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Children with early-onset scoliosis (EOS) face 
significant challenges, only some of which 
are related to their spinal deformity.

“Taking care of the spine is not the big 
issue,” says George Thompson, MD, Division 
Chief of Pediatric Orthopaedic Surgery 
at University Hospitals Rainbow Babies 
& Children’s Hospital. “The challenge is 
delivering an intervention so that the lungs 
and gastrointestinal system can reach 
maximal maturation. These organs need the 
space to grow so that they are capable of 
supporting the child in adulthood.” 

Pediatric orthopaedic surgeons, too, face 
their own challenges with EOS. Because the 
condition is so rare, data on the outcomes 
of different surgical interventions have 
traditionally been hard to come by. “There 
has been a paucity of literature examining 
the clinical outcomes and benefits of 
growing rod interventions in children with 
EOS,” Dr. Thompson says. “We’re one of the 
largest growing rod programs in the world, 
and we only have about 130 patients.”

However, Dr. Thompson says, that has 
changed in recent years. Members of the 
Growing Spine Study Group (GSSG), an 
international consortium of 27 surgical 
centers that treat EOS, are now pooling 
patient data to conduct outcomes research. 
UH Rainbow Babies & Children’s Hospital 
and Dr. Thompson are founding members  
of the group.

“Through the GSSG, we can look at patients 
with the different types of EOS,” he says. 

“We’re getting a lot more specific. With 
each of these diagnoses, we can measure 

response to treatment and other outcomes. 
In the past five years, we’ve been able to 
make significant headway in understanding 
what is going on.”

Dr. Thompson and the UH Rainbow 
Babies & Children’s Hospital team employ 
growing rods for EOS patients who don’t 
respond well to casting or bracing, typically 
around age 5 or 6. The growing rods 
are then lengthened during subsequent 
outpatient procedures, typically every six 
to eight months. A new magnetically 
operated system, MAGEC® from Ellipse 
Technologies, Inc., uses a remote control to 
noninvasively lengthen the rods. Although 
Dr. Thompson says he’s encouraged by the 
new development, approved by the U.S. 
Food and Drug Administration in 2014, he 
does have some concerns. “It will decrease 
the number of surgeries, and it will decrease 
the number of complications, but it has its 
own unique set of problems,” he says. “The 
rods can bend and jam. Patients need to 
visit the office as often as monthly. That’s a 
lot of compliance. We don’t think it will be 
as great as we thought it might be, but it is 
going to be better.”

For Dr. Thompson, this one new answer 
poses a whole new set of questions.

“If we improve nutritional status in these 
patients, does it reduce risk of infection in 
subsequent rod lengthenings?” he says. “It 
would be huge to know that.

“We are still in the infancy of knowing about 
all of this,” he adds. “We have a long way 
to go. We’re one of the major centers in the 
world for this procedure, but I don’t consider 

us ‘experts.’ We just have a bit more 
experience than other people. The more you 
know, the more you realize that you don’t 
know. That’s where we are right now.”

For more information, contact  
Dr. Thompson at  
Peds.Innovations@UHhospitals.org.
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School of Medicine

Acute Pancreatitis in Children 
UH Rainbow gastroenterologist helps document a growing problem

The commitment to exceptional patient care begins with revolutionary discovery. University 
Hospitals Case Medical Center is the primary affiliate of Case Western Reserve University 
School of Medicine, a national leader in medical research and education and consistently 
ranked among the top research medical schools in the country by U.S. News & World 
Report. Through their faculty appointments at Case Western Reserve University School 
of Medicine, physicians at UH Case Medical Center are advancing medical care through 
innovative research and discovery that bring the latest treatment options to patients.

THOMAS J. SFERRA, MD 
Division Chief, Pediatric Gastroenterology,  
Hepatology & Nutrition; 
Martin and Betty Rosskamm Chair in  
Pediatric Gastroenterology,
UH Rainbow Babies & Children’s Hospital;
Associate Professor of Pediatrics,
Case Western Reserve University School of Medicine

In recent years, several single-institution studies have 
documented increasing rates of acute pancreatitis in children. 
However, because of the inherent limitations of such studies, it’s 
been difficult to generalize these findings to the greater pediatric 
population. “The results of studies involving single tertiary care 
centers cannot be applied necessarily to larger populations,” 
says Thomas J. Sferra, MD, Division Chief of Pediatric 
Gastroenterology, Hepatology & Nutrition at University 
Hospitals Rainbow Babies & Children’s Hospital. 

