BUNDABERG HOSPITAL COMMISSION OF INQURIY

STATEMENT OF DR KEITH DAVID MCNEIL

1. I, Keith David McNeil, Head of Transplant Services c/- The Prince Charles
Hospital (“TPCH”) in the State of Queensland, acknowledge that this written

statement is true to the best of my knowledge and belief.

2. This statement is made without prior knowledge of any evidence of
information held by the Commission of Inquiry which is potentially adverse to
me and in the expectation that I will be afforded procedural fairness should

any adverse allegation be raised against me.

3. Briefly my background is as follows. I graduated in 1981. I completed
specialist training in respiratory medicine in 1991. I subsequently trained for
two years at Papworth Hospital in Cambridge UK, sub-specializing in
cardiopulmonary transplantation, and pulmonary vascular disease. I returned
to Brisbane in 1995 and started the lung transplant program at TPCH. I was
head hunted back to Papworth in 1996 to run the medical side of their
transplant unit, which I did for the next five years. Towards the end of 2001,
[ returned to Brisbane to run transplant services at the TPCH. I am currently
Head of Transplant Services at TPCH which is a full time staff specialist
position. Attached and marked KDMI1 is a copy of my CV which sets out

further details of my qualifications and experience.

Purpose of statement

4. This statement addresses some of the issues raised in the recently published
“discussion papers”, and in particular discussion paper No. 6 which focuses on
workforce issues concerning the roles of visiting medical officers (VMO’s)

and full time medical staff (FTMS).
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5. This statement also takes note of the workforce issues raised in the Health
Workforce paper No. 1 — “Medical Workforce” - issued in June 2005 by the
Premier’s office. The conclusions of this paper were that there are serious
shortfalls in the medical workforce, predicted to worsen over the coming
decade and beyond. It is taken as given that a viable and sustainable medical
workforce is required for the health system to function effectively, and that

this workforce is seriously undermanned.
Different geography requires different solutions

6. Geographical considerations in Queensland influence workforce planning,
levels of service and management structures. It is self evident that the issues
confronting rural and remote medical services are in many cases very different
from those confronting the large teaching hospitals in Brisbane. Thus a “one
size fits all” approach will be ineffective in dealing with individual / local

issues.

7. The current difficulty of attracting staff to regional centres is well recognized,
particularly in specialist areas of practice. The advantages of living in
Brisbane are obvious, especially when considered in the light of the vast
earning potential of specialist private practice in SE Queensland compared
with a full time salaried practice anywhere in Queensland. In non-
metropolitan areas, the balance between full time and VMO specialist staff
will often be dictated simply by who is available. In metropolitan areas, the
academic interests of many specialists will attract individuals to full-time staff

positions.
Different specialities require different solutions

8. Different specialties require different solutions with regard to the utilisation of
the services of VMO’s. VMO’s have chosen to work in the public and private
systems to differing degrees. A VMO’s priority is to provide clinical service
to their private patients, and in my experience they will usually have less

flexibility than full time staff to be reactive and responsive to the needs of
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public patients, particularly when these needs are unplanned (as often happens
In emergency situations and after hours). VMO’s work extremely well in
specialities where things can (mostly) run according to plan, such as in
elective orthopaedics and general surgery, or medical clinjcs (i.e. non-acute
services) where defined sessions can be worked with the chances of those
sessions running significantly over time minimal. In specialties such as
transplantation however, operations are usually conducted in the middle of the
night. In this sort of unpredictable situation, it is difficult for VMO’s to be
available, as they would find jt difficult to be able to provide services to
private patients the following day (given that safety concerns would mandate a
period of rest following the overnight work). Thus in many clinical areas, the
capacity of VMO’s to be flexible is limited. Another example where VMO’
seem to work well is in anaethestics, where VMO’s do the relatively
straightforward lists and the fy] timers do the more complex work which
requires more time, and is more unpredictable in terms of a defined finishing
time. In my experience, the ideal situation in a (major) hospital would be to
have a mix of full-timers and VMO’s, with the proportions of each depending
on the specialty and geographical issues involved. In that way there is a
balanced workforce that is able to provide an efficient scheduled service, as
well as retaining capacity to react to emergencies and other unpredictable

