peripheral vascular disease 1.~(1.4-1.7 1.5 (1.4-1.7 1 J?JJA-1. 7 
Post-o_perativeAF____ 1.5 1.3-1.&L_ l_0(0.9-1.1} 1.2 1.1:1.:.fil.. 
Valvet ·---·-··-- _1.4 (1.2-1.7) ·1.5 1.3-1.7 1.5 1.4-1,7 
CABG and Valvet --+_1._7 j1.6-2.3} 1.6 (1.4-1J3-L_ 1.7 1.6-_1.9) 
Congestive heart failure 1.3 1.2-1.5 1.1 1.0-1.2 1.2 1.1-1.3 
Diabetes ____________ 1]J.:!_.1-1.4) .1l._(1.2-1.5)_ ·1.3 (1.2-1.4) 

_t!~rtension ----··-- 1.2 1.1-1.3) 1.4 1.2-1.5 1.3 1.2-1.3 
LeftmaindisE:_~~--------- 1.2 1.1-1.4 1.0 0.9-1.1) 1.2 1.1-1.3 
1-1,c:1rnr11ofAF 1.2 1.0-1.4) 1.4 1.2-1.6 1.3 1.2-1.4 

.1:1_(1.0-1.Zl__ 1.3 1.2-1.4) 1.2 1.1-1.3)_ 
1----------···---···-··--·-r 
1....::::..: . ...:..L:-..:..=:..=..:.:..:c:..:._ ... ___ . __ _-1._1J(.:!_.0-1.2l ___ 1.111.1-1% 1.2 i1 .1-1.6 
*Stroke occurring during surgical admission 
i!Stroke occurring between discharge from surgical admission to 2 years post
operative 
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July 9, 2014 

Dr, Michetel PetraceR 
Chrnrman, Department of Cordiac Surgery 
\Joncl")rbilt Medical Cenh~r East 
:iut!e ~'>025, 1215 ,-. 21'

1 Avenu.:1 Sour.Ii 
Nosh1Jille, TN 37232 

Hodt:ricl{ :VlncArthur, MH. l\'lSc, FRCSC/Cl 

,\,;,w:i;11L' ( 'linkal l'rnl,:,,,or, ( 'ardio\H,cular "urgen & Tlm,:acie Surl(en 
I )i\ isi1lll of ( 'ardiac Sur~,er~ 

lht, letter serves cts o reference .for Or, Matthew Danter. Dr. Danter was a re~ident in excellent standing 
with111 our Cordiac Surgery Trnining Progrom fro1 n July, 2003 - June, :iom, Dr. Dcmter wm extremely reliable 
ond hardworl:iing throughout hi5 tn:,irnn<;J at the Mozanl'.?owsl<i Alberta Hectrt Institute. He managed to 
develop into u ,trong clinical cardiac surgeon with (ldditionol expertise in Heart & Lung Transplantation. In 
addition to the expected rotational and routine cardiac surge1y responsibilities, Dr. Danter participated in our 
Thorocic Tronsplcmt; Pro~1rc1rn durinq th0 entire seven years of Im tralning, He was the primary surgeon in 25 
~wort retrievals, 15 hearl:ilunq rdrievals and 15 i~olated lung retrievals during his training. This does not 
induck• t:he numerous co~e:; where he parl:idpated m the first rmistant ln either o lecwning or teaching 
wpor:ity. Dr. Danter hm extensi,Je <,xperience in thoracic trcmsplantation and hc:is rny full recommendation as 
o ,t ronq oddltion to your sur9ical 9roup ot the \/anderbilt 

\ trust thC!t this information is helpful in your <.1ssessmenl: of Dr. Matthew Donter and please do not hesitate to 
( ont:oct me tor further information. 

Kindest re9ctrds, 

' ' \ 
Dr, Rod.;rih:R !IAcicArtlfor. MD, FRCS(C) 
r~tvl/J../11111 
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VANDERBILT UNIVERSITY 

April 9, 2014 

Matthew R. Danler, M.D., F.R.C.S. 
lJnit 4, 97 Sunvale Place 
Stoney Creek, Ontmfo 
L8E4Z7 

CONii'll)ltN'rIAL 

Dear Dr. Danter: 

MEDICAL CENTER 

Departme/lt of Cardiac Surgery 
Vanderbilt Heal't ,111d Vtrsct1/ar lllstit11te 

I enjoyed meeting with you at Vanderbilt and talking with you over the past several months and 
discussing our mutual interest in building wor.ld-class ventricular assist device (V AD) and heart 
transplant programs hem at Vanderbilt. The leadership at Vanderbilt shares with me a high level 
of enthusiasm over your recruitment.lo the Cat·diac Surgery Faculty. We are delighted to offer 
you a position with the Department of Cardiac Surgery within the Section of Surgical Sciences 
and the Vanderbilt University School of Medicine. Nothing in this letter is intended to override 
lhe terms of your employment as established by the By-laws of the Vanderbilt Medical Group 
(VMG), the Medical Staff by-laws of Vanderbilt University Hospital (VUH), any other hospital 
owned by 01· affiliated with the Vanderbilt University Medical Center (VUMC), or the 
Vanderbilt University Faculty Manual (http://vanderbilt.edu/foculty-manuajj). 

Appointment Tenns 

You will be reconunended for appointment for an initial term of one ( l) year beginning May 15, 
2014. The term of your employment will be commensurate with Lhe term of y01.ll' faculty 
appointment. .In the event you elect not to continue your employment for any reason, you must 
provide written notice not less than 4 months before the requested date upon which your 
employment/faculty appointment will conclude.· 

You will be recommended for appointment as an Instrnctor of Cardiac Surgery and V AD 
Transplant Fellow. Your appojntment will be in the Department of Ca1'diac Surgery within the 
Section of Surgical Sciences under the direction of Michael Petracek, M.D. 

Your faculty appoint1nent, including youl' titl.e and the term of appointment, is subject to 
approval by the appropriate School of Medicine committees and the Dean of the School of 
Medicine. Your employment in the Department of Cardiac Surgery and as a member of the 
Vanderbilt. Medical Group (VMG) is contingent upon your maintaining this appointment in good 
standing at all times. Copies of lhe Delineation of Privileges in Cardiac Surgery are attached. 
Dming the term of your employment, you will be subject to the terms of the Vanderbilt Faculty 
Manual and other applicable University and VUMC policies and procedures. You also will be 
subject to the by~laws of the VMG fmd lhe VUMC Medic~1l Staff By··laws rules and regulations. 
As a University employee, you will also be su~ject to all applicable University policies) as they 
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11,·1ay exist from time to time: including without limitation the Conflict of Interest Policy, 
s,ta~1da~·ds of Conduct, the Policy on Technology and Literary and Artistic Works, the Polio 
C1mdelmes fo1: Sponsored Research, each of which is contained in the Faculty Manu:Z 
(h!u;>://vander!)dt.edu/fac1ili):'.-manualD. Your acceptance of this offe1· will affirm that you have 
reviewed and agreed to be bound by these policies. 

Cretle11tiali11g mul Llcemmre 

As an Instructor and Clinical. Fellow, we will apply for a licensure exemption with the Tennessee 
Medical Licensing Board (as is customary for residents and clinical follows) when you have 
accepted and 1·eceived your faculty appointment. During yom· first year as u Clinical Fellow you 
will not be able lo function as an independent billing provider and will not be a member of the 
Vanderbilt Medical Group (VMG). As soon as you have completed your first year, and provided 
all requirements for full and unrestricted medical licensure, DEA registration, and medical staff 
credentials and clinical privileges are fulfilled, we will request your medical staff appointment. 
This will require your timely completion and cooperation in processing the relevant forms and 
applications. It takes approximately t 20 days after the requests are submitted before you 
become fully credentialed. In addition, as a compensated faculty member who will provide 
patient care servicesi you must also be a membel' of the VMG, which requires yon to enter into a 

· member practice agreement. We will also request this privilege as soon as you have completed 
your first year of employment. Your continued employment is subject to your maintaining and 
keeping current and in good standing all necessary clinical practice privileges, Hcensme 
cxemption 1 and DEA requirements. 

Prior to commencement of yo1.1r employment, you will be required to provide proof of U.S. , 
citi:zenship, permanent resident status, or documentation of a valid visa that permits your 
employment at Vanderbilt. Maintenance of appropriate work authorization is required as a 
condition of your continued employment at Vanderbilt. We commit to covering the financial 
costs associated with your Visa application and have the necessary resources to assist you in 
submitting the appropriate documents necessary to complete and expedite this process. 

Jn addition to review and approval by the appropriate academic bodies, yom clinical fellowship 
and faculty appointment will be contingent upon yout· meeting Vande1·bilt's requirements for and 
upon Vanderbilt's decision that the rnsults of a mandatory pre-employment. background check 
arc acceptable. This pre-employment background check is required by Vanderbilt for all 
prospective faculty members. This will be performed at no expense to you, and the results will 
be reviewed only by those persons specified under Vanderbilt's policy governing pre~ 
employment background testing for pmspective faculty. Should you accept this offer of 
employment, you will be provided specific instructions on how to proceed with this mandntory 
background check. Failure to si1bmit to this background check may result in rescission of your 
offor in accordance with applicable Vanderbilt policies. 

Clinical Responsibilities 

As un Instructor and Fellow in our Cardiac Surgery Department, yom primary l'esponsibility is to 
partu~r with Dr. Simon Maltais, Surgical Director of the Heart Transplantation and VAD 
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Progrnrns in growing these programs and maintaining excellent clinical otJtcomes y 'll 
' ·t' ' l· ' I l . ' ' . OU WI 

J)dt 1c1pa e 111 t 1e se ectton of patients for these procedul'es and assist in the preoperative iutra-
:1pernt1ve, a~~ th~ po~topcra:ive. care of the trnnsplant/V AD patients. Othel' responsibilities 
melud~ parhc1pat10n 111 quahty improvement efforts, contracting activities, cost effectiveness 
analysis and outreach efforts for the Heart Transplantation and V AD Progmms. you will also 
perform organ procurement. 

We support yom participation in VAD and Heal't Trnnsplant clinical trials and participation in 
ongoing development of the V AD database. 

Whh your unique interest in cardiac lead extraction, we would like you to organize and help 
build, in collaboration with our Electrnphysiology Faculty, a lead extraction program for high~ 
risk patients based on the standardization of complex hybrid procedures and establishment of 
safety protocols at Vanderbilt University Medical Center under our faculty supervision. 

We supporl your 1nvolve1nent in om percutaneous and trnnsapical valve program under the 
supervision of Dr. Steve Ball. 

We anticipate that you will shnre general on call duties with our cardiac surgeons for general 
cardiac surgery as well as tmnsplant call, including donor and recipient operations. Naturnlly, 
you will be invited to participate in, and co~author subsequent publications and national 
presentations, as appropriate. 

Full participation in education and clinical activities of the Department is expected. These 
activities include, bnt are not limited to, Grand Rounds, Valve Conference, Journal Club, and M 
& M. We expect each faculty membe1· to be committed to the Residency Education program in 
Thoracic Surgery as well as to teaching General Surgery residents and medical students rotating 
on service. 

Compe11,w1tion an</ Benefits 

ln consideration o.f the satisfactory performance of youl' professional and other responsibilities 
and satisfactory discharge of yom· administrative duties, your salary during the initial term of 
yom faculty appointment will be 11 a J Among other cdteda, this methodology will be 
determined in accordance with all applicable regulatory requirements. In no event shall 
compensation include any payment of Accounts Receivable upon or following the departure of a 
Participating Membel' from Hm VMG or from Vanderbilt. Your compensation will be paid in 
accordance with standard Vanderbilt Medical Center payroll procedures and will be subject to all 
applicable withholdings. 

Ben<4fits 

As a ful!Mtime faculty member, you will be eligible to participate in the Vanderbilt benefits 
package. These benefits cmrently include health insurance, life insurance, accidental death and 
dismemberment insurance, tetitement benefits and tuition benefits for college~bound dependents. 
The University retains the right to modify or rescind any portion of the benefits package in effect 
at any time. You will be eligible for benefits according to 1he terms of applicable plans as they 
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may .exi~t fro1!1 time to time. If you have any benefit questions that you wish to discuss while 
cons1dermg tlus offer, YOll may contact the Vanderbilt Benefits Office for further information. 

Professional Liability lovemge 

Your professional liability coverage will be provided through the Vanderbilt Office of Risk and 
Insurance Management during the term of your Vanderbilt employment. If you have been 
engaged in medical practice for compensation outside of ancl/or subseq1.1ent to completing your 
formal training, you will be expected to provide, at no cost to Vanderbilt, evidence of tail 
coverage acceptable to Vanderbilt with regard to any medical practice activities over the past 
llu'ee years. 

Time AWll)' 

As a Clinical Fellow, you wiH be allowed 120 hours of vacation time at the beginning of your 
appointment period. Vacation must be used within the appointment period and will not carry 
over to the next appointment period. 

Requests for time off must be submitted at least three months in advance so coverage of clinical 
duties is assured. Requests are on a first come, first serve basis unless a compelling reason is 
provided. It is the Chairnum}s responsibility to ensure that the clinical requirements for the 
service are always met; therefore the Chairman resct·vcs the right to refuse time off based on 
coverage of clinical duties. 

Co1ifldentiality 

Unless otherwise required by law, you shall not, without obtaining the prior written consent of 
the Chairman of the Section of Surgical Sciences, disclose information related to the business 
affairs, strategies, or operations Qf the Section of Surgi~al Sciences. 

Tenn mu/ Tel'mlnat/011 

As mentioned above> your initial tenn of vmployment will commence May 15, 2014 and end 
May 14, 2015. The offer described in this letter is subject to and made in reliance on the 
accuracy and completeness of information you have provided regarding your prior education> 
training, and employment history and medical staff history. If you agrne with the terms of this 
offer, please sign below and return the signed o~fer by April 16, 2014. Thi~ of~er is with~lrawn 
and is no longer valid after that date. If you modify the terms of the offer, th1s will be considered 
a counteroffer that the Department may accept or decline in writing at its sole discretion. 
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,Smnmm:v 

Matt, if you have any questions about this offer, please contact me as soon as IJossible. I am 
very enthusiastic about your recruitment to Vanderbilt. If I can answer any questions, please 
call me anytime. 

With wannest personal reg«rds, 

Michael R. Petracek, M.D. 
Professor of Clinical Cardiac Smgery 
Chairman 
Dcpartrnent of Cardiac Surgery 

i~/ 
J. C. Foshee Distinguished Professor and Chairman 
Se~tion of Surgical Sciences 

Plense indicate your acceptance of this offer by signing and dating this letter and returning to us 
.1 to later than Apri I. l)i', 2014. 

u,,, 
Accepted: 

11·~ - --·1 M~ ~D 6\~ - --- -------+~- --
Ma1t few K Danter, M.D. Date 
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New Mexico Medical Board 
2055 S. Pacheco, Building 400 

Santa Fe, NM 87505 
505-4 76-7220 fax 505-476-7237 

(loll free within New Mexico 800-945-5845) 

Licensee 

Business a<ldress 

Bus in e::rn a <l dress 

General Information 
Matthew Dantcr License Type Medical Doctor 

12L5 21sl Ave Soulh License Number MD2014-0603 

License Status Active 

Brn; in cs s city stale zip Nash v illc TN 37232 License Date 06/27/2014 

Business phone 615-343-9195 **License Expires 07/01/2016 

* The Board docs not verify current specialties. For more information please sec the American 

Hoard ofMcdical Specialties website at: www.ab111li.,QJ:g to determine if the physician has earned 
a s pccialty cmtification fi·om th is priv titc agency. 

** A New Mexico med ind liccm;c thal has not been renewed by July I ofthe renewal year will 
remain temporarily active with n:spcct to medical practice until September 30 of the renewal year 
at which time, the status will be changed to lapsc<l.A lapsed license is not valid for practice in 

New Mexico. 

PUBLIC ACTIONS:None 
(while licensed in New Mexico) 
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VANDERHIJ;r UNIVERSITY.,,. School of Medicine 

July 1, 2014 

Matthew R. Dantei:, M.D., F.R.C.S. 
Unit 4> 97 Sunvale Place 
Stoney Creek, Ontario 
L8E4Z7 

CONI?IDENTIAL 

Dear Dr. Danter: 

John G. Byrne, M.D. 
William S. Stoney Professor and Chairman 

Depal'lment of Cardiac Surgery 

Professor of Med/due in Gtrdlology 

We are pleased to extend an offer to you to join the Department of Cm·diac Smgery, within the 
Section of S1lt'gical Sciences and the School of Medicine at Vanderoilt University. This offer 
letter supersedes and cancels the offer letter dated November 21, 2013. This letter sets forth the 
terms, which we have agreed will govern your employment and your income with the Trustees of 
Vanderbilt University during the initial appointment term. Nothing in this letter is intended to 
override the terms of your employment as eslablished by the By"laws of the Vanderbilt Medical 
Group (VMG), the Medical Staff by-laws of Vanderbilt University Hospital (VUH), any other 
hospital owned by or affiliated with the Vanderbilt University·Medical Center (VUMC), or the 
V ~nderbill University Faculty Manual@v://vanderbilt.edu/faculty~manual/}. 

Appointment Terms 

You will be recommended for appointment for an initial term of three (3) years beghming July 1, 
20 l 5. The term of your employment will be commensurnte with the term of your faculty 
appointn1ent. Your faculty appointment may be renewed at the discxetion of the Department 
Chair and Dean. Procedures for renewal are set forth in the Vanderbilt Faculty Manual 
(http;//vanderbilt.e<l\.1/faculty-m~nual/). In the event you elect not to continue your employment 
for any reason, yon must provide wdtten notice not less than 4 months before the requested date 
upon which your employment/faculty appointment will conclude. 

You will be reconunended for appointment as an Assistant Professor of Cardiac Surgery to the 
full-time faculty 011 the clinician educator track. Your appointment will be in the Department of 
Cardiac Surgery within the Section of Surgical Sciences under the direction of Dr. Michael 
Petracek. 

Your faculty appointment, including your title und the term of appointment, is subject to 
approval by the appropriate School of Medicine conunittees and the Dean of the School of 
Medicine, Your employment in the Department of Cardiac Surgery and as a member of the 
Vanderbilt Medical Group (VMG) is contingent upon your maintaining this appointment in good 
standing at all times. 

VANDRRBll:r UNIVURSlTY 

Medical Center East, North Tower 
ru5 LlS1' Avenue South, Suite 50:1.5 
Nashville, Tennessee 371.3:1.-880;,, 

john, 
tel Gt i 
fox 6 1 
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During the term of you~· employt?ent, you will be subject to the terms of the Vanderbilt FacuJo, 
Afa~nwl and other apphcable Umversity and VUMC policies and procedures. You will also be 
~ubJect t~ the by-hrn~s of the Van<l.erbil~ Medical Group and the _YUMC Medical Staff by~laws 
,md_ ~ules & Regulation~. ~s a ~mversi:y employee, you are subJect to all applicable University 
pohc1es> as they may exist from tune to tnne, including without limitation the Conflict of Interest 
Policy, Standards of Conduct> the Policy on Technology and Literary and Artistic Works and the 
Policy Guidelines for Sponsored Research, each of which is contained in the Facutt/ Manual 
(http://vanderbilt.edn/facul1y~numtm1L}. Your acceptance of this offer will affirm that you have 
reviewed and agree to be bound by these policies. 

CredentlaUng am! Licensure 

Your medical staff appointment cannot be finalized until all requirements for medical licensure, 
DEA registration and medical staff credentials and clinical privileges al'e fulfilled. This will 
require your timely completion and cooperation in processing the relevant forms and 
applications. It is expected that you will complete and submit all relevant forms not later than 
120 clays before beginning your faculty appointment and employment. As a compensated faculty 
member who will provide patient care services, you must also be a member of the Vanderbilt 
Medical Group (VMG), which requires you to enter hlto a member practice agl'eement. Y om· 
employment and your salary and benefits will not commence until these medical staff and VMG 
appointments have been made and all relevant licensme for practice has been completed. Your 
continued employment is subject to your maintaining and keeping current all licensme and DEA 
requirements and remaining eligible to participate as a Medicare provider. 

Prior to conummcement of your employment, you will be required to provide proof of U.S. 
citizenship, permanent resident status, or documentation of a valid visa that permits your 
employment at Vanderbilt. Maintenance of appropriate work authorization is required as a 
condition of your continued employment ut Vanderbilt. 

In addition to review and approval by the appropriate academic bodies, your faculty appointment 
will be contingent upon your meeting Vandcl·bilt's rcqi.drements for and upon Vanderbilt's 
decision that the results of a mandatory pre~cmployment background check are acceptable. This 
pre~employment background check is required by Vanderbilt for all prospective faculty 
members. This will be perfmmed at no expense to you> and the results will be reviewed only by 
those persons specified under Vanderbilt's policy governing preuemployment background testing 
for prospective faculty. Should you accept this offer of employment, you will be provided 
specific instructions on how to proceed with this mandatory background check. Failure to 
submit to ihis background check may result in rescission of your offer in accordance with 
applioabk) Vanderbilt policies, 

Clinical Re~pousibllities 

As an Assistant Professor in our Cardiac Surgery Department, your primary responsibility is to 
partner with Dr. Simon Malt~tis, Surgical Director of the Heart Transplantation and V AD 
Programs in grnwing these programs and maintaining excellent clinical outcomes. You will 
participate in the selection of patients for these procedures and assist in the preoperative, intru
operativc, and the postoperative care of the transplant!V AD patients. Other responsibilities 
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inclu<l:~ participation in quality improvement efforts, contracting activities, cost effective11ess 
anal7~rn a.nd o~treach efforts for the Hearl Transplantation and VAD Programs. We support your 
part1c1pat1011 m V AD and Heart Transplant clinical trials and participation in ongoing 
development of the VAD database. 

W~th ~our unique ~ntere~t in cardiac lead e~traction, we would like you to organize and help 
~mid, 11: collaborat10n with our Ele~tr~phys1?logy Faculty, ~ lead extraction program for high~ 
nsk patients based on the standardization of complex hybnd procedures and establishment of 
safoty protocols at Vanderbilt University Medical Center. We suppo1t your inclu·sion in 
developing and improving our percutaneous and transapical valve program. 

With your Master's Degree in epidemiology, we would like you to foster a collaboration with 
Dr. Thomas Wang, Chief of Cardiovascular Medicine in academic research. This is a unique 
opportunity to create and promote collaboration with our cardiology department and increase our 
clinical research in the Department of Cardiac Surgery. We suppott protected research time as 
long as our clinical coverage can meet this need. 

We anticipate that you will share general on call duties with other cardiac surgeons for general 
cardiac surgery as· well as trnnsplant call, including donor and recipient operations. Furthel'm.ote, 
we anticipate your f·ull participation in our patient registry. Naturally, you will be invited to 
participate in, and co-author subsequent publications and national presentations, as appropriate. 