To better characterize the nature of acute pancreatitis in 
children, Dr. Sferra and collaborator Chaitanya Pant, MD, at 
Kansas University Medical Center, along with gastroenterology 
colleagues from three other medical institutions, analyzed 10 
years of pediatric hospitalization data from the Agency for 
Healthcare Research and Quality (AHRQ), Healthcare Cost 
and Utilization Project Kids’ Inpatient Database. The study 
included more than 55,000 patients between the ages of 1 and 
20 who were hospitalized with acute pancreatitis between 2000 
and 2009 – the largest investigation of its kind to date.

Results showed a 51 percent surge in the number of hospitalized 
pediatric patients with acute pancreatitis over 10 years. “For 
children coming into the hospital, the incidence of acute 
pancreatitis went up quite dramatically,” Dr. Sferra says. The 
group published its findings in the journal PLOS One.

Both in-hospital mortality and length of stay for these patients 
improved over the period analyzed. However, pediatric patients 
with acute pancreatitis tended to have longer length of stay 
and higher hospital charges than did patients hospitalized for 
other conditions. “This suggests that the care of children with 
acute pancreatitis improved, but the disease continues to confer 
significant morbidity in hospitalized children,” Dr. Sferra says. 
 
A subsequent study by the group found an 11 percent increase 
in pediatric emergency department (ED) visits for acute 
pancreatitis between 2006 and 2011. That study, published 
in the Journal of Investigative Medicine, was based on data 

A Growing Body of Work

from the Healthcare Cost and Utilization Project Nationwide 
Emergency Department Sample, the largest all-payer ED database 
in the United States. “It’s hard to know for sure, but the most 
recent data we have analyzed suggests there has been a slowing or 
stabilization in the increase of acute pancreatitis in children,”  
Dr. Sferra says. “We’re going to continue to monitor the data.”  
 
Although the causes for the recent increased rates of acute 
pancreatitis in children are unknown, Dr. Sferra suspects that the 
childhood obesity epidemic may play a role. Until the growing 
problem is better understood, however, he advises increased 
vigilance for acute pancreatitis among primary care providers and 
diligent follow-up of affected patients. “It’s especially important 
to make an early diagnosis in pediatric patients with acute 
pancreatitis,” he says. “Plus, any child with acute pancreatitis 
requires close observation for recurrent disease. In many cases, the 
first episode is one of many recurring episodes, developing into 
chronic pancreatitis.” 
 
For more information, contact  
Dr. Sferra at Peds.Innovations@UHhospitals.org. 
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Program and a St. Baldrick’s Foundation Career Development 
Award, as well as an Angie Fowler pilot grant for adolescent and 
young adult (AYA) cancer research. Already, he has completed MRF 
scans in three patients. Each scan took about 15 minutes for slices 
through tumor and representative normal brain; a complete MRI of 
the brain takes about an hour, while a complete spinal study adds 
another one-and-a-half to two hours.

“No matter what happens with the quantifiable markers, the 
increased speed will be useful to everyone who goes in the 
scanner, particularly children,” Dr. de Blank says.

From a research perspective, Dr. de Blank is working to find an 
MRF signature for low-grade glioma in children with and without 
neurofibromatosis type 1 (NF1). Such a signature would allow it to 
be easily distinguished from structures that often mimic it on MRI.

“In NF1, there is spongiotic change, sometimes referred to as an 
unidentified bright object  (UBO),” he says. “If there is a UBO 
right next to the tumor, it is really impossible to distinguish where 
one ends and the other begins. If we can distinguish between 
these two entities, then we have a much better idea of what the 
tumor volume truly is. We’ll also have a better idea of how our 
treatments are affecting the tumor, allowing us to spare kids from 
having multiple scans.”

Dr. de Blank is also using MRF technology to hunt for areas of 
occult tumor in the brain, both around the resection cavity and 
in optic radiations in the back of the brain. “These areas seem 
to be different in NF1 optic pathway gliomas, even if they don’t 
seem to be affected by tumor,” he says. “Is that because there is a 
little bit of tumor hidden in there? It’s too small for us to see with 
traditional MRI.”