clinical situations,
VMO’s standard of service

9. I disagree with the suggestion that the level of service provided by VMO’s is

of a higher standard than full-timers. In the major teaching hospitals in

Brisbane, many of the higher academically qualified, experienced and
specialised doctors are full-timers. As well as providing clinical services to
patients, doctors in full time practice conduct research, provide the bulk of the
education and training of junior medical staff and bring in research funding,
In addition, full time staff are responsible for the majority of the administrative
and clinical governance duties hecessary to keep the system running
efficiently and effectively. In my experience, VMO’s do not tend to be able to

perform these additional activities because of their private commitments.
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10.

Full-time medical staff are a diverse group. They include staff specialists,

Junior doctors and senjor medical officers, who may or may not have specialist

qualifications. VMO’ however are almost exclusively specialists, and thus it

is not appropriate to compare them without qualification to FTMS in general.

Training, education and supervision

11.

12.

13.

Training and education takes considerable effort, and whep directly
supervising as well, it all takes a lot of time. If the proposed “VMO model”
were to be adopted by Queensland Health, the question arises as to who will
do all the training and teaching of medical students, junior doctors and
specialist registrars. Increased pressures would be placed on the senior full-
time doctors to provide this training and education. This increased pressure
could potentially be more easily absorbed in the larger teaching hospitals in
the metropolitan centres but it would be nigh on impossible to address this

issue in the smaller regional centres.

Training and education remain significant issues here and now, with
inadequate resourcing for this vital activity in most areas. One option to
overcome some of the difficulties in thig area would be to network the training
and education services oyt of major Brisbane hospitals. The infrastructure of
the major hospitals could be used to provide services in outlying areas. Once a
viable and productive service has been established jt is more likely to attract
trainees from regional areas, These registrars would then be more likely to
return to the regional area and the service as a whole would become self-

sustaining,

Training and education do impact significantly on the efficiency of providing a
clinical service. However, if you do not put the time into these endeavours
there will be no medica] workforce in either the public or private sectors.
There is an inevitable trade off between clinical training, teaching and

education, and the efficiency of providing high quality clinical services.
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VMO?’s productivity

14.

I am not sure there is any evidence to say that VMO’s are more productive or
efficient than FTMS. VMO’s are often very experienced and qualified and
work well within the system but the same also applies to full-timers. Simply
because VMO’s work efficiently in their private practices does not mean they
are more productive or efficient than full-time staff, Indeed, one might argue
that in some cases, public medical practice offers a relief from the stress of
private endeavours, particularly if a public unit is well resourced with an

experienced resident and registrar staff,

Workforce makeup in different hospitals

15.

16.

17.

Any hospital needs to make the best use of whatever resources are available,
and in terms of specialist staff this includes both VMO’s and full-time staff
As well as providing services for patients in both a public and private capacity,
a hospital needs to ensure a sustainable after-hours roster that includes
covering for staff whilst other staff are on leave. Usually a minimum roster of
one-in-four is required to give the flexibility to have a sustainable service
when leave is taken into account. Not every clinical unit however, has four

specialists available.

Large teaching hospitals will inherently have more flexibility in workforce
makeup due to the higher numbers of staff. In teaching hospitals it is
generally easier to find a balance between providing a 9.00am to 5.00pm
service that is suited to VMO?’s, and services in specialties that are not so
suited to VMO’s. Teaching hospitals often have sub-specialty services where

only a limited number of suitably trained clinicians will be available.

Regional hospitals such as Bundaberg, Rockhampton, Townsville and Mackay
have a different service focus to teaching hospitals. They have to provide a
general service to meet most of the needs of most people in the community at
whatever time of day or night. In these areas they generally need a skill-mix

that is flexible and reactive to whatever comes through the front door. One
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18.

19.

20.

21.

doctor will inevitably be unable to meet all the needs of all patients so more

flexibility is necessary in terms of the makeup of the medical workforce.