Full participation in education and clinical. activities of the Department is expected. These 
activities include, but are not limited fo, Grand Rounds, Valve Conference, Journal Club, and M 
&. M. We expect each faculty member to be committed to the Residency Education program in 
Thorade Sul'gery as well <ls to teaching General Surgery residents and medical students rotating 
on service. All members of the Departmental faculty who provide patient care services must also 
accumulatc at least 40 hours of continuing medical education credit each year fol' reappointment, 
which minhimm is subject to increase at the discretion of the Department Chair. You must keep 
a record of CME hours and report them to the Department Chait as a condition of your 
employment and reappointment 

Compensation 

Tn consideration of the satisfactory performance of yot1r professional and other responsibilities · 
and satisfactory discharge of your administrative duties, your annual base salary during the initial 
term of your faculty appointment will be ·~ In addition to your compensation, the 
Department will pay you a one~time signing oonus of- The signing bonus will be paid 
to you upon receipt of the signed offer letter. This bon~~ not increase base salary. Because 
of the considerable length of time prior to ymu· start date and the unique circmns.tance of your 
fellowship, we will provide you with the foll signing bonus at the start of your fellowship. 

you will · also be eligible for additional compensation in compliance with the Department of 
Cardiac Surgery Physician Compensation plan. Among other criteria, this methodology will be 
determined in accordance with all applicable regulatory l'equirements. In no event shall 
compensation include any payment of Accounts Receivable upon or following the departore of a 
Participating Member from the VMG or from Vanderbilt. . 
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Your compensation will be paid in accordance with standard Vanderbilt Medical Center payroll 
procedures and will be subject to all applicable withholdings. 

Benefits 

As a full~thne faculty member, you will be eligible to participate in the Vanderbilt benefits 
package. These benefits currently include health insurance, life insurance, accidental death and 
dismemberment insurance, retirement benefits and tuition benefits for college~bound dependents. 
The University retains the right to modify 01· rescind any portion of the benefits package in effect 
at any time. You will be eligible for benefits according to the terms of applicable plans as they 
may exist from time to time. If you have any benefit questions that you wish to discuss while 
consideting this offer, you may 9cmtact the Vanderbilt Benefits Office for f\uthe1· information. 

Reloc<ttion Expeuses 

Th.De · ment will also pay your reasonable, documented moving expenses up to a mmdnmm 
of You are expected to obtain estimates from movers, and accept the lowest reasonable 
hie( opies of estimates and reasonably detailed invoices must be submitted to the Department in 
order to obtain reimbursement. Alternatively, you may use a Vanderbilt preferred vendor and we 
will coordinate this with you if you prefer. Relocation expenses must be reported as taj{able 
income to you in accordance with applicable law. Again, because of the considerable length of 
time pri.or to your start date and the unique cfrcumstance of your fellowship, we will provide you 
1.vith moving expenses at the start of your fellowship. 

Cost Recove,y 

In the event that you vvithdrnw this agreement or are terminated by Vanderbilt before foly 1, 
2015, you will be expected to repay Vanderbilt the full amount of the sign-on bonus and moving 
expenses paid to yon. 

Time Awfly 

Faculty ·members in the Section receive 22. vacation days annually, M well as the standard 
holid,iys. Vacation time cmmot be accrued from fiscal year to fiscal year. The goal is for faculty 
members to be able to take sufficient vacation and tfme away to accomplish those personal 
things they need to accomplish on an annual basis, as well as to refresh and rejuvenate 
themselves. 

Requests :for time off must bo submitted at least three months in advance so coverage of clinical 
duties is assured. Requests are on a first come, first serve basis unless a compelling reason is 
provided .. It is the Chairman's responsibility to ensure that the clinical requirements for the 
service are always mel; therefore the Chairman reserves lhe right to refuse time off based on 
coverage of clinical duties. 
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Professional Liability Coverage 

Your professional liability coverage will be provided through the Vanderbilt Office of Risk and 
f nsurnnce Management during the lerm of your Vanderbilt employment. If you have been 
~n~aged _h~ r;iedical pra?tice for compensation ~utside of and/or subsequent. to completing your 
founal trnmmg, you wdl be expected to provide, at no cost to Vanderbilt> evidence of tail 
coverage acceptable to Vanderbilt with regard to any medical practice activities over the past 
three years. 

Non-Compete 

During the period of your employment by Vanderbilt and for a period of two (2) years following: 
(i) any early termination of such employment by you for convenience; (ii) any non~renewal of 
your continued employment by Vanderbilt for cause; 01· (iii) early termination by Vanderbilt for 
your breach, you will not, without the prior written consent of the Chair of the Depat·hne11t and 
the Chief Medical Officer of the Vanderbilt Medical Group, practice medicine, maintain an 
office for the practice of medicirn.\ or otherwise engage in any business or activity that competes, 
directly or indirectly, vl'ith the medical services in which Vanderbilt engages within an area 
defined, at Vanderbilt's sole discretion, to be comprised of Davidson, Williamson, Wilson, 
Sumner, and Rutherford counties or the portions of any other county within a ten (10) mile 
radius of your primary office location. This non•compete applies solely to tl1e practice of 
cardiac surgery. 

Nou-solicltation of Employees 

By your ucceptan.ce of this oiler, you hereby covenant and agree that you shall not, following 
any termination of your employment, induce or attempt to influence any employee or 
independent contractor of Vanderbilt or its affiliates to terminate his/her relationship with 
Vanderbilt or its affiliates or to enter into an employment or other contractual relationship with 
you or an entity affiliated with you> or solicit any person or entity having a patient service 
contractual arrangement with Vanderbilt or its affiliates for the purpose of soliciting any then 
eurrent patients of Vanderbilt or its affiliates. 

No11-l11te1.fere11ce 

You hereby covenant and agree that ymi shall not, following any termination of your 
employment, induce or attempt to inlluence any hospita! or heal?1 ca:·e facility or p~1ysici~n, 
medical professional~ or other individual with a referrn1g relat1011slup to Vanderbtlt or its 
affiliate::: to terminate such a relationship. 
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Co11jidentiafity 

Unless otherwise required by law, you shall not, without obtaining the prior written consent of 
the Chairman of the Section of Surgical Sciences, disclose information related to the business 
affairs, strategies, or operations of the Section of Surgical Sciences. 

Term mul Termiualion 

A.s mentioned above, your initial term of employment will commence July 1, 2015 and end June 
30, 2018. 

The offer described in this letter is subject to and made in reliance on the accuracy and 
completeness of information you have provided regarding .your prior education, training> and 
employment history and medical staff history. If you agree with the terms of this offer, please 
sign below and return the signed offer by July 7, 2014. This offer is withdrawn and is no longer 
valid after that date. If you modify the terms of the offer, this will be considered a counteroffer 
thut the Department may accept or decline in writing at its sole discl'etion. 

Swmna1:,1 

Matt, If you have any questions about this offer, please contact me as soon as possible. I am 
very enthusiastic about your recrnitmcnt to Vm1derbilt. If I can answer any questions, please 
call me anytime, 

With warmest personal regards, 

.A~- &v .. ,.~_z_~---~---·---··----~~·~··~i~--
M1chae1 R Petracek, M.D. 
Pro fossor of Clinical Cardiac Surgery 
lnterim Chairman 
Department of Cardiac Surget·y Q_ 

!l_CJ---?_~--/--- -
R n/iTef&auchrunp> M.D., F.A.C.S. 
J.C. Foshee Distinguished Professor of Surgery 
Chair, Section of Surgical Sciences 
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I accept this offer as outlined above and agree that it represents the entire agreement of the 
parties with respect to my employment and supersedes all prior agreements, whether written or 
oral. 

Accepted: 

__ ,dA ~-----··----
MatthtJ')~el\ M.D., F.R.C.S. 
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VANDERBILT UN IVE RS I TY 

April l l , 20 l 4 

l18 Dcpnrtmenl of Homeland Security 
Citizenship and Immigration Services ' 

RF: [ I-1 B Petition, Matthew R. Dante1·, M.D. 

MEDICAL CENTER 

De/1a1·tme111 of Cardiac Surwiry 
V11mlerbi/1 H<1<1rt 1111d Vasc11lar lustitllle 

l am writing ln support of an L 11 B Visa for Mutthew R. Danter MD, FRCSC. 

I am lhe Professor and Chairman of the Department of Cardiac Surgery at Vanderbilt University 
Me<lical Center, one of the leading [nstitutions in the field of cardiovascular medicine performing 

over 1,800 adult und pediatric cardiac surgery procedures a year. 1 am the Surgeon-in~Chief and 
Co--director of the Vnnderbilt fleart and Vascular Institute. My major field of intet·est in valve 

surgery and mitral valve surgery in the failing heart in particulat'. I have been a leader in the 
development or miniinally invasive techniques for mitrnl valve repair or replacement in hemt 
failure patients. I have directed numerous post~cloctornl educational programs 011 techniques fo1· 

vul vc surgery, 1 have authored ntHncrous peer reviewed scientific articles on cardiac surgery and 
related areas and have authored sevend book chapters in cardiac surgery texts including Cardiac 

Surgery in the Adult- the most rcforenocd text book in cardiac surgery today. I received my 
undergraduate dugrce from Baylor University and my medical degree from Johns Hopkins 
Mcdieal 8chool in 1971. I have been associated wilh Vanderbilt University for over thirty years 
during which l hHvc performed over 10,000 cmdiac smgical procedures . 

. As Chairman of the Department of Cardiac Surgel'y, I began recruitment for a surgeon to assist 
ou1· director or heart failure surgery and to work with our anhythmia surgical service. The transplant 
and ventricular assist device program is among the top five in the country for volume with the 
best one ycm· survival rate. Our advanced hemt failme research is internationally recognized and 

ls actively involved in numerous important innovations in eaediac surget·y. Our atThythmia 

!:>Crvicc is also very strong and is very active in developing new teclU1iqnes for lead extraction and 
hybrid approaches for treatment of utrial fibrillation. Finding a surgeon that is trained to do 

l Z l S 2 lst A venue South 
1v!cdical Center lfost, Suite S025 
Nashville, TN 372.32·8802 

wl 61.S .;Ai' flllilllllll 
fox 615. 
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both is very difficult and Dr. Danter wus highly recommended by several top surgeons in the US 
and Canada. During multiple rigorous interviews at Vanderbilt it became apparent that he wris 
the only candidate that wus lrained in both fields. In addition he has had a fellowship in 
percutaneous aortic valve replacement which is another of om major fields of interest. He also 
has a masters degree in curdiac epidemiology which will help us evaluate the long term benefit 
orthese procedures and establish which patients should have them. Ile is obviously the top 
cnndidatc for ow· position and the only one that will make a nu~jor difference in our heart failure 
and arrhythmia program at Vanderbilt. 

Dr. Dantcr' s expertise in the medic,i! and surgical management of end~slage hearl failure is 
extensive. He lurn shown an interest in this field throughout his residency and fellowship 
!raining. Alter completing his residency at the University ofAlbel'ta which is one of Canada;s 
largest transplant centers, he did a fellowship in heart failure and mechanical circulatol'y support 
l n Vancouver under the direction of Dr. Anson Cheung one of lhe leading physicians in that 
field. f fis significant research contributions include a systematic review of the efficacy of 
pulsalilc left vcnlrh.:ular assist devices which was presented at the University of Alberta. While 
at Vancouver he was able to eorrdate lhe cosl··effectiveness of the Impella letl ventricular assist 
device compared to cxtracorporcal membrunc oxygenation in patients with cardiogenic shock 
which has been accepted for publication. Ile also preformed independent cardiac organ 
procurement and transplant. 

Dr. Danlcr hm, al::;o published and presented n;scarch both nationally and internationally in other 
fields. lfo is the co-principle invcstigalor for a new sternal closmc technique that has been 
especially useitil for patients with healing problems. His extensive bench top scientific 
biomechanical analysis and analysis of device safety resulted in an ongoing randomized 
controlled ll'ial of the device in comparison to conventional stemal closure techniques. This 
significunl p<'lticnt bcncl1ting work was presented at the Canadian Cardiovascular Society 
Con l'i<;rcncc in 20 l l. One of his most important contributions outside of heart failure has been in 
anhylhmia surgery. Lca<l extraction has become a common problem and carries significant 
rnorbidity and rnortality. His research in laser lead cxtrnction resulted in the first laser lead 
cxfraction risk score that enables the physician to predict which patients are most likely to have 
an adverne clinicnl ouleome. This critical paper was one of the most .important pape1·s presented 
ul the 2012 Cardiostim Conference in Nico, Frnnce and is to be published in Circulation - one of 
our mos( prestigious journals. His work has earned him inlvrnational ree?gnition as a major 
contributor to the field of complex laser lead t:xlrnction and benefited u large number of patients. 
This i:-; of great lnlere~,t to us since our anhythmia department has a large laser lead extraction 
st.!rvicc and the :.:1ddition of his cxportiso would greatly improve our patient care. 



One or the Vanderbilt Heart rmd Vascular Institute's most important commitments is to the 
cducc1lion of its staff, medical students, and fi.tlure cardiovascular physicians. Dr. Danter has 
shown ,1 high level of knowledge in our specialty by rnnking in the 99111 percentile on the 
American Board of Thoracic in-training exam in adult and congenital surgery. He has been 
active and very dedicated to resident lrnining in his present position. He is completing a Musters 
or Seicnccs in clinica I epidemiology in adult cardiac surgery palienls. This will be of great value 
in evaluating the outcomes in Olli' patients and determining futme therapy at Vanderbilt. 

r n sunm1ary, Dr. Danter has a unique set of skills that we have been unable to find in any other 
candidate. He has shown extreme commitment to research and patient care in lhe fields of heart 
f'nilure; laser lead extraction, percutaneous aortic valve surgery, and education. He has shown 
ihe ability lo provide superb patient care whHc doing innovative and novel research that has 
provided great benefit to a large mnnber of patients. 

Bringing him lo Vandcrbill Univcrnity Medical Center will help us continue to develop new and 
innovative therapies that will be of grcai value to patients throughout the United States and 
c11able Vanderbilt to continue to be one of the premier institutions in the country. f therefore 
o ff'cr my uncomlitional support and appeal for the approval of this 0-1 petition. 

Sine ·et} -

.: ~ 
iv chne ·I . )ctrncck, M.D. 

P,ofossor and Chairman 
n~parlment of Cardiac Surgery 



f#J1NATOU '\VJILLIAM lll. J~'!US'1', M.l). 

ll. M. ~FJNA'l'l!l (illJO!S - 2007) 

1\.1.\.,IOlt.1.'I'Y I,l•lAl>JHt (2002 • 200'1) 

January 28, 2014 

lJ.S. Department of Homeland Security 
Citizenship and lmmigrntion Services 

Jk : O·· l Petition Lcttm\ Dr. Matthew R. Dantcr BSc (Hort) MD, li'RCSC 

Dear Sir/Madam: 

I )r, Matthew Dantcr is a talented and dedicated young surgeon, researcher and educator in the fields of 
cardiovascular surgery, laser lead ex.traction, transcathetcr valve implantation and advanced heart taihirc 
nu11rngemcnt, and L strongly support his petition for an Ott I Visa. l believe that he is exactly the type of 
physician-scientist that the USCIS should suppol't and permit to remain in the United States as Assistm1t 
Surgical Director or l lcmt Transplantation and Mechanical t\ssist Devices Prngram at lhe distinguished 
Department of Cardiovasculnr Surgery at Vanderbilt University. 

Dr. D(mter represents a combination of surgical skills tha!. only a handfol of people it1 the world possess. 
He is a dedicated cfinicul researcher involved in 1hc evaluulion of surgical outcomes, novel surgical 
tcchnnlogies, as well ns development and cvn!uation of risk assessment tools in !end e:x.traotion. 

I a111 the fiJrtner Mi\jorily Leader of the U11itcd States Senate. More importnotly for the purpose nf this 
petition lctler, r am the founder of the Vanderbilt Multi~Organ Transplant Center and its first smgical 
director. l have performed over 150 heart and hmg transplantations, have written ovet l 00 peer .. roviewed 
papers, and been active in he<'!lth policy at the foderal level serving on both the Finance Conunittce and the 
I IELP Committees in the U.S. Senate, both of which oversee health policy and financing for the counh-y. 
I rnn cmTently active in the cardi11c surgical progrnm as an Adjunct Professor of Cm·diac Surgery and 
teaching this semester at the Vanderbilt Owen School for Management. 

1-k came highly recommended from his residency program at the University of Alberta, where, in his final 
year of residency training he ranked in the 99111 percentile of all trainees who wrote the of the ABTS in 
training exam in the adult and congenital cardiac surgery sections; and astonishingly wHs the I OO!l' 
perceulile among final year trainees. Dr. Danlcr has demonstrated smgical skills fol' above his level of 
training, howev(w, it was his commitment to palient care thal was most impressivt1. Dr. Dant0r was a 
dinicnl follow at St. Paul's Hospital for two years, and in 11dditiun to full gentirn.l adult cardiac surgery, he 
excelled al laser lead extraction and complex lead mmmgement St. Paul's Hrnipital is a pioneer in 
complex lead management, and fa the western North American training center for thii:; technology. Dr. 
Uantcr, as l understand, has taken lhcse skills and developed a new laser Lead extraction program ln just 
over a year's time. In his final ye11r of followship, he obtnined fmther training aud experience in 
tra11scntl1eter valve irnplanlation used in the managenwnl or putieuts with aortic valve stenosis and who nre 
not conventional surgical candidutes. 
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Dr. Danter is an outstanding young clinician, Hcienlist and educator, who possesses a unique skill set aml 
experience placing him among very few unique indivichmls able to combine exemplary clinical practice 
with cutting edge highly specialized skills and innovative collahorntive research potential. He is clearly. 
an cx(raordinary young cardiac surgeon wilh a unique combination ofimportnnt surgical skills that will 
support multiple progranw within Vanderbill University, and uo doubt further the innovation and 
reputation of that inslilution. He will help Vanderbilt and tho USA, make significant advances and 
conlributions to the field of advanced heart failure therapies and heart trausplanttition, and complex: lead 
management He is a part of a small cadre of extraordinary physicians with trnining and devotion tu this 
highly demanding Held. 

I offer my strongest endorsement for approval of this 0- l petitioH, and recommend Dr. D1mter with 
un rcsiricted suppol't. 

wr 11"/syr 

Sincel'ely yours, 

Senator William ll. Frist, M.D. 
Former Mi\jority Loader 
US StJnate 



!Jr. JJ l. tlf11:I 

fir. J.<i. /Jushir 

J)r. A. 11'.C. Clt,•1111g 

/)/'. 11.C. (:011/1 

lh: G. Fm//v/ 

llr. IU. llayden 

I.Jr. ,If,'/'. ./111111n 

Or. S.S. f{arim 

Or. ·1: II. /,<///,11111 

{),: S. ( irmd/1/ 

///: ,'-i. I'. /.idt(/!/ISft'/n 

/Jr. /[. f./,ig 

l)r, I'. r.. Slwr.vi;ari/ 

Ill: J. l't• 

.,vuior ,!ssorhtta Staff 

I Ir. ,! . 1'00,1/hwl<'/1 

,\s.rnricw• S/1{/{ 

/Ir. /'. ll11i 

!lie (.'. m111 

THE UNIVERSITY OF BRITISH COLUMBIA 

DIVISION OF CARDIOVASCULAR SURGERY 

February 19, 2014 

U.S. Department of Homeland Security 
Citizenship and Immigration Services 

RE: 0-1 Petition Letter, Dr. Matthew R. Danter BSc (Hon) MD, FRCSC 

Dear Slr/Madarn, 

This letter is written in strong support of Dr. Danter's petition for an 0~1 visa. 

Dr. Danter did his ~Jeneral cardiac surgical training in Edmonton and was highly 
recornrnended as the top graduate from that program for fellowship at St. Paul's 
Hospital in Vancouver. I worked intimately with him from July of 201 O to August 
2012. He spent more time clinically with me in the operating room than any other 
surgeon during that fellowship. I must say, he came superbly well trained from 
Edmonton and was unusually ahead of technical skills at that point in time. He 
also had a very impressive knowledge base, which is the substrate for his superb 
clinical, academic, and teaching skills which will be detailed below. During the 
two years, he evidenced extraordinary technical skills and was certainly capable 
of independent practice. He performed virtually all of my operations sl<in to skin, 
with myself assisting him during that time. He ls efficient in the operating room, 
has mature intraoperative judgement, and manages the team well. He has a 
high level of personal professional responsibility for all the cases that he has 
been involved with, He carried this responsibility through in the postoperative 
period and ev(-,11 after discharge, often phoning complex patients at home to 
ensure that they wer<i doing well. l have never seen this before in a post 
graduate trainee, which attests to his superlative character. Although I did not 
personally train him in all of our subspeclalty areas, with myself and other 
surgeons he experienced the full breadth of fellowship training, including 
pacemaker and AICD device implantation, laser lead extraction, transcatheter 
valve implantation procHdures, aortic surgery, ventricular assist device inser-tion 
and cardiac transplantation_ The uniq·ue fellowship opportunity he experienced 
and hls ongoing clinical experiences subsequently, give him a wide and unusual 
skill set for recruitment to Vanderbilt University in a subspecialty role in heart 
transplantation and mechanical assist devices. 

From an academic point of view, he llas been unusually active in clinical 
researct1, given his fellowship position. He was the primary driver in setting up a 
randomized trial of a sternal closure device, He executed a large retrospective 
review of sternal closure techniques, which resulted in a manuscript in 
submission. He was involved in numerous other clinical research projects with 
other surgical staff. He has excellent l<nowledge of research application 
processes and data analysis and manuscript preparation, which will 6erve him 
well in an academic position. 
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THE UNIVERSITY OF BRITlSH COLUMB1A 

DIVISION OF CARUIOYASCUJ,AR SURGERY 

Dr. Danter also proved himself exceptional in his teaching efforts. He went out of 
his way to prepare didactic and exam practice sessions for academic resident 
half days, and the feedback from the residents was that the sessions were 
extremely useful. This dedication to teaching at this stage of his career is 
special. He also served as an intraoperative mentor and demonstrator of junior 
residents and medical students in basic and more advanced cardiac surgical 
technique. 

Dr. Danter has a dynamic and enthusiastic personality, which is important in the 
team relationships that excellent outcomes in cardiac surgery require. He 
constantly demonstrated the highest professional and ethical standards in the 
care of his patients and in his professional relationsllips with peers and members 
of the team at all levels. I have been training fellows for the last 20 years, and 
Dr. Dant.er is at the top of that list in all of his skills and attributes. I have no 
doubt that with his unusual superlative sl<ill set that he will have an innovative, 
productive, and highly successful career. 

