PRESIDENT’S REPORT

17TH ANNUAL GENERAL MEETING OF ASCTS TO BE HELD ON THURSDAY 26TH OCTOBER 2006 AT CAIRNS CONVENTION CENTRE, QUEENSLAND

Dear Colleague, 

As ever we have a number of issues in progress about which I will update you and a few which have been resolved.  

The CMBS Committee has met on several occasions, most recently with Representatives of the AMA in Canberra to formulate a strategy to modify the Medical Benefits Schedule to reflect current practice.  Part of the impetus is towards ensuring that the schedule reflects the ageing population, particularly in the private sector, which we are encountering with their requirement for substantially longer aftercare and the co-morbidity related to age, which makes their surgery more complex and a higher risk.  We have data from the Victorian Database to support the contention and this will be put forward with the aim of obtaining an overall increase to all items on the schedule, consistent with the demonstrable increase workload.

The 100%, 50%, 25% rule for multiple item numbers has been a major problem on the schedule from our perspective for a long time.  With the increasing number of multiple item numbers being charged reflecting current practice where combined procedures such as coronary grafts with arrhythmia surgery plus valve surgery is relatively common.  The 25% increment added for often very substantial service increments such as a valve replacement or bi-atrial arrhythmia procedure does not reflect the amount done or the difficulty, complexity and aftercare required.  The principal is however, enshrined in the legislation so that an act of parliament would be required to change that provision.  The AMA Representative’s suggestion was that we look at the commonest “bundles” of item numbers, for example, valve replacement, coronary bypass surgery, retrograde cardioplegia and also arterial revascularisation with both internal mammary arteries and left radial artery for example and produce a calculation based on what we see as being a fair increment for the added work and then put these “bundles” up as the CMBS fee for that service.  By packaging the “bundles” in such a way, particularly the third item, for example, a valve replacement or coronary graft is reflected at something like 60% of the MBS fee instead of the current 25% and justifying this contention on the basis of time spent during the case.  We would also, for example, put in such items as four or more coronary bypass grafts.  We discussed a number of new item numbers, for example, axillary artery cannulation, removal of an intracardiac prosthetic device such as in redo valve replacement, David repair for aortic root aneurysm.  These have to be supported by carefully worded descriptors and literature substantiation of why the item numbers are new.  Fees would also have to be set such that they reflected the 25% part of the multiple procedure rule with still an adequate rebate, a precedent that has been set in the congenital disease section of the schedule quite effectively. 

The Committee would appreciate suggestions from Members including suggested descriptor and the appropriate literature citations.   We hope to take a substantial number of these items to the table in the knowledge that a significant number of them will be “knocked back” as part of the overall negotiating process.  

New Secretariat Arrangements

Karen Hansen has left our services to take up a position as Area Health Manager in rural Victoria.  We wish her well and appreciate her substantial service to the Society.  Unfortunately she has a left a void which has now been filled by Jan McIlroy who will be working for the Society in the office at the Baker Institute.  I would like to acknowledge Frank Rosenfeldt’s work in recruiting and now training Jan McIlroy up to speed. She will also be assisted by Sandra Hayes so that the position will be covered throughout the year.  

Practice Guidelines - PCI versus CABG  

I have raised this issue with the Cardiac Society through the recent outgoing President, Ken Hossack and there is agreement among us that we should work on some practice guidelines for the management of ischaemic heart disease in order to generate an evidence based approach to the various anatomical sub-types, such as, for example, left main disease and triple vessel disease with high proximal left anterior descending obstruction where a significant number of patients are receiving percutaneous intervention as their initial and often only management leading to late referral for coronary bypass surgery and based on studies such as the New York Registry Study a strong suggestion that survival is inferior as well as freedom from symptoms.  Many Members will be familiar with the work of Taggart and the recent article by Robert Guidant in the Annals of Thoracic Surgery as the New York Registry study which casts considerable doubt in the “trial data” supporting the use of stents, either bare metal or drug alluding for multi-vessel coronary vessel coronary disease.  Members will also be aware of the increasing reports of patients with stents in place dying or having substantial myocardial infarctions where the platelet therapy, Clopidogrel is ceased.  

Mark Newman, Brian Buxton and myself have had initial discussions about a strategy to move this forward.  Our current belief is that the available data does not answer the questions sufficiently well for us to get agreement with the Cardiac Society for a workable set of guidelines and we are looking at the available data from local sources such as the Victorian Database and the Melbourne investigational group database that may give us local data which fully reflects the differences between bypass surgery and PCI on survival.  