Ultimately, MRF technology will also allow physicians to monitor 
response to treatment more quickly. “If these T1 and T2 properties 
are so sensitive to what’s going on in the microstructure of the 
tissue, they should be changing in a couple of weeks,” Dr. Gulani 
says. “Could we predict in two weeks whether we have a response 
to treatment, in a variety of cancers? It’s very possible.”

For now, though, MRF has clear advantages that can be put to 
work today.

“MRF is extremely robust to error. Patients can move in the scanner 
and not disrupt the image quality,” Dr. de Blank says. “But it’s also 
extremely fast. Because the sequence is so robust to error, we can 
take fewer samples, meaning less scan time. In addition, MRF is 
acquiring T1 and T2 simultaneously, so separate sequences don’t 
have to be run.  

“Overall, I think we are on the verge of getting a whole brain T1 
and T2 scan in less than 10 minutes while allowing for patient 
movement,” he adds. “This will reduce the need for sedation and 
open up the possibility of things like real-time MR. The bottom line 
is that it’s a fast, reliable and quantifiable method that allows us to 
get dramatically more information in dramatically less time. What 
this means in the future is what we’re excited to explore.”

NEW MAGNETIC RESONANCE TECHNOLOGY
UNDER STUDY AT THE ANGIE FOWLER 

ADOLESCENT & YOUNG ADULT CANCER INSTITUTE

Magnetic resonance imaging (MRI) produces 
amazingly detailed clinical images, but it has 
known limitations.

“MRI depends on the nuclear spin of hydrogen atoms,” 
says Peter M. de Blank, MD, a pediatric neuro-oncologist 
at University Hospitals Rainbow Babies & Children’s 
Hospital. “The problem with conventional MRI is 
that, while the spins will return to their equilibrium at 
different rates based on their environment, the curves 
look very similar, whether they are from cerebrospinal 
fluid, fat or grey matter. Also, because these curves 
can be slightly different based on scanner, temperature, 
relaxation time and other variables, one scan can’t be 
directly compared to others quantitatively.”

“If you look at a typical MR image, it is a map of the 
anatomy and that is it,” adds Vikas Gulani, MD, a 
radiologist at UH Case Medical Center. “The maps of 
the anatomy are beautiful, but they are not quantitative. 
What that means is that day to day, scanner to scanner, 
site to site, it is very difficult to compare results.”

Dr. Gulani worked on this problem off and on for about 
10 years, together with Mark Griswold, MD, Professor 
of Radiology at Case Western Reserve University School 
of Medicine, and other colleagues. Just when the group 
reached its lowest point and was about to give up,  
Dr. Griswold posed an important question: What would 
happen if they didn’t care what the image looked like?

The result of this insight is magnetic resonance 
fingerprinting (MRF) – a new imaging technology that 
can generate immediate and simultaneous values for 
T1 and T2 for each pixel in the image. These tissue 
characteristics describe the environment of each 
particular proton, such as fat or water. These values 
are then matched against a “dictionary” of all possible 
signals, even when the values are “noisy.”

Dr. Gulani likens MRF to distinguishing the letter “A” 
from the letter “B” on a page, even when parts of the 
letter are faint or missing, or to being able to correctly 
identify “The Star-Spangled Banner” on a radio station 
with a lot of static, just based on the words “say” and 

“see” and a fragment of melody.

“The pattern-matching algorithm that is your brain 
knows what it is,” he says. “MRF works the same way.”

Drs. Griswold, Gulani and colleagues first described 
MRF in the journal Nature in 2013. Since that time, 
they’ve demonstrated that the technology can easily 
distinguish brain tumors from contralateral white matter 
in adult patients, using just T1 values. Using T2 values, 
MRF can distinguish glioblastoma multiforme from 
oligodendroglioma. 
 
MRF in Pediatric Patients
At the Angie Fowler Adolescent & Young Adult Cancer 
Institute, based at UH Rainbow Babies & Children’s 
Hospital and UH Seidman Cancer Center, Dr. de Blank 
is exploring the feasibility and clinical utility of MRF in 
children and young adults – the first study of its kind. 
His work is funded by a Francis S. Collins Scholar Award 
from the Neurofibromatosis Therapeutic Acceleration 

As Unique as a Fingerprint

PETER M. DE BLANK, MD
Pediatric Neuro-Oncologist,
UH Rainbow Babies & Children’s Hospital;
Assistant Professor of Pediatrics,
Case Western Reserve University  
School of Medicine

VIKAS GULANI, MD
Diagnostic Radiologist,
UH Case Medical Center;
Assistant Professor of Radiology,
Case Western Reserve University  
School of Medicine

For more information, contact Dr. de Blank or  
Dr. Gulani at Peds.Innovations@UHhospitals.org.