Yours sincerely 

C-J C:1./' .•. ) ,/<J ~ 
James G,· , MD, MSc, FRCSC 
Lead Physician and Head, PHC Division of Cardiovascular and Thoracic Surgery 
Clinical Associate Professor of Surgery, UBC 
Associate Head, UBC Division of Cardiovascular Surgery 
st. Paul's Hospital, Room 492, 1081 Burr-ard Street, Vancouver, B.C. V6Z 1Y6 
Tel: 604"806"8503 
Fax: 604"806"9453 

JA/cmd 
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VANDERBILT U N I V E RS l TY 

January '13, 20'14 

U, S, Department of Homeland Security 
Citizenship and Immigration Services 

MEDICAL CENTER 

lk/nltfflifWt of C11rdiac Surgery 
Vt111derbilt Hearl a11d Vascular lnstitttta 

Re: 0~·1 Petition Letter, Matthew R. Danter BSc (Hon) MD, FRCSC 

Dear Sir/Madam: 

This is a letter of suppoti for Dr. Matthew Danter's 0-1 Visa application. Dr. Danter is a highly 
skilled physician-scientist, and is dedicated to clinical work and studies in relation to heart 
failure, end-stage cardiomyopathy, transcatheter aortic valve insertion and complex surgical 
lead extraction. Throughout this letter, I hope to demonstrate Dr. Danter's extraordinary and 
unique talents, which easily merit his appointment as an Assistant Professor of the Department 
of Cardiac Surgery and Assistant Director of the Heart Transplantation and Mechanical 
Circulatory Support Program at the distinguished Department of Cardiovascular Surgery at 
Vanderbilt University Medical Center. His com~ination of skills and experience will 
unanimously be an enormous service to our cardiac surgical population in Tennessee, and to a 
larger extent, benefit the people of the United States. 

I am an Assistant Professor of Surgery in the Department of Cardiac Surgery, and an Assistant 
Professor of Medicine in Cardiology at Vanderbilt University Medical Center. I am the Surgical 
Director of the Heait Transplantation and the Mechanical Circulatory Support programs. Dr. 
Hartzell V. Schaff, of the Mayo Clinic in Rochester, Minnesota, highly recommended me to the 
Vanderbilt Heart and Vascular lnstih . .1te after my completion of advanced training in complex 
advanced heart failure interventions. I completed my medical training in 2003, and obtained my 
adult cardiac surgery degree in Montreal, Canada in 2009, at the renowned Montreal Heart 
Institute. I was able to successfully pursue and defend a doctorate degree (Ph.D.) in 
translational and clinical research. Subsequently, I have successfully developed the 
rnechanical circulatory support and the heart transplantation programs at Vanderbilt University, 
surpassing expectations with clinical outcomes and research accomplishments ln the field of 
advanced heart failure. I have authored several scientific articles on cardiac surgery and heart 
failure management. Additionally, I have published multiple book chapters in major heart 
failure texts, and am considered a pioneer in minimally-invasive implantation of left ventricular 
assist devices. My memberships include the Royal College of Surgeons and Physicians of 
Canacla, the American Heart Association, the Southern Thoracic Surgery Society, The Society 
of Thoracic Surgeons, and the International Society of Heart and Lung Transplantation. I serve 
on several oommittees for the major national cardiovascular organizations, and I act as a 
reviewer for over 15 peer-reviewed scientific journals. 

As the Surgical Director of lhe Heart Transplantation and Mechanical circulatory Support 
prograrns at Vanderbilt University Medical Center over the past three years, I have had the 
opportunity to evaluate several candidates for Dr. Danter's position and he is highly 
recommended by nationally-recognized advanced heart failure surgeons. Dr. Danter 
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underwent a rigorous recruitment process at Vanderbilt, and it became very clear to all triat he 
would be an excellent addition to our department. He is an extremely talented, young clinician
scientist and has performed groundbreaking studies in very unique subspecialty areas of adult 
c,~rdiac surgery, such as laser lead extraction complex lead management, left ventricular assist 
devices, cardiac transplantation, and transcatheter valve implantation. His incomparable 
clinician abilities combined with his exceptional attributes are essential to the progress of our 
specialty. 

Dr. Danter has published and presented his research studies at many national and 
international conferences, and he has received multiple awards for his accomplishments. As 
an example, I worked with hirn as a co-principal investigator on the evaluation of a novel 
sternal closure device. This involved complex bench top basic science biomechanical analysis 
of device pe1formance, as well as a retrospective analysis of device safety. The results have 
culminated in an ongoing randomized controlled trial of the device in comparison to 
conventional sternal closure. His outstanding work was presented at the Canadian 
Cardiovascular Society Conference in 2011. Additionally, his research focuses on the 
management of complex lead extraction that has also produced the first laser lead extraction 
risk score, using a combination of clinical and demographic variables to predict major adverse 
clinical outcomes in patients undergoing complex laser lead extraction. This seminal paper 
was a keynote presentation at the 2012 Cardiostim Conference in Nice, France, and is under 
revision for publication in the prestigious journal, CiroulaUon. This international recognition has 
allowed him to establish himself as a pioneer in complex hybrid laser lead extraction, an 
evolving subspecialty of adult cardiac surgery. His recent research work therefore provides an 
enormous service to cardiac surgery patients and would greatly benefit the population of the 
Uniled States. 

Dr. Danter is distinghished in the management of complex end-stage heart failure. I followed 
his progress in this field through his residency, and I was very impressed with his experience in 
advanced heart failure management. He completed his residency at the University of Alberta 
which is western Canada's largest cardiac transplant center. Futhermore, he successfully 
completed a fellowship training in Vancouver, British Columbia, Canada under the supervision 
of Dr. Anson Cheung, an internationally recognized figure in mechanical circulatory support. 
His work correlated the cost-effectiveness of the lmpetla left ventricular assist device 
compared to extracorporeal membrane oxygenation in patients with cardiogenic shock. It was 
successfully completed and is currently under revision for publication. He has also performed a 
systematic review of the efficacy of pulsatile left ventricular assist devices in patients with 
advanced heart failure. This work was presented at the University of Alberta during a special 
research day. He possesses a very unique experience in left ventricular assist devices, extra
corporeal membranc,:i oxygenator implants, and has performed independent cardiac and 
thoracic transplantations. He has a constellation of surgical sl<ills rarely found in one person, 
;.rnd his exemplary skills are matched by his commitment to clinical excellence. Dr Danter also 
demonstrates a constant dedication to surgical and medical education. He has a unique 
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capability to help residents progress. His ability to understand the learning processes was 
demontrated as he ranked in the 99th percentile of all trainees who wrote the American Board 
of Thoracic Surgery in.,training exam in the adult and congenital cardiac surgery sections. He ls 
completin9 a Masters of Sciences focusing on clinical epidemiology in adult cardiac surgery 
patients. This enterprise has led him to present the results of his findings on outcomes in 
Aboriginal patients undergoing coronary artery bypass surgery in well-.recognized national 
podiums. I am certain that Dr. Danter will continue this commitment to education at Vanderbilt 
University Medical Center. 

In summary, Dr. Danter is an outstanding physician-scientist and is in a group of very few, 
unique individuals committed to the advances in clinical technology and education. He 
possesses a unique sl<.ill set and experience. Dr. Danter is able to combine exemplary clinical 
practice and specialized skills to excellent innovative and collaborative research studies. He 
will most certainly help Vanderbilt make significant progress in the fields of advanced heart 
failure, complex lead extractions, and medical education. Furthermore, he will help our group 
better understand the epidemiology of heart failure disease and other disease processes. He is 
a part of a small cadre of physician-scientists devoted to development of novel technology and 
state .. of-the art clinical outcomes. He is an exceptional cardiac surgeon possessing 
extraordinarily unique surgical skills that will enable Vanderbilt University Medical Center to 
continue to innovate and to rank among the premier medical institutions in tile United States. 

Si~altat~. MD, PhD 
Atsistanl Professor of Surgery and Assistant Professor in Medicine (Cardiology) 
Surgical Director, Heart Transplantation and Mechanical Support Devices 
Vanderbilt University Medical Center 
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,January 14, 2014 

U.S. Departrncnt of Homeland Security 
Citizenship and Immigration Services 

Re: 0-1 Pelition Letter, Dr Matthew R. Dantcr BSc (Hon) MD, FRCSC 

Dear Sir/Madam> 

Dr Matthew Danter is a talented and dedicated young surgeon, researcher and 
educator in the fields of cardiovascular surgery, laser lead extraction, 
transcathcter valve implantation and advanced heart failure management for 
these reasons I strongly support his petition for an 0-1 Visa. Dr Danter is a 
clinician-scientist who has been developing cutting edge complex surgical skills 
throughout his clinical and academic development. His unique cornbination of 
surgical skills and experience will provide an enormous service to the cardiac 
surgical population and in particular the heart failure population, greatly 
benefitting the people of the United States. I believe that he is exactly the type 
of physician-scientist that the USCIS should support and permit to remain in 
the United States as Assistant Surgical Director of Heart Transplantation and 
Mechanical Assist Devices Program at the distinguished Department of 
Cardiovascular Sul'gery al Vanderbilt University. 

Within the last several years, Dr Dant.er has achieved one of the most 
impressive and unique clinical skill sets in cardiac surgery. In addition to being 
an exemplary general adult cardiac surgeon, he has obtained fellowship level 
training in the surgical subspccialty areas of laser lead extraction and complex 
lead management, left ventricular assist devices and cardiac transplantation in 
the management of end stage heart failure, and trans-catheter valve 
implantation. This represents a combination of surgical skills that only a 
handful of people in the world possess. He is also a dedicated clinical. 
researcher involved in the evaluation of surgical outcomes, novel surgical 
technologies, as well as development and evaluation of risk assessment tools in 
lead extraction. Dr. Danter is also a talented and committed surgical educator 
dedicated to supporting the unbroken chain of surgical mentorship through 
didactic teaching, intra-operative instruction and support of trainee research. 

I Jivi1:in11 of Cardiac Surgi•r1' 
7', Fr,H1d:; Slrc:d, Boston, M 1\ 02 l lS 
UI fit-e: () 17 7:\2-6:,69 I Pir<'cl: 8"i7-2),J.!)h?.lJ 

1 ·'., ,,n i I: jl )y rnt.<,._!lJ)ll rl1H~n.:.otg 
,I I\JI.IN!llN<; ~lli~llll\i( <.>Jl H~lZ-INERS, 

II r: \ t f 11,· ,\I<!'. 



I am the Chief of the Division of Cardiovascular Surgery at the Brigham and 
Women's H.ospital and a Professor of Card.iac Surgery at the Harvard Medical 

School, Boston, MA USA. The Brigham and ·women's Hospital is a leading 
institution in the field of cardiac su!'gery and heart failure therapies, performing 
rnore than 2500 cardiac surgery cases every year. I have trained multiple 
eardiothoracic residents who have gone on lo become leaders in our field. Our 
leading institution 111vests in many different problems in the management of 
patients with advanced heart failure, and we are actively involved in numerous 
groundbreaking irmovations in cardiac surgery. I am considered an international 
leader in the field of cardiac surgery, and I have served as a Principal Investigator 
or Co··lnvestigator on several NIH-funded studies. I have published over 200 
research articles in pccr~rcvicwcd journals, with a particular focus on valve surgery 
and hybrid approach to cardiac surgery. I am a member of the Editorial Boards of 
numerous journals such as the Journal of Thoracic and Cardiovascular Surgery and 
I am a section Editor of Circulation. I have been published in the highest impact 
pccr··roviowcd scientific journals including Circulation, Annals of Thoracic 
Surgery and tho Journal of Thoracic and Cardiovascular Smgery. Given my 
background and my posit.ion as the Division Chief of Cardiac Surgery at the 
Brigham; I am qualified lo understand the caliber of Dr. Danter' s work. I am 
extremely impressed with his research performance and already significant 
contributions in the field of advanced heart failure and cardiac~based stem cell 

therapies. 

Dr. Danter's diverse experience makes him an unusual and exceptional person to 

fill the much needed position at VanderbHt Medical Center. The ability to 
perform both clinical and bench research is uncommon, especially in a busy 
cardiac surgery practice. He has the capacity to do so and it makes him a giftod

pbysician-scientist who will certainly continue to use his unique insight to advance 
thu field of cardiovascular surgery. 



Dr. Danter has obtained a tremendous amount of experience related to the 
management of complex end stage heart failure. His residency training was 
completed at the University of Alberta which is western Canada's largest 
cardiac transplant center, and does both complex congenital heart surgery and 
pediatric transplantation. During his residency alone he performed over 50 
heart, J-ung or heart lung procurements, performing six single lung transplants, 
and five heart transplants as a resident. He also was exposed to mechanical 
assist devices ranging from extracorporeal membrane oxygenation, thoratec 
devices, Berlin heart devices for pediatrics, and the evolution of the axial flow 
pumps the Heartmatc JI and Heartwarc devices. From the beginning of his 
fellowship training he wa.s heavily involved ln the cardiac transplantation 
program and left ventricular assist device program. He was involved with 
virtually every heart transplant, LVAD or extra-corporeal membrane oxygenator 
implant over the two years and was an independent cardiac and thoracic 
transplant retrieval surgeon in the province of British Columbia. In short, Dr. 
Danter possesses a constellation of surgical skills that are rarely found within 
one person, and his exemplary skills are matched by his commitment to 
clinical excellence. He, and his skills, would be an asset to any surgical 
di.vision. 

Dr. Dantcr's research interests arc as varied as his clinical interests. As a 
resident his research was primarily related to assessing quality of life in 
paticnJ.B with cornnary artery disease and his work has been presented at the 
Canadian Cardiovascular Society meetings and other national venues. He is 
currently a co-principal investigator, with myself, in the evaluation of a novel 
sternal closure device. This involved bench top basic science biomechanical 
analysis of device performance, as well as a retrospective analysis of device 
safety. This has culminated in an ongoing randomized controlled trial of this 
device in comparison to conventional sternal closure. Dr. Danter was, and 
continues to be, instrumental in these projects. Also, during his fellowship, he 
was a co-author on the world's first laser lead extraction risk score which used 
clinical and demographic variables to predict major adverse clinical outcomes 
in patients undergoing !.aser lead extraction. This seminal paper was a keynote 
presentation at the 2012 Cardiostim conference. Currently, Dr. Dantcr is 
developing another randomized controlled trial to evaluate the efficacy of 
topical antibiotics on preventing sternal wound infections which is an 
extremely costly and morbid complication. Furthermore, his general attitude 
and ethos of bringing people together in collaboration would be an asset to any 
resna rch divislon. 

Dr. Danter also possesses skills in the often overlooked ar,id underappreciated 
areas of medical education that arc worthy of note. Physfcians and surgeons 
have a commitment to the trainees that are to follow them, and Dr. Danter 
consistently has demonstrated a commitment to surgical and medical 

ucation which should not be diminished. As a resident he was a class rooxn 



lecturer at the Univcrnity of Alberta Medical SchooUor three years
1 

which is 
quite impressive for a cardiac surgery trainee. During his fellowship at St. 
Paul's he spearheaded the {(professors rounds" resident education sessions 
where practical surgical management is the focus. Intra-operatively he was 
directly involved with training our residents in the operating room and he 
possesses a calm and confident demeanor that is essential to fostering an 
environment: for young surgeons to progress. I am certain that Dr. Danter wlll 
continue this commitment to education and the future surgeons and patients 
o[ Vanderbilt, Tennessee and the United States of America will benefit from it. 

f.n summary, Dr. Danter is an ol1tstanding young clinician, scientist and 
educator, who possesses a unique skin set and experience placing him among 
very few unique individuals able to combine exemplary clinical practice with 
cutting edge highly spcciali7,ed skills and innovative collaborative research 
potential . Dr Matthew Danter is clearly an extraordinary young cardiac 
surgeon with a unique combination of important surgical skills that will 
support multiple programs within Vanderbilt University, and no doubt further 
the innovation and reputation of that institution. 

Dr. Danter will help Vanderbilt) and the USA, make significant advances and 
contributions to the field of advanced heart failure therapies and heart 
transplantation, and con1plex lead management. He is a part of a small cadre 
of cxt:raordirnxry physicians with training and devotion to this highly 
demanding field. I offer my strongest endorsement for approval of this 0-· 1 
petition, a11d recommend Dr. Dant.er with unrestricted support. 

~ncere~ yours, 

fr: 4 "-·---, 
v~ohn G. f~yrne, MD: M~A, FACC 

Cohn Professor of Cardiac Surgery 
Harvard Medical School 
Chief, Division of Ci::u·diac Surgery 
Brigham and Women's Hospital 
Boston, MA 
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THE UNIVERSITY or BRlTlSH COLUMBIA 

DIVISION OF CARDCOVASCULAR SURGERY 

January 2~3. 20'14 

U.S. Depaitrnent of Homeland Security 
Citizenship and Immigration Services 

Re : O~'I Petition Letter, Dr Matthew R Danter BSc (Hon) MD, FRCSC 

Dear Sir/Madam, 

Dr. Matthew Danter is a very talented and dedicated young surgeon, 
researcher and educator In the fields of cardiovascular surgery, laser lead 
extraction, transcatheter valve implantation and advanced heart failure 
management, and I strongly support his petition for an 0-1 Visa. Dr. Danter is 
a clinician-scientist who has been developing cutting edge complex surgical 
skills throughout his clinical and academic development His unique 
combination of surgical skills and experience will provide an enormous service 
to the cardiac surgical population and in particular the heart failure population; 
and greatly benefit the people of the United States. ! believe that he is exactly 
the type of physician-scientist that the USCIS shol(ld support and permit to 
remain .. in the United States as AssistcJnt Surgic.al OirectQr of Heart 
Tl'ansplantation a11d Mechanical Assist Devices Program at the distinguished 
Department of Cardiovascular Surgery at Vanderbilt University. 

Within the last several years, Dr. Danter has achieved one of the most 
impressive and unique clinical skill sets in cardiac surgery. In addition to being 
an exemplary general adult cardiac surgeon, he has obtained fellowship level 
training in the surgical subspecialty areas of laser lead extraction and complex 
lead management, left ventricular assist devices and cardiac transplantation 
in the management of end stage heart failure, and transcatheter valve 
implantation. This represents a combination of surgical skills that only a 
handful of people in the world possess. He is also a dedicated clinical 
researcher involved in the evaluation of surgical outcomes, novel surgical 
technologies, as well as development and evaluation of risk assessment tools 
in lead extraction. Dr. Danter is also a talented and committed surgical 
educator dedicated to supporting the unbroken chain of surgical mentorship 
through didactic teaching, intra~operative instruction and support of trainee 
research. These attributes are essential to the .progress and prese1vation of 
cardiac surgery as a specialty. 

I am the University Head in the Division of Cardiovascular Surgery at the 
University' of British Columbia. The University of British Columbia and 
associated teaching hospitals is a leading institution in the field of cardiac 
sur9ery and heart failure therapies, performing more than 2,000 cardiac 

ll " " m ,I 8 4 J o 8 I II " r ,. ,. r ct fl 1 ,. <' e I - ,<,; I . I' a 11 l ' ,; II o ~ !l I ! l1 l • V u II ,. o u \' e r 11 . C • V ti Z l Y II C ii n 11 d o 

Tel: Ii ll ,I - 8 O 6. •1 ,I IP I•' ii x: I, IJ •! • ll O 6 • '> (, 5 4 



sur~Jery cases every year. Our leading institution invests in many different 
problems in the management of patients with advanced heart failure, and we 
are actively involved in numerous groundbreaking innovations in cardiac 
surgery. I am considered an international leader in the field of myocardial 
protection and transapical transcatheter aortic valve implantation, having 
introduced normothermic heart surgery and performed the first transapical 
valve implantation. I have served as a Principal investigator or Co
investigator on several Canadian Institute of Health Research (CIHR) studies. 
I have published over 80 research articles in peer-reviewed journals, with a 
particular foGus on warm heart surgery and transcatheter valves. Given my 
bacl,ground and my position as the division chief of cardiovascular surgery, I 
am qualified to understand the caliber of Dr. Danter's work. ! am extremely· 
impressed with his research performance and already significant contributions 
in the field of advanced heart failure and cardiac-based stem cell therapies. 

I became acquainted with Dr. Danter's professional performance as he 
distinguished himself as an exceptionally productive cardiac surgery fellow at 
our institution. He came highly recommended from his residency program at 
the University of Alberta, where, ln his final year of residency training he 
ranl<od In the 99111 percentile of all trainees who wrote the equivalent of the 
ABTS in training exam in the adult and congenital cardiac surgery sections; 
and astonishingly was the 100th percentile among final year trainees. Upon 
arriving at St. Paul's Hospital he already demonstrated surgical skills far 
above his level of training, however, it was his commitment to patient care that 
was most impressive. Dr. Danter was a clinical fellow at St. Paul's Hospital 
for two years, and in addition to full general adult cardiac surgery, he excelled 
at laser lead extraction and complex lead management. St. Paul's Hospital is 
a pioneer in complex lead management, and is the western North American 
training center for this technology. Dr. Danter, as I understand, has taken 
these skills and developed a new laser lead extraction program at his current 
institution, Hamilton General Hospital, In just over a year's time. In his final 
year of fellowship, he obtained further training and experience in transcatheter 
valve implantation used in the management of patients with aortic valve 
stenosis and who are not conventional surgical candidates. St Paul's 
Hospital is a world leader in transcatheter valve technology and has 
performed over 300 cases to date, 

Dr. Danter has obtained a tremendous amount of experience related to the 
management of complex end stage heart failure. His residency training was 
completed at the University of Alberta which is western Canad.a's largest 
cardiac transplant center, and does both complex congenital heart surgery 
and pediatric transplantation. During his residency alone he performed over 
50 heart, lung or heart lung procurements, performing six single lung 
transplants, and five heart transplants as a resident. He also was exposed to 
mechanical assist devices ranging from extracorporeal membrane 
oxygenation, thorateG devices, Berlin heart devices for pediatrics, and the 
evolution of the axial flow pumps the Heartmate II and Heartware devices. 



From the beginning of his fellowship training he was heavily involved in the 
cardiac transplantation program and left ventricular assist device program. 
He was involved with virtually every heart transplant, L VAD or extra~corporeal 
membrane oxygenator implant over the two years and was an independent 
cardiac and thoracic transplant retrieval surgeon in the province of British 
Columbia. In short, Dr. Danter possesses a constellation of surgical skills that 
are rarely found within one person, and his exemplary skills are matched by 
his commitment to clinical excellence. He, and his sl<ills, would be an asset to 
any surgical division. 

Dr. Danter's research interests are as varied as his clinical interests. As a 
resident his research was primarily related to assessing quality of life in 
patients with coronary artery disease and his work has been presented at the 
Canadian Cardiovascular Society meetings and other national venues. He is 
currently a co-principal investigator, in the evaluation of a novel sternal 
closure device. This involved bench top basic science biomechanical analysis 
of device performance, as well as a retrospective analysis of device safety. 
This has culminated in an ongoing randomized controlled trial of this device in 
comparison to conventional sternal closure. Dr. Danter was, and continues to 
be, instrumental in these projects. Also, during his fellowship, he was a co~ 
author on the world's first laser lead extraction risk score which used clinical 
and demographic variables to predict major adverse clinical outcomes in 
patients undergoing laser lead extraction. This seminal paper was a keynote 
presentation at the 2012 Cardiostlm conference. · Currently, Dr. Danter is 
developing another randomized controlled trial to evaluate the efficacy of 
topical antibiotics on preventing sternal wound infections which is an 
extremely costly and morbid complication. Furthermore, his general attitude 
and ethos of bringing people together in collaboration would be an asset to 
any research division. 