Although the VMO’s priority is running their private practice, it would of
course be possible to build a service around them. However there would be a
significant cost to the system. Theatre times would have to be flexible and
reactive to when the VMO is available, including early mornings, late
afternoons and weekends. Staffing the theatre, ward and reception to cover
this can be very costly (any out of hours / weekend work incurs significant
staff overtime). The VMO?’s are also unlikely to want to make a large
contribution to the after hours roster as it will likely impact on their private

work the following day.

Similarly, it would also be possible to build a service around full-time staff, In
some ways this has the potential to improve efficiency in theatre rostering and
thus minimise cost overruns. In most cases therefore, wherever it is possible, I
would consider it important to have a mix of VMO’s and full time staff, with
that mix depending on the particular clinical service involved and the

availability of both types of staff group.

One issue raised is how to get VMO’s back in the public system and maintain
their involvement. The answer is simply to accommodate their needs and
requirements being mindful that their priority is to run a private practice.
However, this must be balanced with the budget available and the needs of

other staff groups (particularly junior medical and nursing staff).

The thoracic department at TPCH is run fantastically well. There are three
dedicated VMO’s, two part-time specialists, and 7 full-time staff specialists,
the latter group doing the vast majority of the research, teaching, education
and provision of super-specialty services. The department runs on budget, has
submitted numerous successful business cases for new service developments,
and has received a number of prestigious NHMRC research grants. One

reason for this success is the right mix of VMO’s and full-time staff combined
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with the vision of the director who has always placed the public patients at the

forefront of our service priorities.

Budget compliance

22.

23.

The budget has become a priority in hospitals. Specialists are constantly
reminded about running to their budgets. When the budget is the bottom-line
it puts enormous pressure on a system which has no real or obvious limit to the
demands placed on it by patients. We constantly have to make clinical
decisions based on budgetary considerations. This may be one reason some
full-timers elect to become VMO’s. Another reason for becoming a VMO is

the considerable earning potential in most specialties in the private sector.

Generally, the public system is about penalties, not rewards. This is the exact
opposite to the Commonwealth funded private sector where more work is
rewarded. Bearing in mind the constraints of the budget and other resources
we need to be able to do the job of providing a safe and high quality patient
service. The role of the Health Department (from the Minister down) is to
enable clinicians at the bedside to do their jobs to the highest possible

standard, not create barriers to hinder and penalties for doing so.

Encouraging full time staff to work in the public system

24.

As important as it is to encourage VMO’s to participate in the public system, it
is equally important for full time staff to be motivated to work in the
Queensland public system. The benefits of the public system include access to
teaching and research opportunities, and a collegiate workforce. The major
negative limiting the public system is that resources are limited. Despite
patient demands, and the desire to provide a high quality clinical service,
doctors are continually being told by non-clinical staff that resources are
unavailable. As a consequence they cannot provide the standard of care
deemed appropriate for their patients. This becomes very frustrating. As this
and other pressures mount, salaries and remuneration packages in the private

sector, interstate and even overseas become more attractive - as in Victoria for
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25.

26.

example which in some cases offers twice as much as the Queensland award.
WA, SA and Vic have far better remuneration packages than Queensland

currently offers.

We will inevitably reach a critical point (and it is not far off) where there has
been such a drain on suitably qualified staff that there will be no-one to train
medical students, junior house staff and training registrars (to think this
training and education is achievable in any widespread and sustainable way in

the private sector is naive).

There is also an issue of age demographics — there are key departments relying
on a certain generation of full time staff who are all close to retirement age.
Workforce reform therefore needs to be looked at urgently. However, any
amount of up-skilling of nursing and allied health professionals will not fill the

critical gaps in the medical workforce now and into the future.

Clinician involvement in decision making

27.

At TCH there are opportunities for clinician involvement in decision making
at the unit, program and district levels. The District Manager is very receptive
to problems and feedback. The Medical Advisory Committee (a group of
senior clinicians) plays a key role in providing advice to the district executive.
The key is that there is mutual respect and understanding of each others
positions, between the administrative and clinical staff. In my experience, for
a system such as this to be effective the critical issue is the organisations

culture and the attitude and behaviours of all those involved.