Interestingly, Registries are the favoured modality of investigation by both the cardiologists through the Cardiac Society and ourselves as they reflect the true nature of what is going on with no cherry picking of cases as occurs in the trials.  Data can be collected to allow risk stratification and because it aims to be all encompassing follow-up can be quantified and quality control leads to a high level of certainty as to the quality of the information.  Unfortunately at a recent National Heart Foundation meeting on the use of advanced technology in cardiac care it was apparent that the setting up a registry for intervention for ischaemic heart disease which would include percutaneous intervention and bypass surgery is not supported by the Canberra health bureaucracy who favour crude epidemiological mortality and hospital admission rate data, such as is supplied by Area Health Services.  

I suspect that we are moving rapidly towards setting up a local registry type study aimed at looking at the issues and answering the questions to the satisfaction of both cardiological and surgical groups.  

The existence of an up to date set of guidelines with regular revisions will establish of what the majority of the profession thinks should happen and address issues of informed consent.  Such guidelines could be the basis for educating the general practitioners and the public to ask appropriate questions.  

Expert Witnesses

In the response to the College’s discussions on this matter Council has decided to put together a National Expert Witness Group covering major sub-specialty areas such as thoracic surgery, transplantation, congenital and aortic surgery.  The work would involve attendance at workshops related to expert witness issues and the writing of medical reports and would hopefully provide balance ????? to the expert opinion as opposed to the type of reports we see from some of the “hired gun” individuals who see fit to report on cardiothoracic surgical matters without having the actual experience from practice in the field.   John Knight has agreed to lead this initiative having worked with the College extensively during his Presidency.  We would be looking for around 5 individuals for Australia with about 5 years of tenure who are active participants in the various fields.  It is critically important that we put together a broadly supported and credible panel for this difficult area.

Integration with the Cardiac Society

Discussions with the outgoing and current Presidents of the Cardiac Society at the recent meeting in Canberra were most encouraging that there is strong support for integration of surgery into the program to a greater extent than is currently seen.  This would include opportunities to debate on controversial areas.  The Cardiac Society is prepared to set aside space on the program for surgical papers integrated into the main sessions instead of being out on a side room and also to be involved in their workshop and debate type structure.

With the current impetus towards percutaneous valve interventions and the rise of percutaneous intervention for septal defects, arrhythmias and the explosion of coronary stenting surgeons need to be a large part of the debate as to the roles of the various modalities.  The point also that surgeons need to know what the cardiologists are doing and what they are thinking in these matters is brought home to me by attendance at this meeting.  If we wish to remain relevant we have to look at what each other is up to and continue to push for formal evaluation of outcomes and the integration of the different approaches to management based on their efficacy rather than whether it is flavour of the month.  The Science and Education Committee will be endeavouring to raise support that we can put on a strong showing at the next Cardiac Society meeting in Christchurch in 2007.  

There remains a problem with three major meetings for our section per year with a finite number of papers and participants.  Capital Authorisation by the Australian Competition and Consumer Commission (ACCC) at a recent meeting between the College Executive and Specialty Presidents and the College Council it was unanimously stated the College should withdraw from the authorisation process with ACCC.  The College had taken detailed legal advice on this matter and that was basically that the College has never been in breach of the Trade Practices Act and does not act anti-competitively.  The authorisation was initially sort as an effective way of handling concerns that were raised in the last 1990’s.  This substantially improved processes and transparency.  The College is now up to speed with some matters which the ACCC had raised.  Recently the ACCC had sort to review the Capital Authorisation although it was due until 2007 at the behest of the State Health Ministers regarding the number of doctors entering basic surgical training which had been limited by the College because of the inadequate facilities provided by the various State jurisdictions.  Discussions have taken place between the College and the Chairman of the ACCC which are described “open objective and not adversarial” where intention to withdraw from the authorisation was discussed.  

Capital Surgical Education and Capital Training Program (SCT) details of the College’s ambitious plans to put in place surgical education and training program commencing in January 2008 will have been communicated to Members.  The implications for the Board of Cardiothoracic Surgery recently taken over by Peter Skillington are considerable.  Issues such as the identification of suitable candidates and their recruitment much earlier in their post graduate training and even possibly in the last year of medical school which is the current plan and the provision of a training course which is integrated with clinical work and has to be provided in the form of course content and assessed in terms of quantitative and qualitative criteria of competence, experience and knowledge across the whole range of the specialty will involve a vast amount of data collection and record keeping in order for it to be done properly.  The very active support of Members in all these areas will be critical to their success and consideration may have to be given to other strategies such as farming out parts of the assessment process and the administration of whim based courses to private educational consultants or universities.

The Board, particularly the Chairman, Peter Skillington have a relatively limited amount of time before this process can start.  

RICHARD B CHARD

(President)