Dr. Danter also possesses skills in the often overlooked and underappreciated 
areas of medical education that are worthy of note. Physicians and surgeons 
have a commitment to the trainees that are to follow them, and Dr. Danter 
consistently has demonstrated a commitment to surgical and medical 
education which should not be diminished. As a resident he was a class room 
lecturer at the University of Alberta Medical School for three years, a feat I do 
not b(1\ieve I have heard of ever from a cardiac surgery trainee. During his 
fellowship at St. Paul's he spear-headed the "professors rounds" resident 
education sessions wllere practical surgical management is the focus. Intra
operatively he was directly involved with training our residents in the operating 
room and he possesses a cairn and confident demeanor that is essential to 
fostering an environment for young surgeons to progress. I am certain that 
Or. Danter will continue this commitment to education and the future surgeons 
and patients of Vanderbilt, Tennessee and the United States of America will 
benefit from it. 



In summary, Dr. Danter is an outstanding young clinician, scientist and 
educator, who possesses a unique skill set and experience placing him 
among very few unique individuals able to combine exemplary clinical practice 
with cutting edge highly specialized skills and innovative collaborative 
research potential . Dr Matthew Danter is clearly an extraordinary young 
cardiac surgeon with a unique combination of important surgical skills that will 
support multiple programs within Vanderbilt University, and no doubt further 
the innovation and reputation of that institution. 

Dr. Danter will help Vanderbilt, and the USA, mal<.e significant advances and · 
contributions to the field of advanced heart failure therapies and heart 
transplantation, and complex lead management. He is a part of a small cadre 
of extraordinary physicians with training and devotion to this highly demanding 
field. l offer my strongest endorsement for approval of this 0-'I petition, and 
recommend Dr. Danter with unrestricted support 

Sincert)ly yours, 
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Samuel V. Lichtenstein, MD, PhD, FRCSC 
Head, Division of Cardiovascular Surgery, University of British Columbia 
Regional Cardiac Program Medical Director, 
Providence Health Care and Vancouver Coastal Health 



February 4, 2014 

U.S. Department of Homeland Security 
Citizenship and Immigration Services 

Re : 0~1 Petition Letter, Dr Matthew R. Danter BSc (Hon} MD, FRCSC 

Dear Sir/Madam, 

Harnllton 
Health Sciences 

McMaster 
University • 

I am pleased to write this letter in support of this 01 visa petitiion filed by Vanderbilt 
University on behalf of Dr. Matthew Danter. I have known Dr. Danter for the last 2 years 
haivng worl<ed with him as a colleague in cardiac surge1y. (I am an active cardiac 
surgeon and critical care physician in the Division of Cardiovascular Surgery at 
McMaster University in Hamilton, Ontario. Canada. Further, I lead a large research 
group in cardiac surgery at McMaster University/Population Health Research Institute. 
and have just completed the largest clinical trial ever performed in Cardiac Surgery. I am 
considered an international leader in the field of academic cardiac surgery; I have 
served as a Principal investigator or Co-investigator on many CIHR-funded studies. I 
have published over 30 articles in peer-reviewed journals, with a particular focus on 
outcomes in cardaic surgery. I have been published in the highest impact peer-reviewed 
scientific journals, such as New England of Medicine, Circulation, Chest, and ,JACC. 
Given my academic background and my clinical roles, I am qualified to understand the 
caliber of Danters' work. I am extremely impressed with his research performance and 
already significant contributions in the field of cardiac surgery. 

Dr. Matthew Danter is a talented cmd dedicated young surgeon 1 researcher and 
educator in the fields of cardlovascular surgery, laser lead extraction, transcatheter valve 
implantation and advanced heart failure management, and I strongly support his petition 
for an 0-1 Visa. Dr Danter has developed complex surgical skills in unique combination 
that will provide an enormous service to the cardiac surgical population and in particular 
tt1e heart failure population; and greatly benefit the people of the United States. I believe 
that rie is exactly the type of physicianriscientist that the USCIS should support and 
permit to remain in the United States as Assistant Surgical Director of Heart 
Transplantation and Mechanical Assist Devices Program at the distinguished 
Department of Cardiovascular Surgery at Vanderbilt University. 

In addition to being an exemplary general adult cardiac surgeon, Dr. Danter has 
obtained fellowship level training in the surgical subspecialty areas of laser lead 
extraction anc! complex lead management, left ventricular assist devices and cardiac 
tri:rnsplantation in the management of end stage heart failure, and transcatheter valve 
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implantation. Or. Danter is also a talented and committed surgical educator dedicated to 
suppo1:tin~ the lfl:brol,en chain of surgical mentorship through didactic teaching, intra
operative instruction and support of trainee research. These attributes are essential to 
the progress and preservation of cardiac surgery as a specialty. 

I became acquainted with Dr Danter's professional performance as he distinguished 
hirnsBlf as an exeptionally productive cardiac surgeon at our institution. He came highly 
recornmended from his felllowship training program at St. Pauls hospital. He rapidly 
rJained the respect of the cardiologists in our region and established a large cardiac 
surgery practice with a varied selction of cases. Further, Dr. Danter took the skills he 
acquired at St Pauls hospital and developed a new laser lead extraction program at 
Hamilton General Hospital, McMaster University. 

Dr. Danter has obtained a tremendous amount of experience related to the management 
of complex end stage heart failure. His residency training was completed at the 
University of Alberta which is western Canada's largest cardiac transplant center, and 
does both complex congenital heart surgery and pediatric transplantation. During his 
residEmcy alone he performed over 50 heart lung or heart lung procurements, 
performing six single lung transplants, and five heart transplants as a resident. He also 
was exposed to mechanical assist devices ranging from extracorporeal membrane 
oxygenation, thoratec devices, Berlin heart devices for pediatrics, and the evolution of 
the axial flow pumps the Hear1mate II and Heartware devices. In Hamilton, Dr, Danter 
was instrumental in establishing a clinic in which patients on transplant waiting list and 
on ventricular assist devices are followed locally. In short, Dr. Danter possesses a 
constellation of surgical sl,ills that are rarely found within one person, and his exemplary 
skills are matched by his commitment to clinical excellence. He, and his skills, would be 

0n asset to any surgical division. 

Dr. D2mter has been involved in a variety of research endeavours linked to his clinical 
interests. As a resident his research was primarily related to assessing quality of life in 
patients with coronary artery disease and his work has been presented at the Canadian 
Cardiovascular Society meetings and other national venues. He is currently a co
principal investigator in the evaluation of a novel sternal closure device. During his 
feilowship, he was a co .. author on the world's first laser lead extraction risk score which 
used clinical and demographic variables to predict major adverse clinical outcomes in 
patients undergoing laser lead extraction. Currently, Dr. Danter ls developing another 
randomized controlled .trial to evaluate the efficacy of topical antibiotics on preventing 
sternal wound infections which is an extremely costly and morbid complication. 
r:urthermore, his general attitude and ethos of bringing people together in collaboration 
would be an asset to any research divlsion. 
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Dr. Danter has consistently demonstrated a commitment to surgical and medical 
education. As a resident he was a class room lecturer at the University of Alberta 
Medical school. During his fellowship at St. Paul's he spearheaded the "professors 
rounds" resident education sessions where practical surgical management is the focus. 
Intra-operatively he was directly involved with training our residents in the operating 
room and he possesses a calm and confident demeanor that is essential to fostering an 
environment for young surgeons to progress. I am certain that Dr. Danter will continue 
this commitment to education and the future surgeons and patients of Vanderbilt) 
Tennessee and the United States of America will benefit from it. 

Dr. Matthew Oanter is clearly an extraordinary young cardiac surgeon with a unique 
combination of important surgical skills that will sµpport multiple programs within 
Vanderbilt University, and no doubt further trie innovation and reputation of that 
institution. Or. Danter will help Vanderbilt, and the USA, make significant advances and 
contributions to the field uf advanced heart failure therapies and heart transplantation, 
and complex lead management. He is a part of a small cadre of extraordinary physicians 
with training and devotion to this highly demanding field. I offer my strongest 
endorsement for approval of this 0-1 petition, and l't3commend Dr. Danter with 
unrestricted support. 

Sincerely yours, . 

JAl~,~---. 
_.,,-~/ 

!Uchanl Whillock MD PhD FRCSC 

11,m1ilton Gtmc1<1l I to;,pih1I llHCVSHI C 1 .. 11,1 • 2?,I Om tun Slieel 1;,1,! • I ln111ilto11, ON• Ult ;>.x;~ 
h•l<'phoiw, 90S •i,\l· ;itno exL ,103oc, · h1x1 •JO!, ',/'/,,11017 · !·1rn11l: rid1,1rd.wllll!od,Mphrl.ca • www.h,m11llonlwallhsde11rn;:.cn 
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For Office Use Only 
-06-00i $t10_0 __ ] 
06··006 $ 10 

STATEOFTENNESSEE 
DEPARTMENT OF HEALTH 

HEAL.TH !~ELATED BOARDS 
665 Nlainsfream Drive 

NASHVILLI~. TENNESSEE 37243 

TENNESSEE BOAFtD OF MEDICAL EXAMINERS 
(800) 7784123, ext. 5324384 or (615) 532~3202, ext. ·5324384 

APPLICATION FOR LICl~NSURE AS A MEDICAL DOCTOR 

READ INSTRUCTIONS PRIOR TO COMPLETING APPLICATION, APPLICANTS MUST COMPLY WITH ALL 
fNSTRUCTJONS. 

EILL IN ALL. BLANK~: IE NOT APPL!QABLE. STAIE HM 

Attach to this application a check or money order in the amount of $410, payable in 
U.S. funds to the Tennessee Board of Medical Examiners.' 

PERSONAL INfORMATION 

Name as !l will appear on license:·-· ._.Matthew ---··--
(First) 

Have you been known by any other name? Y ® .!!'yes, list names: 

Robert 
(Middle) 

____ .panter 
(Last) 

Dale ofBirth: Mo 07 __ Day 2·1 __ YL i976_Place of Birth _l_gndon. Ontario CANADA 

SociE1i Security Number: 

Entitled lo Live and Work in U.S.: 

Present Mailing Address: 

(City) (State or Country) 

U.S. Citizen: Y €) Sex: @ F 

Unit 4, 97 Sunvale Place._~

Ham!lton, Ontario Canada LBE 4Z7 

Home Phone: L289 L_ 656 · - 0564 

Work Phone: L 289 )_776 -_7109 

J=rn;:;:iil <Jdcjress: ___ _[IJQ§Lflli;lJ:CfffQ<J!i!J.§!Ji:!,_1;p_ .. ___ .. _, ____ .. _____ . ____ , ______ . _______ ·---·--·-·· .. --.---· 

Do you wii,h to receive notification, Including renewal notification, from the Department.of Health via emafl? @ N 

Type uf inlcmded primary t,pecialty prrictice in Tennessee Cardiac SU£Y.£l!L ----.--------------·--·-----

l'IJ.o:ns (Rev. OJ/l.3) 



EDUCATIONAL AND EXAMINATION INFORMATION 

---
PRE-MEDICAL EDUCATION 

From: 09/1995 __ To: 05/1999 _______ The University of Western Ontario 
Mo/Yr · Mo/Yr Educational Institution 

From: To: 

London Ontario CANADA 
Location 

-·-Educational Institution Locatfoi1 ________ _ 

From: __ .. __ ,, ___ To:--------··---
Mo/Yr Mo/Yr Educational Institution -----Location 

MEDICAL EDUCATION 

I havo spent 4 __ years in the study of medicine in the medical educational institutions below: 

From: 09/1999 To:_ 05/2003 .... The University of Western Ontario London, Ontario CANADA 
Educational Institution --· Location Mo/Yr Mo/Yr 

From: _______ ~ ro: ..... -------- ___ _ 
Mo/Yr Mo/Yr Educational Institution 

Cornpleto /\ltact1ment i and rnail to tile school whic!1 granted your medical degree 

POST~GRADUATETRAINING 

l !lave spent 9 _____ _vears in medical training in the medical educational institutions below: 

From: 07/2003_ To: 06/2010 ,. ________ The University of Alhortn 
Mo/Yr Mo/Yr Educaliorwl Institution 

From: 09/2007 To: _present_ ... ___ Tl1e_Univcrslty of Alberta School of Public Health 
Mo/Yr Mo/Yr Educational fnsfltution 

Edmonton, Albert9 CANADA 
Location 

Edmonton, Alberta CANADA 
Location 

From: 07/201 o_ To: _ 0Gl2_QJ~---- _______ :n,e Un !varsity of British Col urn bia . _ ___§!,...Pauls Hospital, Vanouver BC, Cun ad a 
Mo/Yr Mo/Yr Educational fnsutution Location 

I have taken the following medical licensure examinations: (Check all appllcable) 

·1. Mational Boards (NBME) Certificate Number 
:r:=-~:=FLEX examination administered by the State of_ _____ ... _____________ on. _____ _ 

(Date(s)) 
3 .. ~_l.icensure by the Medical Council of Canada (LMCC) 
4.USMLE 
ii~ ___ State Board administered by ___ _ _ ____ prior to 1972. 

/\re you 13oard eligible: G) N 
(State) r\ 

Are you Board ceriified: Y \ti.) 

lfso, identify speciolty: 

I in lend lo perform Level II Offlce B~ed Surgery which is integral to a planned treatment regiment and 0,Qtperformed on an 
urqent or emergent basis. Y ~) 

l.'J J .02:l.'i (f<l:1', 01/13) RDA178G 



PRACTICE AND UC ENSURE INFORMATION 

es~rlbe !n chronological order your prof:ssional P!~ctrce experience and medical activities since graduating from 
cdtcal S~hoo!. It 1cfude dates and localrons. Add1tional pages may be attached to tllis form if necessmy. Any 
aps in thts chronology must be explained. 

J!j 

07/2003 
---·-Mol'?,---

Ui' /2010 

07 /ZOll. 

Mo/Yr 

08/%012 - µresent 

Mo/Yr 

/\!Jo/Yr 

Mo/Yr 

1W 
Edmonton, Alberta CANADA 

(City) (Slate) 

Vc1ncouver, British Columbia CANAD/\ 

(Cily} · (Slalo) 

V,mcouver, Bdtlsh Columbia CANADA 

(City) 

Hamilton, Onl.itfo CANADA 

(City) (Sfato) 

(City) (Ste lo) 

8CTIVIIY: 

Cardiac Surgery Residency training. 

Advanced Cardiac Surgical Fetlowship training 

§encr,\.11 adult cardiac surg~JY, Laser fe;;id extraction 

left ventricular assist devices, 

cardiac transplantation 

Advanced Cardiac Surgical fellowship: !eh 

ygntili;ular assist devices, C<!.J:(llac transQ.!illltation 

Laser lead extraction and general adult cardiac 

Surgery 

Adult Cardiac Surgeon, HamHton General Hosplt«I 

Jsl below and submit a copy of attachmentft:3 lo ALL STATES, COUNTRIES, OR PROVINCES IN WHICH YOU 
!AVE I;Yf.S SEEtLOR. ARE CURRENTLY UCENSED AS A MEDICAL DOCTOR Addll:iona! pages may be 
dded if necessary. · 

STATE 
Ontario 

British Columbia 

Alberta 

Alber tu 

LICENSE NUMBER 
99168 

DATE ISSUED 
08/2012 

.!l..? /2010 - 20:12 

07 /2003 ·- 2010 

08/2007 - 2008 

CURRENT STATUS 
full license 

educational license - inaci:ivg:; 

Physician Extender license 

Jst lxilow ALL stale, countries, or provinces in which you hold or have ever held a license as a health professional 
Jther than lil Medical Docior. Submit a copy of attachment #3 to all such state, country, or province regarding sucll 
icensure. Additional pages may be added if necessaiy. 

TATE PROFESSION LICENSE NUMBER DATE ISSUED CURRENT STATUS 

-------·--- ----------- ·--· 

l'll,0235 (l/cv. Ol/JJ) IU)A 1786 



COMPETENCY INFORMATION 

PL!=AS~ ANSWER THE FOLLOWING QUESTIONS. If i:.iny answers to l!1e questions in this patt are in the 
affmnat1ve, aUach an explanation on a separate sheet. IN SUPPORT OF YOUR EXPLANA TJON THE FINAL 
DOCUMENTS OR ORDERS FROM THE ISSUING STATES, COURTS, AND/OR AGENCIES MUST BE 
SUBMID'ED ALONG WITH THIS APPL/CATION. 

For tl'Je purposes of lhese questions, the following phrases or words have the following meanings: 

·1. "Ability to practico medicine" is to be construed to Include all ofU1e following; 

2, 

,, 
,), 

4. 

a. T!ie cognitive capacity to make appropriate clinical diagnosis, exercise reasoned medical 
judgments, to learn, and keep abreast of medical developmenls; 

b. The ability to wmmunicate those judgments and medical infonnation to patients and other health 
care providers, with or without the use of aids or devices, such as voice amplifiers; and 

c. The physical capability to perform medical tasks suchas physical examination and surgical 
procedures, with or without the use of aids or devices, such as corrective lenses or hearing aids. 

"Medical Condition" includes physiological, ment~ll or psychological conditions or disorders, such as, but 
not limited to; orthopedic, visual, speech and/or hearing impairments, cerebral palsy, epilepsy, muscular 
dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental !Jfness, 
specific learning disabilif.ies, HIV, tuberculosis, drng addiction, and alcoholism. 

"Chemical substances" is to be construed to include alcot1ol, drugs, or medications, including those tal<en 
pursuant to a valid prescription for legitimate medical purposes and in accordance with the prescribers 
direction, as well as those used illegally. 

"Gurrnntly" does not mean on the day of or even in the weeks or months preceding the completion of this 
application. Rather it rneans recently enough so that the use of drugs or alcohol may have an ongoing impaet 
on oniis functioning as a licensqe or within the past two (2) years. 

"lllogal uso of controlled substances" means the use of controlled substances obtained illegally (e.g., 
heroin, or cocaine) as well as the use of controlled substances that are not obtained pursuant to a valid 
prescription or not tal<en in accordance with the directions of a licensed health care pracUUoner. 

QUESTIONS: 

Do you currently have a medical condition, which in any way impairs or limits your ability to 
practice medicine with reasonable skill and. safely? 

a If yes, are they ·mduced or ameHorated because you receive ongoing treatment 
(with or without medications) or participate in a monitoring program? 

b. If you have any limitations or impairments r,aused by an existing medical 
condition, are they reduced or ameliorated because of the· field of practice, the 
s!£)tting, or the manner in which you have chosen to practice? 

YES NO 

{If you rmx~ive such oogoing tmatme.nt or pmticlpate i!1 su~h a r~onitoring 1:rogran!, the Boer~ will make an indJ':idual 
a.'i,,essment of the nature, the soveri(y, 1:111d iho duration of the asks assoctaled wtlh an ongomg mecllcal cond1t1011 so 
as lo deformine whether an unn-)stricted license s/Jould be Issued, whelher condifions should be imposed, or whether 
you are.not eligible for licensure.J 

Appliw(ioTJ -- t'agr. 4 of G Pages RDA 1786 



COMPETENCY lNFOR.MATION CONTINUED 

QUESTIONS: 

2. Do you currently use cl)ernical substances? 

If yes, do they in any way impair or limit your ability to practice medicine with reasonable skill 
rn1d safety? 

Please list: 
_,, -------··---~-~-------·~------------·--·-· 

Am you currently engaged in the illegal use of controlled substances? 

YES NO 

If yes, are you currently participating in a supervised rehabilitation program or professional 
assistance program that monitors you in order to assure that you me not engaged in the illegal 
use of controlled substances? _i_ 

6. 

J. 

8. 

9. 

rn. 

Hah~eb·'.tyo~ ever been ?iag
7
nosed as having or havo you ever been treated for pedophilia, ___ __L 

ex 1 1 1onism, or voyeurism. 

If you have ever held or applied for a license or certificate to practice ·medicine in any state, 
country, or province, has or was it evE;r been denied, reprimanded, suspended, restricted, 
revol<ed, othetwise disciplined, curtailed, or voluntarily surrendered under threat of 

· investigation or discip!inary action? 

If you have ever had staff privileqes at any hospital or health care faciUl;y have they ever been 
rnvoked, suspended, curiallecr; restricted, !united, otheiwise disciplined, or voluntarily 
surrendered under threat of restriction or disciplinary action? 

Have you ever applied for and been denied n state or federal controlled substance certificate? 

If you have possessed such fl certificato has it ever been revoked, suspended, restricted, 
otherwise disciplined, or voluntarily surrenckired uncJor threat of investigation or disciplinary 
action? · 

Have you ever been convicted of a felony or a misdemeanor other than a minor traffic. offense? 

Have you ever been rejected or consured by a medical society? 

In relation to the performance of your professional services in any profession: 

8, Have you ever had a final Judgment renderod ~you; 

b. Have you ever had settlement of any legal action rendered E9.ainst you; or 

C. Are tllere any legal actions pending fil}9jr1st you or lo wl1ich you are a party? 

If you have ever held a license. or certfficate in any h?alth .care _profession, has it ever besin 
reprimanded suspended, restncted1 revoked, otheiw1se d1sc1pltned, curtailed, or valunta11ly 
surrendered under threat of lnvestiga,ion or disciplinary aclion? . 

-.. L 

·,/ 

Affirmative .response re<Juire.':l final documents or orders from the issuing states, courts, 
and/or agencies. 

Pff.lJJ,J:i (l/.cl'. 01/IJ) RUAJ71!6 



APPLICANT: FILL OUT THE FOLLOWING AFFIDAVIT liilliE f:SF,;S!;NCE OF A NOTARY PUBLIC 

AFFIDAVIT AND RELEASE 

I, ... _. Dr. Matthew Robert Dan tor______ .. , M.D., of Hamilton -·- Ontario, GANAD~-----
(Applfcanl's Name) (City) (State) 

being duly sworn and identified as the person referred to in this application attests to the truth of ead1 statement 
made In said application. I further swear that I have read and understand the law and tile Rules and Regulations 
regarding the practice of my profession, which are posted on the Board's Internet site and/or were provided to me by 
the f3oarcl office, and c1gree to abide by them in the practice of medicine in the State ofTennessee. 

I HEREBY; 

SlGNIFY my wl!lingness to appear to answer such questions as the Board may find necessary, which may 
include a full Board interview. 

RELEASE to the Board, its staff, and their representatives, any and al! documentation necessary now and in 
the future to establish my physical and mental capabililies to safely practice medicine. 

AUTHORIZE the Board, its staff, and their representulives to consult with my prfor and current associates 
and others who may have information bearing on my professional competence, character, health status, 
ethical qualifications, ability to worl< cooperatively with others, and other qualifimitions. 

RE:LEASE from liabilily U1e Board, its staff, and all their representatives and c1ny and all organizc1tions which 
provide information for their acts performed and staten,ents made in good faith and without malice 
concorning my competence, ethics, character, and other qualifications for Hcensure. 

ACl<NOWLEDGE that I, as an applicant for licensure, have tile burden of producing adequate information· 
for a propBr evaluation of' my professional, ethical, other qualifications, and for rest)!Ving any doubts about 
stmh qualifications. 

AUTHORIZE release, use and disclosure qf otherwise HIPM protected health information to the limited 
ex.tent necessary for my application to receive full consideration up to and including discussion in a public 
forum should that become necessary. 