Conclusion

28.

Queensland Health is facing a crisis which at the end of the day stems
predominantly from a situation of chronic under funding. This has led to a
steady drain of highly trained medical and other health professional staff from
the public system, placing steadily increasing pressure on those that remain to

meet the ever increasing demand.
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29.  Unless the clinical workforce issues (organisational culture, remuneration etc)
are addressed as a matter of the utmost urgency, the prospects of the system

meeting community expectations now and in the future are dismal.

30.  Underpinning most (if not all) of these issues, is the untenable situation where
health policy is seemingly determined on the basis of political expediency and
the so-called “Courier Mail Test”. Until our politicians stop treating health as
a political football, the chances of getting the much needed (essential) long
term solutions (as opposed to those aimed squarely at the next election) are

equally as dismal.

Signed at Brisbane on 2 ) August 2005.

Keith David McNeil
Head of Transplant Services

The Prince Charles Hospital
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Previous Appointments

Previous Appointments:

1.

2.

10.

11.

Jan 1982 - Dec 1982
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Jan 1984 - Dec 1986
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Publications

Publications:

10.

1.

12.

13.

14.

Timms D, Haynes M, McNeil K, Galbriath A. A Complete Mock Circulation Loop for the Evaluation of
Left, Right, and Biventricular Assist Devices. Artificial Organs 29(7):564-572, 2005,

Jones HA, Donovan T, Goddard MJ, McNeil K, Atkinson C, Clark JC, White JF, Chilvers ER. Use of
18FDG-pet to discriminate between infection and rejection in lung transplant recipients. Transplantation.
2004 May 15;77(9):1462-4, -

Luckraz H, Zagolin M, McNeil K, Wallwork J. Graft versus Host Disease in Lung transplantation: 4 case
Reports and Literature Review. [Journal Article] Journal of Heart & Lung Transplantation. 22(6): 691-
697, 2003 Jun.

Stoica SC, Goddard M, Path MRC, Tsui S, Dunning J, McNeil K et al. Ventricular assist surprise — giant-
cell myocarditis or cardiac sarcoidosis? (in press)

Keogh A, McNeil K, Williams T et al, Pulmonary arterial hypertension: A new era in management. MJA
178 564-567 June 2003.

Luckraz H, Sharples L, McNeil K, et al, Cytomegalovirus Antibody Status of Donor/Recipient does not
influence the incidence of BOSin Lung Transplantation. [Journal Article] Journal of Heart & Lung
Transplantation. 22(3): 287-291, 2003 Mar.

McNeil K. Dunning J. Morrell NW. The pulmonary physician in critical care. 13: the pulmonary circulation
and right ventricular failure in the ITU. [Review] [43 refs] [Journal Atticle. Review. Review, Tutorial]
Thorax. 58(2):157-62, 2003 Feb.

Vamvakopoulos JE. Taylor CJ. Green C. McNeil K. Wallwork J. Goodman R, Metcalf SM. Interleukin 1
and chronic rejection: possible genetic links in human heart allografts. [Journal Article] American Journal
of Transplantation. 2(1):76-83, 2002 Jan.

Machado RD. Pauciulo MW, Thomson JR. Lane KB. Morgan NV. Wheeler L. Phillips JA 3rd. Newman J.
Williams D. Galie N. Manes A. McNeil K. Yacoub M. Mikhail G. Rogers P. Corris P. Humbert M, Donnai
D. Martensson G. Tranebjaerg L. Loyd JE. Trembath RC. Nichols WC. BMPR2 haploinsufficiency as the
inherited molecular mechanism for primary pulmonary hypertension, [Journal Article] American Journal
of Human Genetics. 68(1):92-102, 2001 Jan.

Jackson CH. Sharples LD. McNeil K. Stewart S. Wallwork J. Acute and chronic onset of bronchiolitis
obliterans syndrome (BOS): are they different entities?. [Journal Article] Journal of Heart & Lung
Transplantation, 21(6).658-66, 2002 Jun.