“We decided to only go after a map of tissue properties    
  that we care about,” Dr. Gulani says. “As soon as you  
  stop trying to collect a traditional image and go instead  
  after the properties, then you can let your signal vary in  
  ways that you never thought possible.”
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V itamin D is increasingly implicated in a 
wide variety of physiological processes 

and diseases, especially those with an 
inflammatory or immune component.

“There is an exploding literature on vitamin 
D,” says Anna Maria Hibbs, MD, MSCR, 
a neonatologist at University Hospitals 
Rainbow Babies & Children’s Hospital. “In 
particular, there is growing evidence that 
vitamin D affects how the lungs grow 
and how the immune system matures. 
Classically, we’ve always thought about 
vitamin D in terms of calcium metabolism 
and bone. But it’s very clear that it affects 
all the organs in your body. It’s active in the 
white blood cells and lungs, so when we 
talk about wheezing and susceptibility to 
infection in preterm infants, it’s potentially  
a big player.”

At the same time, research is also revealing 
racial differences in the vitamin D pathway, 
both in adults and in infants and children. 
A 2004 study in Pediatrics, for example, 
found that black infants who received 
multivitamin supplements in the first six 
months of life were more likely to develop 
asthma at age 3 – an effect not seen in 
white infants.

Given these facts, Dr. Hibbs and colleagues 
conducted a cohort study of 300 preterm 
infants born between 28 and 34 weeks 
gestation, examining whether vitamin D 
exposure increased or decreased the risk of 
recurrent wheezing in these infants’ first 
year of life. 

“We found that for black preterm infants, 
having vitamin exposure doubled the 
chances of recurrent wheezing,” Dr. Hibbs 
says. “For white infants, having the same 
vitamin exposure cut those chances in half. 
It was a pretty dramatic difference.” The 
group published its findings in the Journal 
of Perinatology.

This work has led to a clinical trial, funded 
by the National Heart, Lung and Blood 
Institute of the National Institutes of Health 
(NIH) and led by Dr. Hibbs, that aims to 
discover the optimal dosing regimen for 
vitamin D in African-American infants born 
prematurely. Evidence-based guidelines for 
vitamin D dosing are badly needed in this 
population, Dr. Hibbs says.

“With the black preterm infants in this age 
group that we see here at UH Rainbow, 
56 percent have multiple episodes of 
wheezing in the first year, 21 percent are 
rehospitalized for a breathing problem and 
almost half need an inhaler or nebulizer,” 
she says. “The results of this study will help 
form nutritional recommendations for these 
patients and the approximately 100,000 
black infants who are born between 30 and 
36 weeks gestational age each year.”

The NIH “D-Wheeze” trial is enrolling  
300 African-American infants born  
between 28 and 36 weeks gestation at 
three academic medical centers, including  
UH Rainbow Babies & Children’s Hospital. 
The investigators are comparing two 
vitamin D dosing strategies: sustained 
supplementation with 400 IU vitamin D per 
day vs. stopping supplementation when the 
infant’s dietary intake of vitamin D reaches 
at least 200 IU per day.

“We’re trying to stay within the scope of 
common dosing recommendations, with a 
lower exposure and a higher exposure, to 
find that ‘sweet spot,’” Dr. Hibbs says.

Infants in the study are receiving a “study 
vitamin” for six months and then are being 
seen for follow-up visits in their homes at 
three, six, nine and 12 months post due 
date (age adjusted for prematurity) to 
detect episodes of wheezing.

For Dr. Hibbs, the hope is that this research 
will lead to a better understanding of how 
to best care for these vulnerable infants.

“We really need to understand the long-term 
effects of the drugs that we use with our 
developmentally immature neonates,” she 
says. “They have potential multi-organ 
system effects.  We need more trials to look 
carefully at what’s going on, even for the 
medicines that we think are safe.”

Vitamin D, Wheezing and Race:  
      MAKING THE CONNECTION

The 2012 approval of ivacaftor (Kalydeco®) was a  
watershed moment for patients with cystic fibrosis (CF).