My Commission expires: 

'll-!J2:l5 (l(C\'. OJ/1.3) ApplicaUon-l?ngc 6 of6 l'agcs 

SitS!!JUll®lfft W .. ~7>egfft-11D' 
Affix Seal He~otary-_public . 

Province of Ontario, C'anes:ta 

.RDA 1786 



• •.....-r.f, 
STATE OF TENNESSEE 

DEPARTMENT OF HEALTH 
HEAL TH RELATED BOARDS 

665 Mainstream Drive 
NASHVILLE, TENNESSEE 37243 

TENNESSEE BOARD OF MEDICAL EXAMINERS 
(800) 778~4123, ext.. 5324384 or (616} 532~3202, ext. 5324384 

APPLIGANT: USE THIS FORIVI ONLY IF YOU HAVE TAKEN A STATE EXAM PRIOR TO DECE:MBER 1972. IF YOU 
HAVE, COMPLETE THE INFORMATION IN THE BOX AND THEN SEND IT TO THE STATE BOARD FOR WHICH YOU 
TOOf< THE EXAMINATION: /;.,( ft/r 

Full 
(Last) 

Social Security State License Number: __________ _ 

CERTIFICATE OF SECRETARY OF STATE BOARD ISSUING ORIGINAL LICENSE 

(Stafc-1) 
Boa re! of Medlcc:il Examiners,_ certify thaL ____ ~ ___ _ of 

(Applica11t's Name) 
granted License/Certificate number --------· 

(City & State) 
to practice Medicine in this State on the, ____ day ·----------·--·-----··· I further certify that the 

aforesaid in the written examination before this Board, which was administered on 
(Date) 

obtained a general average of _________ percent and the following percentages on each subject: 

Subjeict · Percent Subject Percent 

Acting on beflalf of of Medical Examiners) I hereby 
(State) 

certify that the Applicant successfully completed the state licensure examination. 

Seal of the Board 

P!f.~ase:1 return to: 

Signature 

State of Tenn~ssee 
Board of Medical Examiners 
665 Mainstream Drive 
Nashville, TN 37243 

Date: 

RIM J'/86 



ATTACHMENT 5 

STATE OF TENNESSEE 
DEPARTMENT OF HEALTH 

HEALTH RELATED BOARDS 
665 MAINSTREAM DRIVE 

NASHVILLE, TN 37243 

DECLARAHON OF CITIZENSHIP 
MUST ACCOMPANY All APPLICATIONS FOR INITIAL UCENSURE OR REINSfATEMENT OF LtcENSURE 

The ''SAVE Act'' requires Tennessee Department of Health (including all Boards, Commissionsr and 
contractors), along witl1 eveiy local health department in the State, to verify that every f!.du!t applicant for a 
professional license is either a U,S, citizen, a "qualified alien," or a nonimmigraut who meets the 
requirements set out at 8 U.s.c. 1621. 

I am a(n) Cardiac Surgcon.~-----·----
Healthcare Professfon (Please Print) 

Ontario Canada license# 99168 ___ _ 
License number if applicable 

Please Print Legibly 

L Name:._J)antcr ____ Muttllew . 8,Qbert __________ .... --··-·-------·-···--
Last First Middle Malden_ 

2. Malling Address: unit 1,37 Sunvale Place,J·lamilton Ontario CAN/\DA.L8Lill ---·-- ___ _ 
.. 
.:l. 

4. 

Phone Number: Home: (289 _ _) 656_··_05§.•L. Office: (905 __ ) 527 _.-__ Q27L_ Fax: ,---,----· -----··
xt1l4S29 

I am a United States Citizen: ---·· .Yes 

S. I am a foreign national not physically present in the Unft~,d States ..J .. Yes ... __ No. If you answered yes, to 
tliis question pfc,mse sign !his form in the presence or' a notary and return it with your application. No further 
Jocurnentation Is required. 

6. Applicants Claiming United States Citizenship MUST provide one of the following; 

n) Tennessee Driver's License, or photo ID issued by Department of Safety. 
b) A valid driver license or ID issued by another state, provided its issuance requirements meet 

Department of Safely criteria, . 
c) An official birth ce1tificate issued by a U.S. state, terr!to1y, or other jurisdiction. Puerto Rican birth 

certificates issued before July l, 20W do not count. 
ct) A federally issued birth certificate. 
e) I\ valid, unexpired U.S. passp·ort. 
f) A report of birth abroad of a U.S. citizen. 
g) A certificate of citizenship. 
h) A crntiflcate of naturalization. 
i) A U.S. citizen ID card. 
j) Any successor document to #'s a-i above. 
k) SSN that the entily or local health depmtrnent may verify with the Social Security Administration in 

accordance with federal law. 

1. If you checked "No'' in question 4 please indicate from U1e 11st below which Ci:ltegory applies to you: (circle one) 

Plf,,J !83(l(cv.OJ/lJ) RDA 11)137 



(. ~"-; ;~011~ri1~Jr~~;;·;;b1icant for ·a nrotessior;~,,~r ~~;;;;~1~1--Ci~T 1iccns~· ~i;;;~·v1~~-r;~;~t,y~i;~t;th~"~"-=: 
... ,~:,) Urnl'ed States 1s related to suc:h cmployment1 or a nonimmigrant under the:! Immiqration and i 

Nationc1lily Act (8 U.S.C. 1101 cl'seq.). ' 
c) /\sylees who meet the qualifications set out in 8 U.S.C. 1158 
d) Refugees who meet tile qualifications set out in 8 U.S.C. 115/ 

e) Persons who have been "paroled into the United St<1tes,11 under 8 U.S.C. 1:1.82(d)(5) or whose deportation has 
been withheld under 8 u.s.c. 1253. · 

0 Cuban or l·ialtian entrants as defined by section 50:l(e) of the Refugee Education Assistance Act of' 1980 
g) Persons grnnted condftlona! entry into the U.S. under 13 U.S.C. 1153(a)(7) before April 1, 1980, because of 

persecution or fear of persecution on account of race, religion, or political opinion or because of being 
uprooted by catastrophic national calamity. 

h) An alien who has been "battered'' or subjected to "extreme cruelly" by a parent or spouse as defined by 8 
U.s.c 1641(c), and also meoL'> the qualifications.set out 8 U.S.C. 1641(c)(1)(!3). Under the circumstances set 
out in 8 U.5.C. l641(c)(2) and (3), victims' cl1Hdren, or the parents of chfldren who are victims, may also 
apply for benefits as qualirJed aliens. 

Applicants cl(liming qualified alien status (question 7 above), please submit two of tt1e following forms of "documentation 
of identily and immigration ~i:<ltus" as determined by U.S. Homeland Security to be acceptable for veriftcotion through the 
S/\VE program. Common Lypes of doct1ments used to verify immigration stalus are listed below, (Note: If you cfm provide 
only one clocurnent, your status will be verified U1rough the U.S. Department of Homeland Security's SAVE prog,am): 

l-TD (Reentry Permit) 

I--551. (Permanent Resident (}]rd or "Green Card") I-· 

571 ( Refugee Travel Document) 

1-7G6 (Employment Authorizntion Card) 

Machine Readable Immigrant Visa (with Tempot:<lry I--551 language) 

Temporary 1-551 stamp (on passport or I··94) 

. I-9r.l (/\rrlval/Depmture record) 

Unexpired foreign pas!;port 

w I/Wl3 AcJniisslcm Stamp In unexpired foreign passport 

I 20 (Ccrtific,if:c! of Ell9lbllily !'or Nonimrnlgtant F(1) studmt status--- "student visa") 

DS2019 (Ccrtlflcatc of Ellgibillty For Excl1un9f~ Visitor (J-1) Stiltus) 

1 amrrn under the pei1ally of' pe1jury that the abovo is lrue and correct. 

ot.._:~~··':":::'.:.':;;C--... , 2o/;(" . . 

. ,-;·~ 
Sworn to before me this, ... (2l ___ day ol'._ __ ._ .. f c:__l·~j :4~':::.1-- ___ , 20 Ir/~ 

" ,,,/r I 

--,r'-r-;~7'::?'.c.Pt~f ------- -TARY'f.iuouc }/ 

M\' Commission 

u nil ,1ppllca11t is cliscoverect to be an unqualified alien, or otherwise Ineligible for benefits uncler the :!\ct;, alt ~ecun·lng 
t1eneflts provided to that applicant: must be immediately terminated. Anyone who purposefully mnkes a false, fictitious, or 
fraudulent claim of U.S. citizenship or qualified alien status will be liable under tho Tennessee Medicaid False Claims A<;*, or 
T<;:nnessee's False Chdms Act. Any person who conspires l:o dtifraud the state 01· any local health department .by securmg a 
false claim allowed or paid to another person in violation ol' the Act may be Hobie under Tennessee's False Cfau;ns Act. Upon 
cfii;covet·y of an applicant's false, fictitious, or fraudulent claim of U,S, ciUzensh!p, state governmental entities and local 

'"!~o.al~l_1 ~~~.<.1,~t11!;;::~ inus~.~!il~ ~ ~~~.~1ml co111p~1twilh ~.l'._~d States A!!:~~~ .. -----. ··---·-- --- .... ·.·. ···-· _ ". -~~- _ 

I'/ I,4 l 8:l(Rcv.O l/J 3) RDA 101:l7 



l'rncUUoner',~ NaJ1Je 

Profession 
·----. -·-·---.-.fE:i:"Nit:N~E~S~S:;E:;.E:-;:B::;;O::;-A;;-;R:;-;D~O:-;:F;--:G-;;-bo-a-,d-;-;-f o-r-vo-u_r __ p_ro-=re-s-s,:-·o-nJ------------

HEALTHCARE PROVIDER INFORMATION 
TENNESSEE DEPARTMENT OF HEALTH 
OFFICE OF HEALTH RELATED BOARDS 

665 MAINSTREAM DRIVE 
NASHVILLE, TENNESSEE 37243 

I. PRACTITIONER DATA 

A. 
B. 

E. 

F. 

G. 

H. 

I. 

PROFESSION: Cardiac Surgeon. __ _ LICENSE NUMBER: Ontario Canada#: 99168 
Call ac4 u;/ L JThis will DQ1.be published)-. ----SOCIAL SECURITY NUMBER.. Ill 11 

NAME (INCLUDE MAIDEN AND ON zND;3Ho LINES ANY ALIASES, IF APPLICABLE): 

CURRENT NAME: O;_mter Matthew Robert 

(LAST) (FIRST) (MIDDLE AND MAIDEN NAME) 

(IF APPLICABLE) 

FORMER NAME(S): 

(LAST) (FIRST) 

(LAST) (FIRST) 

E~MAIL ADDRESS: rndanter@.~talberta.ca --------
Your e-mail address wlll be published unless you elect not to by checking hare. 

WEB PAGE ADDRESS: 
Your web page address will be published unless you elect not t9/by checking hero. 

41 lo 3~3 -- a-t ,q< 
PRACTICE TELEPHONE: ( '985- ) 52:441-00-xl--44~2'9-
Your telephone numb or will be published unless you elect not'to by checking here. 

(MIDDLE) 

(MIDDLE) 

D 
D 

[] 
LANGUAGES, OTHER THAN ENGUSH: Indicate languages other that:i English or translation services 
that rnay be available at your primary practice location. 

1,---------~~-----~-~----~-~~---~· 
SUPERVISfNG PHYSICIAN: If you are required by law to be. supervised by a physician (physician 
assistant or advanced practice nurse) indicate the name(s) and address(es) of each supervising 
physician. lf you need more space, attacf1 additional sheets: 

I. 

----~·-·------··-----
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PnH·.lilim1(u·'s Nmno 

II. GRADUATE/ POSTGRADUATE MEDICAL EDUCATION AND TRAINING 

A What s~hool(s)/educat/onal programs have you attended? And, what type(s) of degree(s) do you hold? 
Do not include coursework taken to meet the continuing education requirement for licensure renewal. 
(/\uthority: T.C.A. §63~51-105(a)(6) and (7)) 

-~~---·-~~·--·-·*--·-, .. ·---~.~ .. ,·-----·· -----·----·-~--.. ----·--~-·--·--·--·-
DATE OF 

PROGRAM/INSTITUTION CITY/STATE/COUNTRY . GRADUATION TYPE OF 
DEGREE MM/DD/YYYY 

-··---·-· ...... - ... --............ ,--------~---~--London, Outario CANADA - 05/f6/1999 --+I-1<-H-10-m-·s-Baohelors 

1. The University of Western Ontario of Science 

... (now called Western .. University) ....... - . ., ....... __________ ,, __ . --i-----·--··----1(P ___ h_ys_·i_o_l""'"'og_y_) _____ .... 
London, Ontario CANADA 05/16/2003 Doctor of 

2. The University of Western Ontario Medicine 

·-- (now called_Western Univers __ it~y) _____ ----·-·----~----1---------........... ----------

3. 

--···-··-·-----·------·-·-----.. -'-·------------·.._...J"-----·-----'--------1 

13. Ust in chronological order from date of graduation to the present, all completed medica[/professional. 
graduate and/or post-graduate training (internship, residency, fellowship or other program). Do not 
include coursework taken to meet continuing education requirements for licensure renewal. (Authority: 
T.C.A. § 63-!51-i05(a)(6)) 

Pf~OGRAM AND SPECIALTY AREA 
(INTERNSHIP, RESIDENCY, 

l='F-'.f I ()\/\/~HIP !=Tr:\ -- ______ ,. _____ .,----··-·--·-------·------------·-··---! 

'I. C2.lrdiac Surgical Residency 

LOCATION OF TRAINING 
(CllY,STATE,COUNTRY) 

The Uni.vorsity of Alber{a, 
Edrmmton, Alberta CANADA 

FROM TO 
MM/0[)/YYY'y MM/DD/YYYY 

07/01/2003 ,......06/30/20~--

-----------------·-------·--···-f-'- .. ----~-------f.+-·---·-·-·-~---.......-,------1 
SL Paul's Hospital, Tlw University 07/01/2010 06/30/2012 

2.. /\dvanced Cardiac Surgical ofBritish Colmnbla, Vancouver, 
_ Fr~Jlowship -·-----..L.B_:r_itl_s1_1 c_:o_l_m_nb_ia_CA_. N_.A_D_A __ _... _______ ....... ______ ..,.. 

!IL SPECIAL TY BOARD CERTIFICATIONS: 

Do you hold a cerl!fica.tion, specialty or subspecialty from any specialty board recognized by tile board 
regulating the profession for which you are licensed? {see instructions) YES Ill NO 0 

(Authority: T.C.A § 63-~i1-105(a)(8)) If "Yes", complete sectlon below 

CERTIFICATION/SPECIAL TY/SUBSPECIAL TY 

·1. Royal College of Physicians and Surgeons of Canada 

2. The College of Physicians and Surgeons of Ontario Full practice liccosure iu cardiac surgery 

4. 
.. --·-------·--+------- ·-------------~----! 
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l:'nidilio1Hn·'s Name 

JV. FACULTY APPOINTMENTS 

A Hav0 you had the responsibility for graduate medical education within the last ten 
('10) years? (Authority: T.C.A. § 63-.S-J .. ·J05(a)(i0)) Ill NOD 

[3. Do you currently hold a faculty appointment at a medical/health related institution 
of higher learning? (Authority: T.CA § 63-51-105(a)(10)) YESm NOD 

If "YES", list the title of the appointment, name(s) and city/state of institution(s). 
clearly labeled with this question number, if necessary.) 

(Attach additional sheets, 

TITLE INSTITUTION CITY/STATE 

1. Locum Cardiac su.rneon ____ ,. ___ ·-· Hamilton General Hospital Hamilton, Ontario GANADA 

2. -~-~-.. --------------~-··----------·· 

3. ~.-------·----·----····-----··~-----.. -- ---
V. STAFF PRIVILEGES 

A. Do you. currently hold staff privileges at a hospital? (Authority: T.C.A. §63-5'1-105(a)(9)) YESD NO 0 
If ('YE?.8'1, list each hospital at which you currently have staff privileges: (Attach additional sheets, cf early 
labelerJ with this quest.ion number, if necessary) 

NAME OF HOSPITAL j vii r1-:,fATE --------- ---· 
1. Hamilton General Hospital Hamilton, Ontario CANADA 

'• ··~----~----------~------~-~---,,.--,-· ---. .-------··· ~--------- . , -- ------- -
2. 

·--------------··~·-"""·-------------·-·-~-----·-------·- -
_____ ., _____________ 

:t 
-·-- -~------·--·-···----··"·--------.-·~---~--... , .. ___ ,,._. ______ ,, ----- --·---------------,---~-~-·· ·-

4, 
···----··------------~--~-·---.-.---·· - ···----------·------------·-

r o. 

VL. MANAGED CARE PLANS 
- --· 

A. Do you participate in any managed care plans? (Authority: T.C.A. §63-51-105(a)(15)) YESO NO • 
If "YES", list each: (Attach additional sheets, clearly labeled with this question number, if necessary) 

NAME OF MANA(,ED CARE PLAN 
·-

·f. 
------·-·-~·-·-··------~·-·---··---·--···---------··---~----- -~ 

2. 
,•n , .. ,-~~~-----·~-··-----~-----~---·-··-----·---......-.--------· -------------·-·-

".> ,.). 
~--~------•~------«w __________ ,,_, ________ ,..,,. _ _, ___ .,---·- -· • ---
4. 

-- -------· - -·- - -- ~ 

·-- __ ...., __ _. ____ ----~------ -- __ ., _____________ -~---- --.. -··---"""----~-
/: "· 
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PrnciiUoner's Name License# 

Profession 

B. Do you currently participate in and accept any TennCare plan(s) as a provider? YES o NO u 

If "YES'', list each plan in which you currently participate or accept as a provider: (Authority: T.C.A. § 63-51-
105(a)(16)) · 

1. 

2. 

') 
<.), 

<1. 

5. 

NAME OF TENNCARE PLAN 

------------·-··-··--·----·-----.. --------·-·--------

---···-·----·-··--··----------·---·--··-··-~-------------------

--·-----···----·"--·--·· --·--·-------·-·-------·--·---------

--··---·----·~-~· ·--.~-~-----··--··--···-··' ~---·-··--·------ ---

VIL FINAL DISCIPLINARY ACTION (See Instructions): 

A. Within the previous fen (10) years, have you ever had any final disciplinary action taken against you by 
the agency regulating your license, in this state or any other jurisdiction? (Authority: T.C.A. § 63-51-
'105(a)(8)) YES D NO Ill 

If "YES", list narne(s) and address(es) of agency(s) and a brief description of the final disciplinary action(s) 
and stated reason(s) for taking the action. (Attach additional sheets, clearly labeled with this question 
number, if necessaiy.) 

AGENCY NAME/ADDRESS DATE DESCRIPTION OF VIOLATION DESCRIPTION OF ACTION 

---· -·-------

---·~~--~------

IF "YES", is this final disciplinary action under appeal? (attach copy of notice o1' appeal) YES ONO 0 

2. 

-··------· ·---

JF "YES", is this final disciplinmy action under appeal? (attach copy of notirn of appeal) YES D NOD 

·-----------------· 
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I 'mcLiiion cr's Name 
License# --------

·~------~--~------------------------------~--~-----B. .~i(hin _the previous ten (10) years, have you ever had your hospital privileges revoked or involuntarily 
rest 1. 1cted _o1 reasons related to competence or character by the hospital's governing body? (Authority: T. C.A. § 
63-b1-10S(a)(4)) YES O NO a 

If "_YES", list name(s) ancl address(es) medfcal institution(s) ancl a brief description of the final disciplinary 
t1.chon(s) and stated reason(s) for the action. (Attach additional sheets, clearly labeled wltti this question 
number, if necessary) 

HOSPITAL NAME/ADDRESS DATE DESCRIPTION op VIOLATION DESCRIPTION OF ACTION 

IF "YES", is this final disciplinary action under appeal? (attach copy of notice of appeal) YES ONO 0 

2. 

IF "Yi-:S", is this final disciplinary act.ion under appeal? (attach copy of notice of appeal) YES LJ NO 0 

C Within the previous ten (10) years, have you ever been asked to or allowed to resign from or llad any 
medical staff privileges restricted or not renewed by .fil!YJ1ospital in lieu of or in settlement· of a pending 
disciplinary action related to competence or character? (Authority: T.C.A.: § 63°·51-105(a)(4)) 

YESO NOil 

ff "YES", list name(s) and address(es) of the hospital(s) and a brief description of the final disciplina1y 
action(s) and stated reason(s) for the action. (Attach additional sheets, clearly labeled with this question 
number, if necessary) 

HOSPITAL NAME/ADDRESS DATE: . DESCRIPTIONOFACTION 

·1. 

If "YES", is this final disciplinary action under appeal? (attach copy of notice of appeal) YESO NO 0 

---- ---·~------

If" "YES", is this final disciplinary ac!ion under appeal? (cittach copy of notice of appeal) YESD NO 0 

---.. --~-.. ~·--·-\··-·--·---------------------___. 
t<--. • I ,., ,- • ,,~ ,.. t 1-·, • • • r,, A J .( "'I\ H.DA '10137 



.I' rad itiouer\•; Nmnc license# 

VllL CRIMINAL OFFENSES (See Instructions) 

you within tile most recent ten (10) years, been found guilty, regardless of whether adjudication of guilt 
withheld, or pied guilty or nolo contendere to a criminal misdemeanor or felony in any jurisdiction? 

T.C.A § 63-51-'l05(a)(1)) YES O NO• 

briefly describe the offense(s): 

DESCRIPTION OF OFFENSE(S) DATE JURISDICTION 

"YES", is this final disciplinary action under appeal? (altach copy of notice of appeal) YESO NOD 

"YES", is this final disciplinary action under appeal? (attach copy of notice of appeal) YESO NOD 

"YF ,c:;", is tl'lis final discipli1 trny ,x:tion under c1ppe,c1I'? (attach copy or notice of· appeal) YESD NO U 

IX. LIABILITY CLAIMS 

I- lave you had a medical malpractice court judgment, arbitration award, or settlement against you since May 
'19, 19987 (Authority: T.C.A. § 63-51-105(a)(5)) . YES O NO a 

If "YES", indicate a brief descrlptlon of the nature(s) of the claim, the date(s) of the claim report(s), and the 
amount of the Judgment(s), award or settlement(s): 

ENTRY DATE OF DISPOSITION ORDEH OR SETTLEMENT AMOUNT 

·1. 

2. 

J. 

,J. -- .. ------···-·- -·- -- ----·-·------·-

PH 3585 (Hev. O·l/13) Paqe ·10 



PrndiiimH!l''S Name 

Profession ---~-~·-

X. OPTIONAL INFORMATION: 

A. PUBUCATlONS: List any publications you have authored in peer-reviewed medical literature: (optional) 
(Authority: T.C.A § 53 .. 51 .. 105(a)(11)} 

TITLE: PUBLICATION DI\TE 

·1. . See Attact1ed CV ___________ _ --------·---------

2. 

4. ----·--------~--

B. Pf'.{OFESSIONAL OR COMMUNITY SERVICE ACTIVITIES AWARDS: List any information regarding 
professional or community service associates, activities and awards: (optional) (Authority: T.C.A. § 63-51-
105(a)('12)) · 

COMMUNITY SERVICE/AWARD/HONOR 

'I. -------------·---------------

2.. 