Satchithananda DK. Parameshwar J. Sharples L. Taylor GJ. McNeil K. Wallwork J. Large SR. The
incidence of end-stage renal failure in 17 years of heart transplantation: a single center experience.
[Journal Article] Journal of Heart & Lung Transplantation. 21(6):651-7, 2002 Jun.

Sharples LD. McNeil K. Stewart S. Wallwork J. Risk factors for bronchiolitis obliterans: a systematic
review of recent publications. [Review] [28 refs] [Journal Article. Review. Review, Academic] Journal of
Heart & Lung Transplantation. 21(2):271-81, 2002 Feb.

Charman SC. Sharples LD. McNeil KD. Wallwork J. Assessment of survival benefit after lung
transplantation by patient diagnosis. [Clinical Trial, Journal Article} Journal of Heart & Lung
Transplantation. 27(2):226-32, 2002 Feb.

Stoica SC. McNeil KD. Perreas K. Sharples LD. Satchithananda DK, Tsui SS. Large SR. Wallwork J.
Heart-lung transplantation for Eisenmenger syndrome: early and long-term results. [Journal Article]
Annals of Thoracic Surgery. 72(6):1887-91, 2001 Dec.
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Publications

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28,

29.
30.

Praseedom RK. McNeil KD. Watson CJ. Alexander GJ. Calne RY. Wallwork J. Friend PJ. Combined
transplantation of the heart, lung, and liver. [Letter] Lancet. 358(9284):812-3, 2001 Sep 8.

Sharples LD. Taylor GJ. Karnon J. Caine N. Buxton M. McNeil K. Wallwork J. A model for analyzing the
cost of the main clinical events after lung transplantation. [Journal Article] Journal of Heart & Lung
Transplantation. 20(4):474-82, 2001 Apr.

Vamvakopoulos JE. Taylor CJ. Green C. McNeil K. Metcalfe SM. Genetic modulators of interleukin 11
activity influence the development of chronic rejection in human thoracic allografts. [Journal Article]
Transplantation Proceedings. 33(1-2):1563-4, 2001 Feb-Mar.

Herrera JM. McNeil KD. Higgins RS. Coulden RA. Flower CD. Nashef SA. Wallwork J. Airway
complications after lung transplantation: treatment and long-term outcome. [Journal Article] Annals of
Thoracic Surgery. 71(3):989-93; discussion 993-4, 2001 Mar,

Machado RD. Pauciulo MW. Thomson JR. Lane KB. Morgan NV. Wheeler L. Phillips JA 3rd. Newman J.
Williams D. Galie N. Manes A. McNeil K. Yacoub M. Mikhail G. Rogers P. Corris P. Humbert M. Donnai
D. Martensson G. Tranebjaerg L. Loyd JE. Trembath RC. Nichols WC. BMPR2 haploinsufficiency as the
inherited molecular mechanism for primary pulmonary hypertension. {Journal Article] American Journal
of Human Genetics. 68(1):92-102, 2001 Jan.

Wreghitt TG. Abel SJ. McNeil K. Parameshwar J. Stewart S. Cary N. Sharples L. Large S. Wallwork J.
Intravenous ganciclovir prophylaxis for cylomegalovirus in heart, heart-lung, and lung transplant
recipients. [Journal Article] Transplant International. 12(4):254-60, 1999,

Dunning J. McNeil K. Pulmonary thromboendarterectomy for chronic thromboembolic pulmonary
hypertension. [Editorial] Thorax. 54(9):755-6, 1999 Sep.