“For 70 years, all we were doing was treating the consequences  
of the disease, not the cause,” says Michael W. Konstan, MD,  
a pediatric pulmonologist and cystic fibrosis specialist at University 
Hospitals Rainbow Babies & Children’s Hospital. Dr. Konstan  
led the hospital’s participation in the clinical trials that led to  
the approval of ivacaftor by the U.S. Food and Drug Administration 
for CF patients carrying the G551D mutation. “Ivacaftor  
changed that equation for some patients,” he says. “For the first 
time, we were able to treat the underlying cause of CF, not just  
the consequences.”  

Although ivacaftor is extremely effective for CF patients with  
the G551D mutation, boosting lung function by 17 percent,  
these patients make up only about 4 percent of the CF population 
nationwide. More recently, ivacaftor was approved for CF patients 
with other “gating” mutations, adding another 4 percent 
benefiting from the drug. But that leaves more than 90 percent  
of patients without a therapy targeting the underlying cause  
of their disease.

Now, a new study suggests that many more patients may 
be appropriate for ivacaftor therapy. By combining ivacaftor 
with an experimental drug called lumacaftor, a large, multisite, 
international study has shown that CF patients who are 
homozygous for the phe508del mutation can also benefit.  
Nearly 50 percent of CF patients in the U.S. carry both copies  
of this mutation. 

Dr. Konstan led the Phase III clinical trials of the new combination 
drug at UH Rainbow Babies & Children’s Hospital, which was 
one of the nation’s highest-enrolling centers. He and the other 
investigators published their findings recently in The New England 
Journal of Medicine (NEJM).

The NEJM study showed that the new combination drug, 
manufactured by Vertex Pharmaceuticals and which will be 
marketed under the name Orkambi, increased lung function in  
CF patients homozygous for the phe508del mutation by about  
5 percent, when compared with placebo. It included 1,108 patients 
age 12 and over, followed over six months. Orkambi recently 
received approval from the U.S. Food and Drug Administration. 

Although the increases in pulmonary function were only modest, 
the reductions in pulmonary exacerbations seen in patients taking 
the new combination drug were quite remarkable.   
 
 
 
 
 

 
 
 
 
 

“These patients are often hospitalized to receive IV antibiotics to 
treat acute exacerbations of their lung disease,” Dr. Konstan says. 

“The new combination drug reduced these hospitalizations by about 
50 percent. It’s a huge effect, and it’s really clinically meaningful to 
the patients.”

Patients taking the combination drug also experienced small 
increases in body mass index (BMI). 

“Patients with CF have poor nutritional status, and we know  
that the better their BMI is, the better their lung function,”  
Dr. Konstan says.

UH Rainbow Babies & Children’s Hospital and Case Western 
Reserve University School of Medicine have a storied history in  
the fight against CF. The LeRoy W. Matthews Cystic Fibrosis Center 
at UH Rainbow Babies & Children’s Hospital was one of the first 
in the country and established the team-based approach to CF 
care currently used nationwide. The team has also led in genetic 
research into CF at the School of Medicine, including a first-in-
human gene therapy approach, and developed high-dose ibuprofen 
as an anti-inflammatory treatment for the lung disease of CF. 

Building on this legacy, Dr. Konstan is currently serving as 
principal investigator for the two-year follow-on study of the new 
combination drug. More than 1,000 patients from the Phase III 
study are now receiving the combination drug as part of the  
open-label study. Results should be available in 2016.

Dr. Konstan says he’s excited by the new drug’s potential.

“Treating patients who are homozygous for phe508del proved more 
challenging than those with gating mutations like G551D, because 
you need one drug (lumacaftor) to bring the abnormal CFTR 
protein to the surface of the airway cell, to then allow another 
drug (ivacaftor) to make the protein channel function better,” 
he says. “The challenge was worth it because it gives us the 
opportunity to treat the actual cause of the disease in a way that 
benefits many, many patients.” 

Dr. Konstan’s participation in this research was funded by grants from  

various external funding sources to Case Western Reserve University  

School of Medicine.

 
 

For more information, contact  
Dr. Hibbs at  
Peds.Innovations@UHhospitals.org.
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Is CURING Cystic Fibrosis   
Within Reach?