') ..... 

ORGANIZATION 

I affirm these statements are true and correct and recognize that providing false infonnation may result In 
disciplinary aclton _against my license pursuant to T.C.A. §§ 63-51-113 and/or 63~51··118. 

f~EMll\lDER: Each practitioner who has submitted Information must update that information in writing by notifying 
'.he Department of Health, Healthcare Provider Information Unit, within 30 days after the occurrence of an event 
11 rn1 attainment of a status that is required to be reported by the law. 
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ATTP.CHME:l\!T 3 

..... 
ST ATE OF TENNESSEE 

DEPARTMENT OF HEAL TH 
HEAL TH RELATED BOARDS 

227 FRENCH LANDING, SUITE 300 
NASHVILLE, TENNESSEE 37243 

T~NNESSEE BOARD OF MEDICAL EXAMINERS 
{800) 778-4123; ext 5324384 or (615) 532-3202, ext. 532-4384 

CLEARANCE FROIVI OTHER STATE LICENSURE BOARDS 

APPLICANT: Please provide the information requested in the top box and then man one form to the licensure board in E:ACH 
state where you !1old OR HAVE EVER HELD a license to practice any profession. (You may copy this form.) NOTE: Some 
states require a fee for providing clearance information. To expedite your application, you may wish to contact the applicable 
state(s). 

Dr. IVlattllew H. Danter __ _ 
(Name of Applicant) 

with license number 99168 ___ , ___ on July 25, 2012 _____ _in the State of Ontario Canada ____ . 
(Date) 

·--·---·-was granted a license to practice me~·---· 
(Profossion) 

The E3oard of Medical Examiners ofT ennessee requests that I submit evidence of the current status of that license in your 
state. You are hereby authorized to release any information in your files, favorable or otherwise, directly to: 

Date: 

State ofTonnossee 
Board of Modica! Examiners 
665 Mainstroam Drive 

Nashville, TN 37243 ~ .~ 

.... _____ . __ .. __ , ____ .. __ · Applican~~ ------

Dr. M.:itthew Robert Danter, MD, FHCSC 

name 

ADMINISTRATIVE OFFICE OF ST ATE LlCENSURE BOARD, PLEASE COMPLETE: 

Name In Full As It Appears On License: 

Licenso Number-----·-- -----·-··-- Issued ____ ., ____ _ 

Basis of issuance: 
(Check One) 

·---·-Enclorsement/Reciprocitywllh 

The License is currently active and registered? 
Is therE, any derogatory information on file? 

l'll-07.JS (Rev. 01/13) 

No .. __ ,,_ 
Y~s______ No~- If yes, an explanation must be attached. 

RDAJ.786 



ATTACHMENT 2 

\{) 6 /J 

J1)i /,/ 

TENNESSEE BOARD OF MEDICAL EXAMINERS 
(800) 778~4123, ext. 532-4384 or (615) 532~3202, ext. 532-4384 

,.~. /f' VERIFICATIONOFPOSTGRADUATEMEDICAL TRAINING 

Arr'C;CANT: Provide the information requested in the top box and thon mail this form to each institution in which you 
received any postgraduate medical training. If additional forms are required, copy this one. 

Institution Administration: I am applying for a Tennessee medical license and hereby authorize you to release any and all 
information in your files concerning my medical training. I was in training at your institution as follows: 

Ap pile ant's name: ,..i,D"""a'""n"'"tez~r ___ _ B2bert 
(Last) (First) (Middle/Maiden) 

Name of Institution: The University of Alborta ___ _ 

--$1N-_,___._· -( ___ ----·--
Program Title: ---"'CC.>:a....,rd,:.:i...,.s1c"'-"'S .... u ..... rg....,~q.[.,1..'{ ________ _ 

__ _L!fL//3 
pplicant's Signature Date 

ADMINISTRATIVE OFFICE OF TRAINING INSTITUTION. NOTE: THIS FORM MUST BE NOTARIZED. Please complete 
(including questions} and return to: 

Is your training program LCME/AGCME approved? 

State of Tennessee 
Board of Medical Examiners 
665 Mainstream Drive 
Nashville, TN 37243 

Was the above program LCME/AGCME approved at the time the applicant completed training? 

Were there any adverse charges or acUons taken during the residency? 
If yes, please attach supporiing infonnatlon and/or documentation. 

Would you recornmend the applicant for licensure? 

Did the applicant successfully complete I.he program? 

CIRCLE ONE 

Yes No 

Yes No 

Yes 

No 

No 

The Applicant attended tl1e program fronL 07{200]....._Jo 06/2010 . I certify that the information on this fonn is true and 
correct. (Mo/Yr) (M()/Yr) 

--------------·-----
Program Director's/Dean's Signature 

Subscribed and sworn before me this l.he __ day 

Notary (Affix Seal Here) 

My Commission Expires: 

Pff-0235 (Hcv. 01/13} RlM.178(, 



ATT ACHME!\ff 1 

,t .. ;Ji~·· .. 
: ;,; ;P.i\1~: 
f ?' , .. ·ut Jr.s:! 

.. ... ,2/l 
ST ATE OF TENNESSEE 

DEPARTMENT OF HEAL TH 
HEAL TH RELATED BOARDS 

665 MAINSTREAM DRIVE 
NASHVILLE, TENNESSEE 37243 

TENNESSEE BOARD OF MEDICAL EXAMINERS 
(800) 778~4123, ext 532-4384 or {615) 532w3202, ext. 5324384 

APPLICANT: Supply the inforrnalion requestecl in this box and then mail tl1is entire form to your medical school. 

Full Name: Danter .. Matthew . Robert 
(Last) (First) (Middle/Maiden) · 

Address: Unit 4, 97 sunvale Place ___ _ Social Security Number; 
Hamilton, Ontario C/\NAOA 

T8E 4Z/ 

student Identification Number: . 00·1444033 

Year of Graduation: 

Deoreo Obtained: 

TO WHOM IT MAY CONCERN: 

I am applying for a license to practice medicine in the State of Tennessee. 

Please forward an original graduate transcript of courses, grades, and degree bearing the institution's 
official seal to: 

State of Tennessee 
Board of Medical Examiners 
665 Mainstream Drive 
Nashvi!le1 TN 37243 (37228 for courier service only) 

Thank you for your cooperation and prompt response. 

J'I J.fl235 (Re\', 01/IJ) 

~;,~rt2.a3. 
I /cfate 
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TENNESSEE DEPARTMENT 
OF HEALTH 

MANDATORY PRACTITIONER 

PROFILE QUESTIONNAIRE FOR 

LICENSED HEALTH CARE PROVIDERS 
The Health Care Consumer Right-to-l<now Act of 1998, T.C.A §§ 63-51~101, et seg., requires designated 
licensed health professionals to furnish certain information t.o the Tennessee Department of Health, and is 
requested in this questionnaire. From the information submitted, the Department compiles practitioner profiles 
which the law requires to !Je made available to the public via the World Wide Web and our tolHree telephone 
line. f::.ach practitioner who has submitted information must update that information in writing by notifying the 
Department of Health, within 30 days after the occurrence of an event or an attainment of a status that is 
required to be reported by the law. A copy of your initial or updated profile will be.furnished to you for your review 
prior to publication. That opprntunlty will allow you to make corrections, additions and helpful exph;i.natory 
comments. Failure to comply with the requirement to submit and update profiling information may result in a 
delay or denial of your !!censure application and/or may result in disciplinary action against your license. The 
professions required to submit a profile questionnaire are: 

Advanced Practice Nlirses 
Alcohol and Drug Counseloi·s 
Audiologists 
Chiropractic Physicians 
Clinical Pastoral Therapists 
Dentists 
Dietitian/Nutritionists 
Dispensing Opticians 
Electrologists 
Licensed Registered Respiratory Therapists 
Licensed Certified Respiratory Therapists 
Licensed Laboratory Personnel 
Marita! & Farnily Therapists 
Massage Therapists 
Medical Doctors 

Nursing Home Administrators 
Occupational Therapists 
Optometrists 
Orthopedic Physician Assistants 
Osteopathic Physicians 
Pharmacists 
Physician Assistants 
Physical Therapists 
Podiatrists 
Professional Counselors 
Psychologists 
Respiratory Care Assistants 
Social Worl<ers 
Speech Language Pathologists 
Veterinarians 

A blank copy of the profile questionnaire may be obtained from the following web site address: 
'.·! .... 



INSTRUCTIONS 

QUESTIONNAIRE DEADLINE ~The provider must complete and submit the questionnaire before 
~ lice~1se will be granted. Providers who have completed a similar questionnaire for another state's 
hcens.1ng l~oard are, nevertheless, required to complete and submit this form. Changes to the 
questionnaire must be submitted within 30 days of the change. 

C0/11/PLETING THE QUEST/ONJVAIRE Complete the questionnaire by typing the information or 
by printing neatly in block letters in ball point pen. If a question does not apply to you, indicate so by 
checking the "Does not apply" box. Illegible questionnaires will be returned,. If you need further 
instruction, contact your profession's licensing board by calling (615) 532-3202 or by calling toll free at 
(800) 77H-4'123. 

SUBMITTING THE QUESTIONNAIRE_Mail the completed profile questionnaire to: 

Tennessee Board of (poard for your profession} 
Healthcare Provider Information 

665 Mainstream Drive 
Nashville1 TN 37243 

J> Do not return pages 1 through 4 with the questionnaire to the department 
J> Keep a copy of the questionnaire for your records" 

The following numbered paris correspond to the matching number on the questionnaire form. 

Complete Part I, noting l:he following: 

: : : 
~· .License _number: Fill in your Tennessee license number and indicate your profession in the space 

provided. If you have not been issued a license number, please leave this blank . 
., §_9.r;ial security number: Your social security number will not be published or in any way 

given out to the public. It is required for inwhouse tracking purposes only. 
• Primary Practice Address: ___ Complete the practice address (if applicable). If your practice address is 

also your home address, you should know the Department is prohibited from placing your home 
address on the Internet without your request to do so. There is a box to check in Part I to request 
this. Retirees: Write in "N/A" for practice address. If you do not have a practice address at the time 
of completing this questionnaire, you must report your practice address within 30 days of obtaining 
a practice address. 

"' §.Lm.eryising PhysicianL_Physician assistants and advanced practice nurses must list all supervising 
physicians. In addition, advanced practice nurses must also complete the Notice and Forrnulary if 
you are prescribing. The Notice and Formulary ls available onHne at 

GRADUATE/POSTGRADUATE MEDICAL/PROFESSIONAL EDUCATION AND 
TRAINING -

List chronolooically medical/health professional related graduate/postgraduate education and training 
completed. Exclude any program or courses taken to satisfy continuing education requirernents for 
licensure renewal. Provide information about health related degrees you have received including your 
licensure degree. 

PH 3585 (Rev. 01/'!3) Page2 RDA 10137 



ITL~~A~!..'(-~,<?ABQ .. ~~!.!f!9~!10~-----· ,_: _ ... - ... _· ~~-~=-=:_::.::::_:= _:_·=--~ ---J, :( 

Provide info~\n,ation o~ any certif:ic~tion, spe?ialty or subspecialty from any specialty board recognized 
b~}h~ P:mer 1can fl(led1ca.l ~ssoc1;':'.t1on, Arn:n_can Oste?pathic Medical Association, American Podiatry 
A~ 0 ?c.1a~1on, Amencan ~h11opract1c Assoc1at1on, American Dental Association or any other specialty 
ce1t1ty1ng body as determmed by your Tennessee licensing board. 

II~-- fl\SUL TY APPOINTMENTS :· ~ = ~= == Answer ALL yes/no questions with a "yes" or "no" response. A brief statement in the space provided 
should follow a "yes" answer. If the space is insufficient for your response, attach an additional page, 
being sure to number the response to match the appropriate question. 

[ V~= .}j~FF.PRIVIL~GES . : : =:: .. . .::: = ~=~= 
A List all hospitals at which you hold staff privileges. Tile definition for "hospital" can be found at 
T.C.A § 68··1'1~201. 

@:- ~-- MA~f\GE=D CA~E AN!?.:!,ENNCARE PL{\NS == 

] 

A In the spaces provided, answer information about the Managed Care plans in which you participate 
nnd accept as a provider, if any. If the space is insufficient for your response, attach an additional 
page, being sure to number the response to match the appropriate question. 

B. In the spaces provided, answer information about the TennCare plans in which you participate and 
accept as a provider, if any. If the space is insufficient for your response, attach an additional page, 
being sure to number the response to match the appropriate question. 

-~ :: 
These questions refer to final disciplinary or adverse actions taken within the previous ten (10) years, 
whether in this state or any other Jurisdiction. The term final means the matter was fully adjudicated at 
a hearing and the appeal's period expired, or that the applicable board issued an agreed order or 
consent decree. 

In the "Description of Violation" spaces, indicate the nature of the conduct in question such as 
malpractice, unethical conduct, drug~related, sex related, impairment, fraud, etc. 

In the "Description of Action!) spaces, indicate the type of disciplinary action irnposed against your 
professional license such as censure, reprimand, probation, etc. 

The term disciplinary action includes, but is not limited to: 

0 Probation 
.,, Limitation/Restriction 
!/, Suspension 
• f1evocation 
~ Voluntary relinquishment in Heu of 

disciplinary action 
... Any other adverse action taken against a 

license or privilege by a medical/health 
related insmution 

.. Compulsory surrender of license or privilege 

PH :3585 (Rev. 01/13) 

• Civil or other monetary fine or penalty 
I& Resignation from or non-renewal of medical· 

staff membership at a hospital in lieu of, or in 
settlement of, a pending disciplinary case 
related to competence or character 

" Restriction of privileges in lieu of, or in 
settlement of, a pending disciplinary case 
related to competence or character 
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If .you answer "yes" to any of the questions regarding Final Disciplinary Actions and/or Criminal 
Offenses ai~d if the action i~ unde~ appeal1 you must attach a copy of the r1otice of appeal. Note: You 
niust sub~1t ~ copy of the f)nal written ordet' of disposition immediately after the appeal is disposed of 
by the ad1ud1catmg authority. Please read questions B and C in Part VII in their entirety before 
answering those questions. 

[2ill~~.· cRiM!NAL OFFENSES 

This part requires you to repo1i any state or federal felony criminal offense convictions. It also requires 
the reporting of misdemeanor offenses, regardless of classification, in which any element of the offense 
involves sex; alcohol or drugs; physical injury or threat of injury to any person; abuse or neglect of any 
rninor, spouse or the elderly; fraud or theft in Tennessee or another jurisdiction; or unticensed practice 
within the rnost recent ten (10) years. lf you answer "yes" to this question and the offense is under 
appeal, you must submit a copy of the notice of appeal of that criminal offense. Immediately upon 
dispm,ition of the appeal, you must submit a copy of the final written order of disposition. If any 
misdemeanor conviction reported is expunged, a copy of the order of expungement signed by the judge 
must be submitted to the Department before the conviction will be removed from any profile. 

== : ::~:~=: 
Tllis section requires you to indicate all medical malpractice court judgments, arbitration awards, or 
settlements in which a payment was awarded to a complaining patty beginning with judgments or 
settlements entered or executed after May 19, 1998. That means if the act or event leading to the claim 
occurred in, for instance, 1995, but was finally adjudicated against you after May '19, 1998, you must 
indicate that claim in the space provided, JUDGMENTS OR SETILEMENTS BELOW THE 
FOLLOWING AMOUNTS ARE NOT REQUIRED TO BE SUBMITIED. 

A) For Medical Doctors and Osteopathic Physicians, judgments or settlements below $75,000 are not 
required to be submitted. 

B) For Chiropractors, judgments or settlements below $50,000 are not required to be submitted. 
C) For Dentists, judgments or settlements below $25,000 are not required to be submitted. 
D) For all other professions, judgments or settlements below $10,000 are not required to be submitted. 

Pendit19_111alpractice claims are not required to be reported unless/tmtil final adjudication against you. 

) ~ UQ :: 
This s<:;ction is vo!unla1y. You may list, briefly describe, and submit any information/documentation 
regarding your professional practice in the spaces provided. Attach an additional sheet labeled with the 
question number if additional space is required. 

PH 3585 (Rev, 011'13) Page4 RDA 10137 
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ATTACHMENT 4 

Tennessee Requires Medical Examination 

Scores be Sent Directly to the 

Tennessee Board of Medical Examiners 

In order to have 1nedical examination scores reported to the Tennessee Board please read the followlng: 

For FLEX, SPEX and USIV1LE scores contact the Federation of State Medical Boards to obtain a score 
reportin9 form at: 

Federation of State Medical Boards of the U.S., Inc. 
Federation Place 
Suite300 
400 Fuller Wiser Road 
Euless, TX 76039-3855 
(800) 876-5396 

or download the form from t11e web site at: 

For NBME Prnis I, II, ancl Iii or any COMBINATION OF NBME Parts, the request form is now available on the 
NBME web site at: 

National Board of Medical Examiners 
P.O. Box 48014 
Newark, NJ 07101-4814 

For NBME Parts I, II, and Ill administered by ECFMG or for information concerning FMGEMS contact: 

J'lf .. 0235 (Rev. O.l/J'.i) 

Educational Commission for Foreign Medical Graduates 
3624 Market Street 
Philadelphia, PA 19104 
Phone (215) 386-6900 

HDA 1786 



STATE OF TENNESSEE 
DEPARTMENT OF HEALTH 

HEAL TH RELATED BOARDS 
665 MAINSTREAM PRIVE 

NASHVILLE, TENNESSEE 37243 
www.tennessee.gov 

TENNESSEE BOARD OF MEDICAL EXAMINERS 
(800) 778-4123, ext. 532~4384 or (615) 532~3202, ext. 532~4384 

APPLICATION INSTRUCTIONS FOR LICENSURE AS A MEDICAL DOCTOR 

Provided !Jelow is a checl~list for your personal use and convenience containing all the things you must do to receive 
consideration for issuance of a Tennessee license to practice medicine. 

ALL APPLICATION FEES ARE NON-REFUNDABLE. 

·1. Complete, have notarized, and mail the appllcation pages 1 through 6. 

2. Complete and mail attachment 1 to your medical school for transcript of courses, grades, and degree. If 
you are an International Medical School graduate you must fil2.Q ask that your medical school provide to 
this office documentation proving that they meet or exceed the accreditation requirements of the LCME 
(Liaison Committee on Medical Education). Documentation must be submitted in English. 

3. Complete and mail attachment 2 to each institution in the U.S. at which you received postgraduate rnedlcal 
tmining. PO NOT HAVE THIS (VERIFICATION OF POST GRADUATE MEDICAL TRAINING) FORM 
COMPLETED UNTIL HIE APPROPRIATE NUMBER OP YEARS OF POSTGRADUATE EXPERIENCE 
HAVE BEEN TOTALLY COMPLETED (3 YEARS FOR INTERNATIONAL GRADUATES OR 1 YEAR 
FOR U.S. ANO CANADIAN GRADUATES), 

Complete and mail attachmenl 3 to each state, country, or province in which you hold or have ever helcl a 
Hcense to prnctice any profession. 

5. SulJmit a clear and recoqnizable recently taken bust photograph of yourself that shows the full head, face 
forward from at least the shoulders up. 

G. Submit proof of the citizenship in the United Slates or Canada or evidence of being legally entitled to live 
and work in the Unlted States. (Notarized copies of birth certificates, naturalization papers, H .. 1 visas, or 
current passports are acceptable). License will not be issued to holders of J-·1 Training Visa. Visa must 
allow one to hold employment in the United States. 

7. Submit two (2) original letters of recommendation from licensed medical doctors on the signatory's 
letterhead attesting to your good moral character. The letters must contain orlginal signatures. 

u. You must llEJ.ve successfully completed a medical licensure examination or an approved combination of 
examinations. If you are submitting USMLE scores, all three steps must be taken and passed within 
sevon years. Pfease note that for each retake of a step, the minimum passing score will be tile USMLE 
two,diqit passing score plus one point. Please refer to attachment 4 for information in obtaining scores. 

fl. If you are an international medical school graduate, you must submit one of the following: 

a. 
b. 

A notarized copy of your original permanent E.C.F.M.G. Certrncate; 
If you graduated from a Mexican Medical School, a letter from the E.C.F.M.G. stating that all 
certificate requirements have been met; or 

!'fl.UJ.35 (H,w. 01/!3) Jns1ruclio11s- Page l of'Z l'oges 
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'IO. 

11. 

12. 

13. 

'14. 

c. If you c~nnot obtain an original ~ertificate due to the phase out of tile E.C.F.M.G., proof of 
successful completion of U.S.M.L.E. Steps ·1 and 2 submitted directly from the testing agency to 
the Board Administrative Office. 

Complete and mail the Mandatory Practitioner Profile Questionnaire. A Mandatory Practitioner Profile 
Questionnaire may be downloaded from our website. 

Attach to the application and submit a check or money order in U.S. funds in the amount of $410) 
payable to the Tennessee Board of Medical Examiners. 

On October 1, 2008, r:iublic Chapter 927 will become effective requiring physicians who perform Level ll 
office based surgery must so report at the time of initial application, reinstatement or renewal of a medical 
license. Level II office based surge1y means "level II surgery, as defined by the board of medical 
examiners in its rules and regulations, that is performed outside of a hospital, an ambulatory surgical 
treatment center, or ot11er medical facility licensed by the Department of Health." The board of medical 
examiners' rules regarding office based surgery can be found at: http:/lwww.state.tn.us/soslrules/0880~ 
0880"02,pdf. Please review these rules carefully if you perform level II procedures in your office. Under 
Public Chapter 927 you are further required to report certain "unanticipated events" to the board of medical 
exarniners within manclated time frames of the occurrence. To review Public Chapter 927 please go to 
l1ttp:/fstatl;J.tn.us/sos/acts/105/pub/pc0927.pdf. It is imperative that you review this new law and adhere 
to it strictly. 

Effective June 1, 2006 applicants for initial !icensure in Tennessee must obtain a criminal background 
checK Click !lore for instructions. 

Complete Attachment 5 Declaration of Citizenship 

UNDERSTANDING THE APPLICATION PROCESS 

1. All application fees are non-refundable. 

2 Al! documents and fees required to be submitted by you or which must be requested from the appropriate Institutions 
in tllis application process, must be mailed directly to: 

Tonnossoo Bo.ird of Medical Examiners 
(>65 Mainstream Drive 
Nashville, TN 37243 (37228 for courior service only) 

3. Allow fourteen (14) worldng days for information mailed to our office to be received and placed in your file, Federal 
Express or special .courier services will not appreclably reduce the processing time, Additionally, if Federal Express or 
special courier services are used, you will be responsible for charges Incurred, The Board asl<s that you please give 
llle 13oard office every consideration in this matter. 

I). If necessary documentation l1as not been received when your appllcaUon has been received by the Board office, an 
Initial deficiency letter wlll be sent lo you by certified mall. The supporting documentation requested in the letter must 
!Jo received in \110 Board ofllce ninety (90} gays from the date of the initial deficiency lett.er. (Flies not completed 
within ninety (90} days will be closed.) 