Herrera JM. McNeil K. Wells F. Wallwork J. [Lung transplantation at the Papworth Hospital: 9-year
experiencel. [Spanish] [Journal Article] Archivos de Bronconeumologia. 35(2):64-70, 1999 Feb,

Trull A. Steel L. Sharples L. Stewart S. Parameshwar J. McNeil K. Wallwork J. Randomized, trough
blood cyclosporine concentration-controlled trial to compare the pharmacodynamics of Sandimmune and
Neoral in de novo lung transplant recipients. [Clinical Trial. Journal Article. Randomized Controlled Trial]
Therapeutic Drug Monitoring. 21(1):17-26, 1999 Feb,

Mills R, McNeil K. Anatomy of the Lungs and Pleura. In “Thoracic Anaesthesia: Principles and Practice”.
Butterworth Heinemann, Oxford 1999,

Trult A, Steel L, Sharples L, Stewart S, Parameshwar J, McNeil K, Wallwork J. Randomized, trough blood
cyclosporine concentration-controlled trial to compare the pharmacodynamics of Sandimmune and Neoral in
de novo lung transplant recipients. Therapeutic Drug Monitoring 1999;21:17-26.

Herrera JM, McNeil K, Wells F, Wallwork J. Trasplante pulmonar en e Papworth Hospital: 9 anos de
experiencia. Archivos de Bronconeumologia 1999;35:64-70.

Heng D. Sharples LD. McNeil K. Stewart S. Wreghitt T. Wallwork J. Bronchiolitis obliterans syndrome:
incidence, natural history, prognosis, and risk factors. [Journal Article] Journal of Heart & Lung
Transplantation. 17(12):1255-63, 1998 Dec.,

C Dennis McNeil K. Heart-Lung Transplantation: Intensive Care. In "Anaesthesia and Intensive Care for
Organ Transplantation” eds JR Klink and MJ Lindrop. Chapman and Hall. 1997:9:115-120.

McNeil K. Pulmonary transplantation: Neoral. Trasplante Report 1997;10:6-10.

McNeil K, Wallwork J. Principles of lung allocation. In "Procurement and Preservation of Vascularised
Organs” eds GM Collins et al. Kiuwer Academic Publishers, AA Dordrecht , Netherlands. 1997,223-226.
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Publications

31. McNeil K and Higenbottam T. The long term outcome of lung transplantation in Interstitial Lung Disease.
Clinical Pulmonary Medicine 1996;3:137-141.

32. Sharples L, McNeil K et al. Development of BOS in recipients of heart-lung transplants - early risk factors.
Transplantation 1996;61:560-66.

33. Smith JA, Stewart S, Roberts M, McNeil K et al. Significance of graft coronary artery disease in heart-lung
recipients. Trans Proc 19895;27:2019-20,

34. Stewart S, McNeil K et al, Audit of referral and explant diag‘hoses in lung transplantation. A pathologic study
of lung removal for parenchymal disease. J Heart Lung Transplant 1995;14:1173-86.

35. McNeil KD. Fong KM. Walker QJ. Jessup P. Zimmerman PV. Gorham's syndrome: a usually fatal cause
of pleural effusion treated successfully with radiotherapy.fcomment]. [Journal Article] Thorax.
51(12):1275-6, 1996 Dec.

36. Smith JA. Roberts M. McNeil K. Sharples LD. Schofield PM. Large SR. Nashef SA. Wells FC. Wallwork
J. Excellent outcome of cardiac transplantation using domino donor hearts. [Journal Article] European
Journal of Cardio-Thoracic Surgery. 10(8):628-33, 1996.

37. Hood IM. Mahendra P. McNeil K. Marcus RE. Hodgkin's disease after cardiac transplant: a report of two
cases. [Journal Article] Clinical & Laboratory Haematology. 18(2):115-6, 1996 Jun,

38. Dennis CM. McNeil KD. Dunning J. Stewart S. Friend PJ. Alexander G. Higenbottam TW. Calne RY.
Wallwork J. Heart-lung-liver transplantation. [Journal Article] Journal of Heart & Lung Transplantation.
15(5):536-8, 1996 May.

39. Yeatman M. McNeil K. Smith JA. Stewart S. Sharples LD. Higenbottam T. Wells FC. Wallwork J. Lung
Transplantation in patients with systemic diseases: an eleven-year experience at Papworth Hospital,
[Journal Article] Journal of Heart & Lung Transplantation. 15(2):144-9, 1996 Feb.

40. Sharples LD. Tamm M. McNeil K. Higenbottam TW. Stewart S, Wallwork J. Development of
bronchiolitis obliterans syndrome in recipients of heart-lung transplantation—-early risk factors. [Journal
Article] Transplantation. 61(4).560-6, 1996 Feb 27.