MICHAEL W. KONSTAN, MD
Pediatric Pulmonologist,
Austin Ricci Chair in Pediatric Pulmonary Care and Research,
UH Rainbow Babies & Children’s Hospital;
Vice Dean for Translational Research
Gertrude Lee Chandler Tucker Professor,
Case Western Reserve University School of Medicine

The study referenced in this article is funded by a grant 
from the National Institutes of Health to Case Western 
Reserve University School of Medicine.
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UH Rainbow Babies & Children’s Hospital;
Associate Professor of Pediatrics,
Case Western Reserve University  
School of Medicine University
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For more information, contact Dr. Konstan at 
Peds.Innovations@UHhospitals.org.

“THIS IS A MAJOR ADVANCE FOR CF,” DR. KONSTAN SAYS.  
“BY ADDING THIS NEW DRUG TO IVACAFTOR, WE NOW  
HAVE A MECHANISM BY WHICH WE CAN HELP ALMOST  
HALF OF ALL CF PATIENTS.”

NIH-FUNDED TRIAL SEEKS TO DETERMINE OPTIMAL  
VITAMIN D LEVELS FOR AFRICAN-AMERICAN PRETERM INFANTS
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In 2015, UH Rainbow Babies & Children’s Hospital 
again ranked as one of America’s Best Children’s 
Hospitals in eight pediatric specialties, including  
#3 in neonatology, #7 in orthopaedics, #11 in 
pulmonology and #19 in oncology.

Learn more at Rainbow.org/USNews.
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Chronic conditions of adulthood have increasingly been shown to have 
developmental origins during fetal, neonatal and infant development. 
Type 2 diabetes and obesity resulting in metabolic syndrome in childhood 
and adulthood, for example, has been linked to periods of intrauterine 
growth restriction, resulting in adverse neurodevelopmental consequences 
for a significant percentage of pediatric survivors. The emergence of 
neurologic disorders from childhood into adulthood has not yet been  
fully investigated.

“You hear a lot about the pancreas, gastrointestinal system, kidneys and 
heart, but as a pediatric neurologist, I also worry about these kids,” says 
Mark Scher, MD, Division Chief of Pediatric Neurology at University 
Hospitals Rainbow Babies & Children’s Hospital. “Some have metabolic 
syndrome effects that negatively alter brain structure and function. 
We already appreciate the association of early-life medical conditions 
on childhood and adulthood epilepsies. Evolving medical research 
also suggests that these children enter adulthood at increased risk for 
dementia, stroke and degenerative diseases. This literature is provocative 
and remains incomplete, but the message is quite clear.” 

Dr. Scher and the pediatric neurology team integrate their developmental 
origins perspective within the Barbara Peterson Ruhlman Women & 
Newborn Center at UH MacDonald Women’s Hospital, beginning with 
consultations of maternal-fetal pairs, followed by post-birth continuity 
of care in the Quentin & Elisabeth Alexander Level III-C NICU. A unifying 
diagnostic strategy merges maternal, placental, fetal and neonatal clinical 
information to better understand brain health or disease across the 
lifespan, with interdisciplinary expertise.

“It can become kind of perfunctory that you ask a couple of questions  
and move on,” Dr. Scher says. “That’s not enough. I’d rather get  
into the nitty-gritty. The more you know, the better you can serve  
your patient.” 
 
 

The breadth of the UH system is a real asset in following  
maternal-fetal pairs across the lifespan, Dr. Scher says. “There are 
few centers around the country that have a major children’s hospital 
connected to a major obstetrical hospital, and we have that,” he says. 

“This allows for continuity of care, which is so important with what  
we’re learning about developmental origins of neurological problems. 

 

Multidisciplinary focus on fetal/neonatal neurology aims for better preparation for newborn care,  
better management of neurological health and disease into adulthood

DEVELOPMENTAL NEUROLOGY ACROSS THE LIFESPAN

MARK SCHER, MD
Division Chief, Pediatric Neurology,
UH Rainbow Babies & Children’s Hospital;
Professor of Pediatrics,
Case Western Reserve University  
School of Medicine

Contact Dr. Scher at Peds.Innovations@UHhospitals.org.
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Join Us at AAP Experience 2015

Rainbow Alumni & Friends Reception
Sunday, Oct. 25, 2015, 6 – 8 p.m.
Marriott Marquis, Washington, DC – Scarlet Oak Room
901 Massachusetts Avenue Northwest | Washington, DC 20001

RSVP to Kellie.Crowe@UHhospitals.org. 
Also, visit us in booth #1719 in the Exhibitor Hall. 