5. Absent any complicating factors, the average application processing time Is eight (8) weel~s. Once the application is 
cornpleted, your fife will be reviewed and an initial licensure deterrnina\1011 made. You will be promptly notified by letter 
of the initial determination. 

A. If an address change occurs at any time during the application process, you must notify the Board office, in 
writing, immediately. 

7. It is recommended tl1at you g_g_not make arrangements to accept employment as a physician in Tennessee unlit you 
are granted a license number by the Board of Medical Examiners. 

T!1ani< you for your cooperation. We will nial<e eve1y effort to expedite your applicaHon In an efficient manner, 

lnsh'uc(lons,, Pn~c 2 of 2 Page~ RDA 1786 



VANDERBILT U N I V E R S i TY 

January 23,·20:1.4 

State of Tennessee 

floard of Medical Examiners 

665 Mctinstream Drive 

Nashville, TN 37243 

RE: R,~commendation for Mat:Lhew R. Danter, M.'D. · 

MEDICAL CENTER 

De/111r//11e11t of Gardit1c Sm·gery 
V1111derbilt [-foart: 11nd Vas .. ulr11· lnstitut1J 

I am pleased to recommend Dr. Matthew Danter for full nrndical licensure in the Stale of Tennessee. 

Dr. Danter is an accomplished Cardiac Surgeon that we, at Vanderbilt Medical Center, have been 
fortunate in recruiting to our Cardiac Transphmt Program. 

Dr. Dnnter is distinguished in the management of complex end"stagc heart failure, and has been 

pn1ctid11g cardiac surgery in Hamilton, Ontario, Canada. Dr. Danter is a highly sk!!led physidc1n whose 

combination of skills m1d experience will be an enormous addition to our cardiac surgical populatlon in 

Dr. Danter is higl1ly n~giirded by his patients and his colleagues1 and I can recommen.:I him to the Board 

for full medical licensure wlthOL1t hesitation. 

Sincerely, ,f/) 
,./'; ,/:1/)·''1/'jl~' .0.17"? 

./ I I• I " // 

Michael R. Petrac 'k, ryf o. 
Professor and Chairrnan 

Dep,fftrnent of Cardiac Surgery 

MPR/jl 

1215 21st Avenue South td 615.343.9195 
· Medico] Center !fast, Suite 50'.U fax 615,343.5248 
Nnshvillc, TN 37Z32-880Z www.vat1dcr.bi!tbcalth.com/heal't/ 



VANDERBILT u N lV E RS I TY ~\~I MEDICAL CENTER 

January , 20·14 

Tennessee Medical Licensing Board 

Re: Matthew R. Danter BSc (Hon} MD, FRCSC 

To Whom It May Concern: 

De(Htrtme11t o( Cardia(; Surgery 
Vrwderbift liellrt and Vascular Institute 

This is a letter of support for Dr. Matthew Danter's Tennessee medical license. Dr. Danter is a 
highly skilled physician~scientist, and is dedicated to clinical work and studies in relation to 
heart failure, end-stage ca.rdioniyopathy, transcatheter aortic valve insertion and complex 
surgical lead extraction. Throughout this letter, I hope to demonstrate Dr. Danter's 
extraordinary and unique talents, which easily merit his appointment as an Assistant Professor 
of the Department of Cardiac Surgery and Assistant Director of the Heart Transplantation and 
Mechanical Circulatory Support Program at the distinguished Department of Cardiovascular 
Surgery at Vanderbilt University Medical Center. His combination of skills and experience will 
unanimously be an· enormous service to our cardiac surgical population in Tennessee, and to a 
larger extent, benefit the people of the United States. 

1-\s the Surgical Director of the Heart Transplantation and Mechanical circulatory Support 
programs at Vanderbilt University Medical Center over the past three years, I have had the 
opportunity to GV8fuate several candidates for Dr. Danter's position and he is highly 
recommended by nationally-recognized advanced heart failure surgeons. Dr. Danter 
lindetwent a rigorous recruitment process at Vanderbilt, and it became very clear to all that he 
would be an excellent addition to our department. His incomparable clinician abilities combined 
with his exceptional attributes are essential to the progress of our specialty. 

Dr. Danter is distinghished in the management of complex end-stage heart failure. He 
cornplt'.Jted his residency at the University of Alberta which is western Canada's largest cardiac 
transplant cent.er. Futhermore, he successfully completed a fellowship training in Vancouver, 
British Columbia, Canada under the supervision of Dr. Anson Cheung, an internationally 
recognized figure in mechanical circulatory support. He possesses a very unique experience in 
left ventricular assist cievices, extra~corporeal membrane oxygenator implants, and has 
pe1formed independent cardiac and thoracic transplantations. He has a constellation of 
surgical skills rarely found In one person, and his exemplary skills are matched by his 
commitment to clinical excellence. Dr. Danter also demonstrates a constant dedication to 
surgical and medical education. He has a unique capability to help residents progress. His 
ability to understand the learning processes was demontrated as he ranked in the 99th 
percentile of all trainees who wrote the American Board of Thoracic Surgery in-training e:><arn in 
the adult and congenital cardiac surgery sections. I am certa[n that Dr. Danter will continue this 
commitment to edLication at Vanderbilt University Medical Center. 

1215 21st A.vcmw South tel 615.343.~J.95 
Medical Center Ea8l, Stiite SOZS fax 615 .343.52.4 8 
Nashville, TN 37231'.,8802 www.vanderhilthealth.com/lrnart/ 



Re: Matthew H. Danter BSc (Hon) MD, FRCSC 
Page 2 

In summary, Dr. Danter is an outstanding physician-scientist and is in a group of very few, 
unique individuals committed to the advances in clinical technology and education. He 
possesses a unique skill set and experience.. Dr. Danter is able to combine exemplary clinical 
practice and specialized skills to excellent innovative and collaborative research st1.1dies. He 
will most certainly help Vanderbilt make significant progress in the fields of advanced heart 
failure, complex lead extractions, and medical education. Furthermore, he will help our group 
better understand the epidemiology of heart failure disease and other disease processes. He is 
a part of a small cadrr.:; of physician-scientists devoted to development of novel technology and 
state--of-the art clinical outcomes. He is an exceptional cardiac surgeon possessing 
extraordinarily unique surgical skills that will enable Vanderbilt University Medical Center to 
continue to inno1ate and to rank among the premier medical institutions in the United States. I 
offer my unc/ditional support and endorsement for issuance of a Tennessee medical license. 

Sincerely y0Grs, 
/ . 

L/ ------~6~----~ 
Sim n Maltais, MD, PhD 
AssL tanf Professor of Surgery and Assistant Professor In Medidne (Cardiology) 
Surgical Director, Heart Tran~plantation ,:ind Mechanical Support Devices 
Vanderbilt University Medical Center 
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Cnnatlian Journal of Cardiology 29 (20 U) S79--S86 

Review 

Nonpharmacologic Approaches to Stroke Prevention 
in Atrial Fibrillation 

Richard P .. Whitlock, MD, PhD, FRCSC/1 Hasib Hanif, MD,1, and 

Matthew Danter, MD, FRCSCh 
"l'op11/i1tim1 ffotlth l/1•,,1•11rch lmtillltr, McMt1Sm· U11iv1•1;i(y, /-f,011ilton, 011tt1rio, Gt/llu/11 

1
' /-111milto11 /-Int/th Srimas, Md'111J1,•r Unill/'rsity, f-lm11ilto11, On111rio, Cimarfa 

ABSTRACT 
The greatest priority in treating atrial fibrillation (AF) is stroke 
prevention. There are now 3 main approaches to prevention: (1) oral 
anticoagulation (OAC), (2) eradicaiion of AF, and (3) exclusion of the 

left atrial appendage (LAA) from the systemic circulation. The goal of 

this article is to review these approaches, with particular emphasis on 
nonpharmacologic methods and their role in light of current evidence. 
OAC Is effective but ls limited by major bleeding, physician and patient 
reluctance to use anticoagulants, and 1>atient 11oncompliance. Eradi
cation of AF with antlarrhythmic drugs has not been effective, and 
suppression with ablation has not yet been properly tested for stroke 
prevention. Finally, occlusion of the LAA is promising, but definitive 
evidence of efficacy for stroke prevention is lacking. Trials such as 
WATCIIMAN I.AA System for Embolic Protection in P11tients With Atrial 
Fibrlllntion (PROTECT AF) and Prospective Handomized Evaluation of 

the WATCHMAN LAA Closure Device in Patients With Atrial Rbrlllatlon 
vs Long-Term Warfarin Therapy (PREVAIL.) r>rovlde the bost quality 
evidence for LAA device closure, with results suggesting noninferiorlty 

/\trial fibrillation (AF) is I of tlw most common cardiac 
arrhyd1mias amt has been shown lo be an important cause of 
stroke.' In Canada, AF is responsible for one-sixth of all 
stroke/; the stroke rate in patients older than 75 years with 
/\F and 1 risk factor for strokl'. is 8.1 <)«1 per year. This risk 
increases to 12% per year at any age for patients with a history 
of d1romlwembolism/ Most strokes in Al; are caused by 
cardioemholism, and of these the dominant source is the left 
atrial appendage (LM).ti Currently, there are 3 main 
approaches to stroke prevention in AF: (1) oral anti
coagulation (OAC) to prevent dot formation, (2) eradication 
cl the AF, and (3) removal or occlu~ion oF the LAA. Tlte 

lkceivcd for publication Febrnary I, 20 U. i\cccprc,l April S. 20 I 'l. 

Corresponding author: Dr Richard Whitlock, David Brnley Cardiac, 
\/:isrnlar and Stroke Research Institute, Roo111 lCI-SB, 2T7 Barton St E, 
Hamilton, Onwio L8L 2X2, Canada. Td.: + 1-tJOS-527"4:nz x440'11; 
fax: i l-905-,77--8017, 

lc--mail: nchanLwhitlockW>phri.c, 
S1~e page SB5 for dh:;dosurc information. 

RESUME 
La plus grande priorlte dans le traitement de la fibrillation aurlcu!alre 
(FA) est la prevention de l'accldent vasculaire cerebral (AVC). II exlste 
maintenant 3 approches prlncipales en matlere de prevention : 1) 

l'anticoagu!ation orate (ACO); 2) !'eradication de la FA; 3) l'exc!us!on de 
l'appendice auriculaire gauche (AAG) de la grande circulation .. Le but 

de cet article est de passer en revue ces approches, en mettant par
tlcullerement !'accent sur les methodes non pharmacologiques et leur 
role ii la lumlere des donnees actuelles. L'ACO est etficace, mals ii est 
llmlte par !es saignements majeurs, la reticence du medecln et du 
p;;itient a l'utlllsatlon d'anticoagulants, et la non-observance du patient 
au traitement. L'eradicat!on de la FA a l'alde de medicaments anti

arythmiques n'a pas ete efficace, et la suppression par !'ablation n'a 
pas encore ete correctement verifiee quant a la prevention de I' AVC. 

Flnalement, !'occlusion de l'AAG s'avere prometteuse, mals des 
donnees conc!uantes su1' l'efficacite de la prevention de l'AVC sont 
actuelfement manquantes_ Les essais comme les etudes PROTECT-AF 
(WATCHMAN Left Atria/ Appendlce System for Embolic Protection In 

purpose of this review is to summarize the intervenrions for 
stroke pt·evention, with a focus on nonplmn-nacologic 
approaches and the evidence behind them. 

Oral Anticoagulation 
OAC therapy effectively reduces the risk of stroke in AF 

and is currently the first !inc of treatment in patients with AF 
and I or more risk fuctors. ~ The 2012 Canadian Cardiov;1s
cular Society (CCS) updated guidelines recommend anti
coagulation For all patients with high-risk AF.6 The guidelines 
recommend that patients with AF be stratified using 
a predictive stroke risk in<lex (such as CHADS2 [Congestive 
lil'.art Failure, Hypertension, Age, Diabetes, Stroke/Transient 
lschemic Attack]) and an index for risk of bleeding (Hyper
tension, Abnormal Renal/Liver Fw1ction, Stroke, Bleeding 
History or Predisposition, Libile lNR, Elderly (> 65 Years), 
Drugs/Alcohol Concomitantly [HAS-BLED!) an<l that 
patients with a CHADS2 risk of 2:: 1 receive OAC The 2011 
American Heart Association updated AF guidelines also 
recommend anticoagulation with a vitamin K anrngonist for 

og:,H. 28:!X/$ .. sec front 111:itrcr \<:J 20 I:! Canadian Canlinvasn,lur Sndet)'- Publislicd hy Elsevier Inc. All rights rest:rvcd. 
http:/hkdoi,<lrg/10.10 l (i/j.cjc:i.W l ,'l,04.00!i 
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to OAC. Surgical trials have yet to show the efficacy of LAA occlusion 
for strol1e prevention. This review highlights the evidence behind each 
of these approaches and concludes that to date OAC remains the 

standard for stroke prevention in AF. Future trials will need to address 
novel OAC therapy when comparing them with LAA exclusion, and 
large randomized trials will be required to ascertain indications for 
nonphormacologic therapy in current practice. 

pariems wid1 more than I moderate risk factor (class I, level of 
evidence A).7 One of the updated recommendations pertains 
lO dabigatran, a novel OAC, which is recommended as 
a u8eful ,1lternative to warfarin in patients who do not have 
a prosthetic heart valve, significant valve dise,1se, or severe 
renal failure (class I, level of evidence B). Despite these 
rccrnrnrn:ndations, only two-thirds of patients who are 
appropriate for antkoagulati(m therapy acrnally receive rlie 
trcatmcnl. 11 Furthermore, a UK database study found that 
discontinuation of treatmelll approached nearly 50% at 
.'i years in those who begin OAC.' despite ongoing i\F. 

Novel oral anticoagulants 

Altho11gh warfarin is the most commonly prescribed oral 
:mticoagulam, newer drugs are now available. These include the 
direct thrombin inhibitor dabigatmn anti the foc:tor Xa inhibi
tors rivaroxaban and apixaban. All j medications have been 
shown in large clinical trials to produce reductions in rares of 
ischemic stroke similar to those of warforin. In the Randomized 
Evaluation of Long-term Anricoagulation Therapy (RE-LY) 
1 rial, patients with AF were randomized to low-dose (1 IO mg) or 
high-dose ( I '.:iO mg) dabigatran vs warfarin.

10 
The outcome rate 

oFsnoke was 1.69% per year wit·h warforin, I. '13% per year with 
low·dose dabi1r,atran (rehitive risk fRR], 0.9 l; 9594) confidence 
interval lCIL 0.74-l.l l), and l.l l % per year with high-dose 
<.fabigatran (RR, 0.66; 951Vr1 Cl, 0.53-0.87,; /> < 0.00 I). The 
study concluded that for the end point of stroke, high-dose 
dabigatran was superior w wmforin, with no stntistica!ly 
signi!icant dillcrem:e i11 major bleeding. Low-dose dabigatrnn 
was found not to be interior to warfarin, with a 20% lower rate 

C • I l j' 10 01 maior o eel lllg. 

The Rivnroxabm1 Once Daily Oral Direct Factor Xa 
I nhihition Compared With Vitamin K Antagonist for 
Prevention of' Stroke and Embolism Trial in Atrial Fibrillation 
(ROCKET-AF} trial compared rivarox.iban to warforin in 
;1 randomized trial of patients with AF. 11 The results showed 
s11oilar rates of srroke (rivaroxaban, 2.12%; warfarin, 2.42%; 
P O. l 17) with no dilforence in bleeding rntes (3.6% vs 
5.4'j(}b; P 0.576). 

ln the Apixaban t<:ir Reduction in Stroke and Other 
Thrornboembolic Events in Atrial Fibrillation (ARISTOTLE) 
trial, apixalmn wao compared with warfarin 1

2 
in patients with 

AF. This study demonstrated a significant rt:duction in di,· 
primary outcome of stroke with apixaban ( 1.60<)1, vs 1.27%; P 

Canadian Journal of Cardiology 
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~atients With Atrial Fibrillation) et PREVAIL (Prospective Randomized 

f.va.luat/011 of. the WATCHMAN LAA Closure Device in Patients With 

Atrml_Fibrll/at1011 vs Long-rerm Warfarln Therapy) offrent les meilleures 
donnees probantes en ce qui concerne la fermeture de l'AAG 
d" 't'f d ' par 1spos1 1 , ont des resultats suggerant sa non-inferiorlte com-

p~rative"'.1~nt ii l'~CO. Les essais chirurgicaux n'ont pas encore 
demontre 1 efficacite de !'occlusion de l'AAG en matiere de prevention 
de l'AVC. Cette revue met en evidence les donnees sur lesqueUes 
repose chacune de ces approches et conclut sur le fait qu'a ce jour 
l'ACO demeure la nonne en matlere de prevention de l'AVC lors de FA. 
Les essais subsequents devront tenir compte des nouveaux ACO 
lorsqu'on les comparera a !'exclusion de l'AAG. Des essals aleatoires 
d'envergure sont necessalres pour verifier les indications de traitement 
non pharmacologique de la pratlque actuelle. 

0.0 I) w(1e1~ compared with .warfarin. Major bleeding rates 
were also s1g111ficandy lower with apixaban (P < 0.001). 

A meta-analysis of 50,578 patients comparing the novel 
OAC therapy to wmfarin found decreased races of stroke or 
systemic embolism (2.8% vs 3.5°1<1; P < 0.001), with similar 
major bleeding profiles (5.0% vs 5.6%; P = 0.14). l:l Because 
of the favourable outcomes of the novel OAC therapy when 
compared with warfarin, some physicians have adopted the 
novel OAC therapy as first-line therapy for patients with 
i\F. 14 Furthermore, the CCS now recommends using the 
novel OAC thempy in preference to warfarin when initiating 
OAC therapy in patients with AF.6 

Limitations of OAC 

Despite the advam;ements in medical therapy, the risk of 
stroke in patients with AF who undergo optirmtl anti
coagulation therapy still remains between 2% and 5% per 
year, regardless of the agent used. 11 

The limitations of OAC include (1) patient unsuitability 
for OAC, (2) increased risk of bleeding, (3) need for moni
toring optimal international normalized ratio (lNR) levels 
(with warfarin), and (4) patient noncompliance. 

Patient unsuitability. Despite the therapeutic benefit of 
anticoagulation in the prevention of stroke, many patients are 
unsuitable for anticoagulation because of underlyin* medical 
conditions and history of major bleeding episodes. 1 Patients 
with underlying hepatic dysfunction!(, may be unsuitable for 
warfarin therapy. Warfurin interacts with other commonly 
used dmgs that can potemiate its effects, thus increasing 
bleeding risk. 17 Furthermore, some patients with AF are also 
unsuitable for the newer OAC thernpy. These patients may 
have hereditary clotting disorders or mechanical valve pros
theses.18'19 The new OAC therapy have also been implicated 
in bleedinF complications in p:itient~ with impaired renal 
Function. zc Further research is needed to evaluate the sal'e:ty of 
these novel agents in these conditions. 

Increased risk of overall bleeding. The benefits of anti
coagulation in the prevention of stroke come at the expense of 
the potential risk of increased bleeding, regardless of the rype 
of OAC used. ln rhe RE-LY trial, the annual rates of major 
bleeding were :1.4% for dabigamm l lO mg BID, 2.7% for 
dabigatmn I 50 mg BID, and 3. I% for warfarin. 10 

!11 the 
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IU )(:!~ET-AF trial, major bleeding rates for rivaroxaban were 
J.6°.Ai. -

1 
lu the ARISTOT'LE trial, apixaban stands out as 

having a bleeding profile thal is significantly reduced 
comp_ared. with \'-/arforin (2. J3 :'s J.09; P < 0.00]). 12 Major 
b!eedmg 1s a senous complication and can impact mortality 
and morbidity.

22 
In addition, once bleeding occurs, OAC 

therapy are typically discontinued until the episode has passed, 
and this places the patient at a potentially higher risk of stroki.: 
<luring that period. 

Need for monitoring. 1--lor warfarin to be effective, the 
patient's INR must be maintained within a tight therapeutic 
range. One study demonstr._ited that in a community practice, 
patients remain in the therapeutic range as little as 50% of the 
tirne.:u This not only places the patient at a higher risk of 
bleeding because of!NR fluctuations but also exposes them to 

increased risk of stroke when the lNR is in less than the 
therapeutic range. It should lie noted that one of the most 
imponam advantages of the novel OAC therapy is the absence 
of monitoring required. 

Noncompliance. Noncompliance is a significant issue with 
warfarin and is related to the burden of maintaining a strii.:t 
lifestyle to ensure optimal INR levds:M The Canadian 
Cardiovascular Outcomes Research Team Atrial Fibrillation 
(CCORT AF) study found drnt less than half of patients with 
AF filled their pres~ription for warforin within 90 days after 
discharge for AF hospirnlization:1 Although the burden of 
IN R monitoring is not present in th<:: novel OAC therapy, 
rhcse drugs also foce issues of noncomplia11ee.1

'i In the RE-LY 
trial, l 5. 5% of the patients receiving low-dose :ind 14.5% of 
the patients receiving high-dose dabig;itmn discontinued their 
medication at the end of fr>llow-up (compared with I 0.2% for 
warforin). 10 In the ROCKET.AF trial, 23.7% or patients lmd 
discontinued rivaroxaban by the end of follow-up. 21 ln 
ARISTOTLE, _25.3% o~ y:uients had ?iscontinu~d ,lp)xaban 
by the end of lollow-up. · One potential reason for this may 
be rhut gastrointestinal discomfort and bleeding was signifi
cantly increased with the novel OAC ihernpy. 

Issues of compllancc and tbe other limitations discussed 
lmvc led investigators to explore more definitive non
pbarmacologic methods for reducing stroke risk in patients 
with AF. These include catheter-based and surgical inrerven·· 
tions to eradicate AF and removal or occlusion of the LAA. 