41. Stewart S. McNeil K. Nashef SA. Wells FC. Higenbottam TW. Wallwork J. Audit of referral and explant
diagnoses in lung transplantation: a pathologic study of lungs removed for parenchymal disease.
[Journal Article] Journal of Heart & Lung Transplantation. 14(6 Pt 1):1173-86, 1995 Nov-Dec.

42. Wreghitt TG. McNeil K, Roth C. Wallwork J. McKee T. Parameshwar J. Antibiotic prophylaxis for the
prevention of donor-acquired Toxoplasma gondii infection in transplant patients.fcomment]. [Comment.
Letter] Journal of Infection. 31(3):253-4, 1995 Nov.

43. Yeatman M, McNeil K et al. Post operative management of the lung transplant recipient. Clinical
Intensive care 1995,

44. Smith JA. Stewart S. Roberts M. McNei} K. Schofield PM. Higenbottam TW. Nashef SA. Large SR,
Wells FC. Waliwork J. Significance of graft coronary artery disease in heart-lung transplant recipients.
[Journal Article] Transplantation Proceedings. 27(3):2019-20, 1985 Jun.

45. Smith JA. Dunning JJ. McNeil K. Cave M, Large SR. Wallwork J. Post-operative management of the
heart transplant patient. [Review] {16 refs] {Journal Article. Review. Review,Tutorial} Clinical Intensive
Care. 5(4):180-5, 1994.

46. Higgins R. McNeil K. Dennis C. Parry A. Large S. Nashef SA. Wells FC. Flower C. Wallwork J. Airway
stenoses after lung transplantation: management with expanding metal stents. [Journal Article] Journal
of Heart & Lung Transplantation. 13(5):774-8, 1994 Sep-Oct.
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Publications

47.

48,

49,

50,

51.

52,

53.

Egan JJ. McNeil K. Bookless B. Gould K. Corris P. Higenbottam T. Webb AK. Woodcock AA.
Posttransplantation survival of cystic fibrosis patients infected with Pseudomonas cepacia. [Letter]
Lancet. 344(8921):552-3, 1994 Aug 20.

Fong KM. McNeil KD, Kennedy KP. Matar KS. Cole PH. Partridge JB. Asphyxia while swallowing salid
food caused by bronchiai compression: a variant of the pneumonectomy syndrome, [Journal Article]
Thorax. 49(4):382-3, 1994 Apr.

MeNeil K, Wallwork J. Invited Commentary: H. Jellinek et al. : ANelor dead space ventilation during
bilateral lung transplantation determined by the arterial to end-tidal CO2 tension difference. Acta Chir.
Austriaca 1994; 26: 47-51,

McNeil K, Wallwork J. Invited Commentary: P.O. Kimblad et af: Pulmenary vascular resistance related
to endotherial function after lung transplantation. Transplantation 1994; 58 000-00.

McNeil KD. Johnson DW. Oliver WA. Endobronchial nocardial infection.[comment]. [Journal Article}
Thorax. 48(12):1281-2, 1993 Dec.

McNeil K. Fong K. Multi-drug resistant tuberculosis in migrants.jcomment). [Comment.Letter] Australian
& New Zealand Journal of Medicine. 22(2):173-4, 1992 Apr.

McNeil KD. Firouz-Abadi A. Oliver W, Zimmerman PV. Amiodarone pulmonary toxicity—three unusual
manifestations. [Journal Article] Australian & New Zealand Journal of Medicine. 22(1):14-8, 1992 Feb.
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Abstracts Presented

Abstracts:

1.

McNeil KD, Firouz-Abadi A, Oliver W, Zimmerman PV. Amiodarone pulmonary toxicity: three unusual
manifestations. Annual Scientific Meeting, Thoracic Society of Australia and New Zealand, 1991,

2. McNeil KD, Mcindoe NC, Zimmerman PV. Thymomas: clinical staging, treatment and survival. Annual Scientific
Meeting, Thoracic Society of Australia and New Zealand, 1991.