Eradicatiolfl of AF 
Percutaneous methods of ablation are widely used to 

attempt to eliminate AF. The reported i;uccess rates or carheter 
ablations range from 70%-90Wh, and this can vary widely 
based on centre cxperience:'J, Currently, based on the 2012 
Hearl and Rhythm Society (HRS) guidelines, thi.: only class [ 
(lcvd of' ,:videuce A) indication for catheter ablarion of AF is 
for symptomatic AF that is refractory or if the patient is 
intolerant to antiarrhythmic medication.'!7 However, limita
l ions oF ablation indud<:: the fact that patients fre,1uently have 
paroxysmal AF, and complete eradication is not possible in 
a large number oF patients/(• One study reported that 20% of 
p.irieuto who underwent ablation had AF recurrence. 2

i; lt is 
hernusc of this well-demonstrated occurrc11ce that rhc 
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gui~elines do not recommend discontinuation of warfarin or 
e(JL!tvalent therapies after ablation. 27 

Tl~e ~urg!cal Maze ei·ocedure was first performed in 1987 
for ehmmation of AF. 2 ' Since then, it has evolved into an 
elaborate series of specific lesion sets using various energy 

2(, d . d d. h s?urces es1gne to 1rect t e electrical activity mimicking 
smus rhythm. A recent systematic review examining the 
success r:He of classic "cut-and-sew" Maze vs alternative energy 
sources found that the procedures were successful only 78.3% 
and 84.9% (P =: 0.0~) t~f the time, respectively:Hl Currently, 
the 2012 HRS gu1delmes recommend consideration for 
surgical _ablation of A~1 only in srmptomatic AP patients 
undergo mg other cardiac surgery. 2 The task force recotn
ment~s, when safely applicable, that the LAA be occluded. 
Adm)ttet!ly, remo_val or occlusion oF the LAA may alter 
a pattent s stroke nsk, but no quality and definitive long-term 
data are available to demonstrate this. 
. Although eradication of AP would theoretically reduce the 

nsk oF stroke, currently there ate 110 data to support that either 
catheter ablation or the Maze procedure reduces the risk of 
early or late stroke.2.<, A recent survey of dectrophysiologists 
performing AF ablation in Canada found that I I% of 
p!1ysicia'.1s would discontinue OAC therapy in patients with 
~HADS2 score ~ 2 after successful ablation, d.cspite guide
Imes recommendmg long-term anticoagulation.31 The HRS 
recommends continued anticoagulation in either catheter or 
surgical ablation of AF and states that clinical trials are needed 
to l)etermine the stroke risk in post-procedure patient pop
ulations and whether these patients will still benefit from 
anticoagulation therapy. 27 The 2010 CCS AF Guidelines 
Con~mittee also P:1blished r~commendations pertaining to 
surgical therapy. I he co111m1rtee recommended that OAC 
th.erapy be: conti1:iued after smgical AF ablation in patients 
with a CJ:-IADS1 score 2 (sttong recommendation, 
moderate quality evidence). The committee 11oted that 
eurrently Lhere is no strong evidence to support the safety of 
discontinuing long-term OAC treatment, and ns such opted 
ror a more conservative approach:u 

LAA Occlusion 
The LAA is formed from the emb1yonic left atrium during 

the first trimester of gestation. In normal sinus rhythm, the 
trnbeculated LAA exhibits organized contraction in concert 
with the rest of the left atrium. In AF, the atria contract 
irregularly, leading to disorganized contraction, dilatation, and 
stasis. These featmes result in preforential clot formation 111 

the LAA. 
Previous studies have shown that 70% of all strnkes in 

patients with Af1 are c.:trdioembolic in origin_:u,34 Of these, at 
least 90% of all left atrial thrombi are found within the LAA.4 

In an evaluation of233 patients with AF who did not undergo 
anticoagulation, transesophageal ~ echocardiography revealed 
that 34 patients ( 15%) had left atrial thrombus, and 33 of 34 
of these thrombi were present in the LAA:Vi In another study, 
272 nonrheurnatic patients with AF ha<l an 8% incidence of 
left atrial dot, with 100% of them being in the LAA. 36 A 
mern-;malysis of 23 studies in which the LAA was examined 
by trnnsesophageal echocardiography also found that 
thrombus formation was more likely to occur in the LAA.4 

With the LAA being a dominant source of thrombus in 
AP, it is plausible that its occlusion will lead to a decreased tisk 



SB2 

of stroke in patients with AF. Occlusion of the LAA is an old 
idea, first described in the literature in 1949 by John 
Maddcn.,17 With the limitations of OAC therapy and the 
incre<1sing burden of AF, there has been renewed interest in 
LAA occlusion. When the risk of bleeding or other barriers to 
( )AC therapy are encountered, occluding the LAA is 
a potenrially viable strategy to decrease the risk of stroke. In 
addition, some physicians have stated that removing the LAA 
and continuing OAC thern~y in patients may allow for a more 
lenient therapeutic range:1 This synergistic effect may stem 
From the diffrrent mechanisms the 2 treatment modalities use 
to reduce stroke risk. LAA occlusion removes the dominant 
site of cardiac emboli in AF, wherea,, OAC thernpy reduces 
the likelihood of thrombus formation systemically. Although 
biologically plausible, further research in this area is needed to 
show efficacy in combining treatments. To date, the strongest 
recommendation comes from the European Society of 
Cardiology, which recommends LAA occlusion for patients 
with AP undergoing mitral v;dve surgery (levd of evidence C, 
class IIb) [25J. In addition, the European Society of Cardio
logy also recommends rhat percutaneous LAA closure be 
considered in patients with a high stroke risk and contrain·· 
dications for long-term OAC administration (level of evidence 
B, class !lb).2

'\ 

Methods to occlude the LAA 

Percutaneous occlusion of the LAA. LAA closure can be 
performed percutaneously, and there arc several devices 
designed to accomplish this. These devices include: (I) the 
WATCHMAN system (Aritech, Inc, Plymouth, MN) (2) the 
l'LAATO implantation device (cv:1/Covidien, Plymouth, 
MN; no longer available) and (3) the Amplar1,er deviu: 
(/\111platzc:r Products, Plymouth, MN) (Fig. I). 

V?A 'l(_.'NMAN .iystem. The W /\TCHMAN system is the only 
device currently undergoing tbe US Pood and Drug A<lmin .. 
istradon (fDA) approval process fr>r clinical indicati()n. The 
device is a sdf:.expanding nitinol frame loaded inside a cath .. 
ctcr and delivered trans··scptnlly inm the LAA. WATCHMAN 
LAA .System for Embolic Protection in Patients With Atrial 
Fibrillation (PROTECT AP) was a randomized noninferiority 
trial looking at patients with nonvalvular AF.-1

'
1 The largest 

A B 

! . 
' 
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study of this kind, 707 patients were rnndomi'.led in a 2: 1 
fashion to percutaneous closure of the LAA and discontinu
ation or warforin after 45 days (n = 463) or to a warfarin 
treatment confrol arm (n = 244). The primary outcome was 
a composite of stroke, death, and embolism. The ,a1thorn 
reported that the primary event rate was 3.0 per I 00 patient .. 
years in the intervention group vs 4.9 per 100 patient-years in 
the control arm. The authors concluded that device placement 
was not inforior to warfarin for the primary eHicaey end points 
of stroke, either ischemic or hemorrhagic, cardiovascular 
death, and systemic thromboembolism. This noninferiority 
finding was balanced by the increase in adverse safety events in 
the device group, the majority of which occurred in the first 7 
days." However, the study suffered from several major criti .. 
cisms, including small sample si%e compared with historical 
phannacologic trials; the Bayesian statistical approach, which 
was difficult to understand; the boundaries of noninferiority 
used; the initial use of 45 days ofwarfarin in the device group, 
which may have contributed to improved early outcome in 
the device group; and the reintroduction of warfarin later 
during the follow .. up period. Additionally, concerns were 
raised regarding the high proportion of patients who were 
screened (n 4998) and excluded from enrollment (n = 
4291), thus decreasing the external validity of the results. 
Despite initial US FDA panel approval, the full US FDA 
recommended ag.iinst approval and instead requested a second 
pivotal trial (Prospective Randonfr1,ed Evaluation of the 
WATCHMAN LAA Closure Device in Patients With Atrial 
Fibrillation vs Long-Tenn Warfarin Therapy [PR.EV AIL]) to 
study safi:ty as well as efficacy. The PREVAlL trial40 was to be 
presented at the 2013 American College of Cardiology 
conference but was pulled becttuse of' an embargo break by the 
sponsor, The slides, however, were made pnblic. PREVAIL 
randomized 407 patients in a 2: l fashion to a device or 
warfarin. The key findings were the following: 

1. The success rate of implantation increased from that in the 
PROTECT AF trial (91%) to 95.1%. 

2. The main safety end point (7-<lay occurrence of death, 
ischemic stroke, systemic embolism and procedure·· or 
device-related complications requiring major cardiovas
cular or endovascular i11tervention) was achieved. The 
95% upper Cl of the main safety end point was 

Figure :t .. PerGtilm1eous left atrium appendage (LAA) occlusion devices. (A) The WATCHMAN system (Aritech, Inc, Plymouth, MN). (B) The PLAATO 
devico (ev3/Covidifm, Plymouth, MN; no longer avallnble). (C) The Amplazler device (Amplatzer Products, Plymouth. MN). Illustrated by Kelsey Chan 

'1ml reproduced wilh permission. 
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2.618%), which was bs than the prespecified criterion 
of 2.GTY.1. 

:I. The first ellicacy primary encl point (stroke, systemic 
embolism, and cardiovascular or unexplained death) missed 
showing 11oninferiority, with the upper 95% conlidence 
limit slightly higher th,m allowed to meet the success 
criterion ( < 1.75%). Thus, as yet no definitive evidence 
exists to support the premise that LAA occlusion with rhe 
WATCHMAN device can replace OAC. 

PIAA'l'O d,:vice. The PLAATO device also uses a transcatheter 
approach to occlude the LAA. The largest cohort study to date 
was perfi:mned by Ostermaycr et aL:11 

which looked at patients 
with AP who had a contraindication for OAC (n 11 l ). With 
an averaw follow-up of 9 .8 months, only 2 patients experienced 
a stroke {l .8<J,b; 95% Cl, 0.2%-6.4%). The authors reported an 
annual stroke rate of 2.2%, which comp,ucd favournbly to 

hisrorical controls, In another smdy by EI-Chami etal.,12 3-year 
clinical outcomes were reported after PLAATO implantation 
(n :.--..: I l). As a group, the patients had a predicted risk of stroke 
of8.6'i'ii based on the CHADS2 score, The authors reported that 
al follow-up, the stroke risk in 1heir cohon was only 3% per 
year, This risk of stroke was comparable lo patients receiving 
( lAC, and the authors concluded that a large study was neces
sary m validate their results, The longest running srudy, 
however, is by Block et al}3 who followe<l 64 patients who were 
u11suirable for OAC for 5-year ourcomes after PLAATO 
implamation. The investigators concluded that the annuali'lt:d 
stroke/transient ischemic attack rate in the cohort was 3.8% per 
year, which was less than the predicted CHADS2 scoring 
system. It should be noted that the PLAATO device, manu
faclUn.xl by Appriva Medical Inc, is no longer prorlucerl and is 
currcnrly off the market. 

llmp/1//:u:r device. The Amplatzer device was initially designed 
for the percutaneous closure of patent foramrn ovak and atrial 
septa I ddccL Currently, only ;1 case series or 16 pa1·icnrs using 
this device in the setting of LAA occlusion is available.41t The 
authors reported a safe pc1n1tanco11s option, with only I 
palicn1 experiencing device emholi,.ation rnirn1tcs after the 
procedure. Mean follow-up of 4 months showed no throm,
bocmbolic episodes pertaining m the LAA, bur no long-term 
data arc available, 

All u-iab addressing percutaneous interventions for AF 
l l , . . .. 1 l . 40 

mention that sue 1 ( ev1ces require an mlt!a earnmg curve. 
When performed by experienced operators, complications 
dccrea~e in number and severi1.y. It should also be noted tlutt 

1110,t LAA occlusion devices curn::11tly being tested require 
a niinimwn oF 45 days of OAC to reduce the risk of 
1hromhoernbolic phenomena during device en<lothelializu
tion. As a rer.ult, it is difficult to extrapolate how these devices 
would perforn1 in patients who have absolute concraindica-
1 ions ro OAC therapy. Crn-rently, if' these devices gain US 
FDA :1pproval, they may be suitable !or patiems with 
con1nindications to long-term OAC Table I provides a list of 
the devices and a shorr SLmurnuy or the evidence. 

LAA surgical exclusion, The exclusion of 1he LAA can be 
performed during can.Hae surgery in patients with AF. There 
have been several published reports.'1' Surgical techniques to 

accomplish exclusion inclulle simple ligation techniques, 
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stapling techniques, and amputation with closure,4(' It has 
b~cn suggested t~al the m<:st effective techni~ue rn accom
plish exclus1011 ls amputation and dosure,4 Because the 
optimal exclusion technique has yet to be established, we will 
not compare techniques specifically; rather, we will discuss 
current evidence on surgical exclusion in gencrnl. 

The evidence for the efficacy of surgical LM exclusion is 
inconclusive, There arc several articles that suggest no impact of 
LAA ~\r~tion ~n su:oke ri~k. One such _stutly by Almahamced 
ct al., tnvolvmg 136 panents undergoing LAA amputation at 
the time ,of mitral valve surge1y, demonstrated thar during 
a mean follow-up of 3.6 years, l 5% of the patients who 
unde1went LAA amputation but did not receive warfarin had 
thrombocmbolic events. In the group that underwent LM 
amputation and received warfarin at discharge, only l 0% had 
thromboembolic events, A regression analysis on this c;)hort 
revealed that warfurin, not LAA amputatiori, resulted in reduced 
stroke risk. Another study by Bando et al./i 9 (n = 812) inves
tigating the risk factors fot stroke in patients undergoing mitral 
valve surgery demonstrated in subgroup analysis that closure of 
the LAA (n = 47) did not have a significant effect on the inci
dence of stroke in patients with AP (P= 0.69). Additionally, the 
group performed a univariate analysis on 812 patients (78% 
with AP), which showed that LAA closure was not significant for 
preventing late (8 years) stroke. 

Conversely, some investigators have reported favourable 
outcomes afrer surgical LAA exclusion, In a study of 259 

.. l Btt· l'lh . ·t AF' d parttc1pants }Y a c 1t1a1y et a ., patients wit 1 an 
contraindications to warfarin or a high risk of thromboembo
lism unde1went surgical ligation of the LAA. The authors re
ported that the postoperative stroke rate was low (1.5%; Cl not 
reported) compared with histmical conrrols, but long-term data 
arc unavailable. Blackshear et al.3 evaluated LM obliteration 
through a thoracoscopic techni(1ue in patients with high-risk Al~ 
(n = J 5). Patients were followed until 60 months (mean, 42 
months ± 14 months), and u total of2 strokes was reported. A 
subgroup of l l patients with a history of thromboembolism had 
un annualized stroke rate of5.2% per year compared with a rate 
of I :3% per year for historical controls from the Stroke 
Prevention in Anial Fibrillation (SPAP) trial (P= 0.15). The 
authors believed that the trend toward this lower stroke risk was 
clinically important and recommended support for the devel
opment of LAA techniques. Garda-FernandeeL. et aL50 reported 
dmt LAA exclusion was effective in reducing thromboembt>lic 
events in patients with valvular AF (n = 58). The study showed 
that thromboembolisrn was significantly more frequent in 
patients without LAA ligation than in those with LAA ligation 
(17% vs 3.4<}b; P = 0.0 l ). The authors went on to state that 
absence of LAA ligation was an independent predictor of an 
embolic event (odds r,itio [OR], 6.7; P = 0.02) by multivariate 
analysis. When incomplete ligation was included in the model, 
the OR increased to 11.9 (95% Cl, 1.5-93.6; P = 0.02). The 
lirst randomized tri.11 of LAA occlusion (Left Atrial Appenda~c 
Occlusion Study [LAAOSJ) (n = 77) by Healey ct aL 1 

examined patients with high-risk AF who had undergone 
bypass and were randomized to LM occlusion or a control 
gmup. The authors reported that at mean follow-up of 13 
months, 2 patients, both oF whom were in the occlusion group, 
had a thromboembolic event. Although this is lower than 
historical controls, it should be noted that this was a pilot 
feasibility study and the primary outcome was not to look at 



Table 1. Lt\A occlusion devices and current 

Ucvicc' 

WATCHMAN 
dcvic<.> 

1'1./\J\TO device 

An1pla'l.tcr device 

Swdy authors 

Holmes ct al. 
PROTECJ' 
AF trial 

l.andnv..:~ser 
and l-lolmei" 
PREY Al I. trial 

Ostcrnmycr ct al.'' 1 

El-Chami er al.'L' 

Block c1 al.'l.l 

Meier ct al.'14 

Trial si'l.c (N) 

707 

407 

Ill 

11 

64 

16 

Trial f)'I"' and comparat()r 

1'Hf!Utl[}H;l<.'.<I 2: I, 
WATCHMAN 
deVicc vs w:nforin 

Randomi,.ed 2: l , 
WATCHMAN 
device vs warfarin 

Prospective mhon 

l'rosper.tivc cohort 

Prospective cohort 

Case scric~ 

patient-yem"$ in inrcrvcntion 
vs 4.9/!00 patient-years in 
comrol; authors mncludcd 
device was not inferior to 
warfodn 

Main safety cm! point was 
noninforiurity; however, 
efficacy end point of 
nuninforiority not met 

Authors reported an annual 
stroke rntc of 2.2'lf, for 
patients with device 

At 3-y follow- up, amhorn 
reported stroke risk of 3%/y 
for patients with device 

At 5-y follow .. up, :imhors 
reported ,;tmke risk or 3.8% 
for patients with device 

Follow-up of 4 mo showed 110 

thrombocmlmlic episodes 
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Present state of device 

Currently undct·going FDA 
approval 

Currently off the market 

Currently off the market 

Currently off the market 

Enhanced Amplac-,er Amulet 
device being tested in 

FDA, US Food am! Drug Administration; Li\/\, lcfi :urial appcll(laµ,c; PREVAIL, Prospective Ilmdomizcd F.valumlon of the WATCHMAN LAA Closure 

1.kvicc in 1':,tients With J\rrial Fibrillation vs Long-Term Warforin Thcrnpy: PROTEC[ AF, WATCHMAN LAI\ System for Embolic Protection in Patients With 
Atrial Fihrilb1ion. 

• Device manufacrnrcrs; Wi\TCHM/\N device (J\d1cd1, l·nc, l'lymouth, MN); PLAATO device (cv:l/Covidien, Plymouth, MN; no longer available); Ampktr1.cr 
dcvk,· (Amplatzcr Products, Plymouth, MN). 

differences io stroke rates. A follow-up trial, LA!\OS 11,'2 

modihed the protocol and randomi1.ed p,1tients with AF to 

LAA occlusion (n = 5 I). Results of this study are still pending. I\ 
iarvcr (n °'"' 4700) randomized trial (LAAOS Ill) is currently 
under w;!Y. to definitively evaluate the role of LAA in patients 
with AF. ,:i 

relative contraindications to long-term OAC, percutaneous 
devices may be an option. For patients who have absolute 
contrnindications to OAC, or high--risk patients undergoing 
otlwr cardiac surgery, surgical ligation of the LAA may bt: 
feasible. All interventions, percutaneous or surgical, carry risks 
of bleeding, device embolization, and in rare cases death. The 
:ihenmtive treatment modalities arose primarily from the 
specific cohorts of patients who were included in the trials 
discussed, and fr,rnk discussions belween the clinician and 
patient must rake place before embarking on a treatment plan. 

Analysis ,of Available Options 
According m well-established t;uidclincs, patients with All 

oliould undergo optimal OAC rhcrapy. In paticnr~ who have 

Table 2. Current 

· f 'rial name Srudy population/intervention 

LJ\AOS II Patients of strol«· 
undrrgoinµ. canlfoc surgery 

I.AA( )S Ill l'mic11ts with Al' at risk of sirokc 
undergoing cardiac stiq~l'ry 

l'ltEVAI!. Pari,·ms with AF t1mk1w,i11g 
Wi\TCHM/\N i11tcrve11do11 vs 
warfa1·in 

l'lt( lTECT AF PaticnlN with AF receiving long-rem, 
warforin tlicmpy; WATCHMAN' 
dcvic{: 

FAST II Mini M,w.e vs RF ablation in p;itit'11ts 
with AF 

IS/\ll.,J\l' l'crcmancous closure or I.i\A V$ 

<:athcter ablmion in patients with 
J\F 

l'>ri1nary m1lcon1cs 

Li\/\ closure using a stmtrc and/or 
s-urgcry vs IHl inH•rventinn 

Ct?mposirc of stroke, cmbulism1 aud 
death; coprimary end poinr of' 
procedure complication rates 

'i-y stroke rntc, embolism mtc, and 
c;,inliovnstitlar death 

Frt-edom from AF, with secondary 
tHltl:nmc of l'cducti<m of burden 
fron1 All 

1-y composite end point of ,k,arh, 
stroke, bleeding, :md 

Swrt date I.ind date Target enrollment 

Augusr 2009 2013 50 

July 2012 May 201(, 4700 

November 201() June 2017 407 

February 200~ October 20 J 4 707 

April 20 l ! December 2013 180 

November 20 I 0 November 2013 120 

AF, atrial /ihrillation; FAST II, /\trial Fibrillarion: Ablation tll' Smgical Trca1men1 II; !SAR-AF, lntcrvcmional Smucgics in Treatment of /\triul Fihrillation: 
Percur,mcmis Closure of the Ldi /\trial Appendage vs Cmhetcr Al>lutioo; LM, ldi atrial appendage; lAAOS, Leri Atrial Appendage Occlusion Study; l'REVAlL, 
Prospective Ra11domizcd llvalualimt ofthc WATCHMAN LAA Closure Dcvkc in Pmicnts With Atrial Fibrillation vs Long-Tenn Warforln Thcmpy; PROTECT 
AF, WATCHMAN Li\/\ System for Embolic Protection in Pntients With Atrial Fibrillntion. WATCHMAN LAI\ Closure Technology for Embolk Protection in 
l',11ic"t' With Atrial Fibrillation; ll.1 1• rndiofre<1ucncy ahl:11ion, 

' l>evin, tnanul:Ktttrer: WATCHMAN d,·vicc (J\ritcch. Inc. Plymouth. MN). 
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Thcr: is a strong de~iand for high-quality large-scale 
randomr,:ed controlled tnals to compare interventions to 

medical therapy. Currently, all the intervemionul trials have 
~·?mpared non~"'.harmacologic approaches to warfarin only. 

.1 he 3 recent tnab of novel OAC therapy have randomi1.ed 
nwre than 37,000 pal'icnts, with outcome events numbering 
717 patients (1.9%) to claim noninferiority. With the excel
lent results from these studies, similar standards for evidence 
must be held for the n:placeniem of OAC therapy by non
pharmacologic approaches. Additionally, newer studies will 
have Lo address the benefits, if any, of LAA occlusion when 
compared with the novel OAC therapy, which may become 
rhe new standard of treatment. As new evidence emerges from 
rri:ils such as PREVAIL, LAAOS III, and Atrial Fibrillation; 
Ablation or Surgical 'freatment II (FAST II) (!'able 2),5" 
clinicians must carefitlly apply the results of these trials to 
diffrrent patient populations. 

Concll1sio111 
This review has highlighted the main nonplrnrmacologic 

oprio11s for stroke preventiot1 in patients with AE To date, no 
nonphannacologic approach has the strength of evidence to 
replace OAC therapy. Rather, in tbe ri.tturc these evolving 
procedures may be an adjunct for reducing car<lioembolic 
evenrs originating from the LAA. In the setting of a patient 
unable to tolerate any OAC therapy, percutaneous LM 
exclusion may be considered as an alternative therapy to 

reduce suokc risk. The evidence for surgical lit~ation is even 
(llOJ't: limited, and only patients undergoing other cardiac 
surger)' with absolute contraindications to OAC may be 
mnsidl'red, l:fowevcr, the risks and benefits of the procedure 
111.:nl w be dearly addressed by the physician, and procedures 
should be performed only in centres with experience. In the 
liHure, large randomized trials will provide mort> evidence for 
LA/\ ocdnsion. 
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