4. Allen RKA, Fong KM, McNeil KD. Male predominance in 205 Australian patients with sarcoidosis.Annual
Scientific Meeting, Thoracic Society of Australia and New Zealand, 1991. d

5. McNeil KD, Gorman NK, Allen RKA, Kennedy KP, Zimmerman PV. An evaluation of the efficacy of CPAP
therapy for sleep apnoea. Annual Scientific Meeting, Thoracic Society of Australia and New Zealand, 1992,

6. Allen RKA, Mcindoe NC, Fong KM, McNeil KD, The presenting features of sarcoidosis in 313 Australian patients.
Annual Scientific Meeting, Thoracic Society of Australia and New Zealand, 1992,

7. Fong KM, McNeil KD, Firouz-Abadi A. Thoracic malignant fibrous Histiocytoma. Annual Scientific Meeting,
Thoracic Society of Australia and New Zealand, 1992,

8. Fong KM, McNeil KD, Kennedy KP. "Asphyxic Dysphagia” - a new variant of the post-pneumonectomy
syndrome. Annual Scientific Meeting, Thoracic Scciety of Australia abnd New Zealand, 1992,

9. McNeil K etal. Heart-Lung-Liver Transplantation in Cystic Fibrosis. Annual Scientific Méeting, Nth American
Cystic Fibrosis Assoc. 1994,

10. MeNeil K et al. Accuracy of referral diagnosis for lung transplantation. American Thoracic Soc. Annual Scientific
Meeting, 1994,

11. C Dennis, L Sharples, S Stewart, KD McNeil, T W Higanbottam, J Wallwork. Obiiterative bronchiolitis after heart-
lung transplantation: A comparison of histological and physiological features. 1994 ALA / ATS International
Conference, Boston, Massachusetts.

12. LD Sharples, M Tamm, K McNeil, T Higenbottam, J Wallwork. Risk factors for the development of Bronchiolitis
Obliterans Syndrome (BOS) in heartlung transplant recipients. ISHLT, 15th Annual Sci. Meeting, Apr. 1995. San
Francisco.

13. M Tamm, LD Sharples, K McNeil, T Higenbottam, J Wallwork, Effect of surveillance biopsies on the development
of OB following heart-lung transplantation. ISHLT, 15th Annuai Sci. Meeting, Apr. 1995, San Francisco.

14. M Yeatman, K McNeil, JA Smith, S Stewart, T Higenbottam, FC Wells, J Wallwork Lung Transplantation in
patients with systemic diseases. ISHLT 15th Ann. Sci. Meeting, Apr 1895. San Francisco.

15. McNeil K, Goddard M, Wallwork J. Tacrolimus therapy in heart-lung transplant patients with chronic rejection. Int.
Congress on Immunosuppression, December 1997, Florida

16. Goddard MJ, Stewart S, Foweraker J, MeNeil K, Wallwork J. A post-mortem audit of 30 day mortality following
heart-lung and lung transplantation, ISHLT March 1998, Chicago.

17. McNeil K, Heng D, Sharples LD, Stewart S, Wallwork J. The natural history of bronchiciitis obliterans syndrome
in "“BOS” - evidence for two distinct prognostic groups. ISHLT March 1988, Chicago.

18. Acharya D, Parameshwar J, McNeil K, Stewart S, Cary N, Goddard MJ, Ezani T, Ongcharit P, Taylor GJ,
Dunning J, Large SR. Systemic and cutaneous malignancy in eighteen years of intra-thoracic transplantation.
ISHLT March 1888, Chicago.

19. Satchithananda DK, Parameshwar J, Taylor GJ, MeNeil K, Acharya D, Large SR, Wallwork J. Experience of end
stage renal failure in 15 years of heart transplantation. ISHLT March 1988, Chicago.
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20.

21.

23.
24,

25.
26.

27.
28.

29,

30.
31.
32

33.

34.
35.
36.

37.

Wreghitt TG, Parameshwar J, McNeil K, Abel S, Stewart S, Cary N, Sharples LD, Large SR, Wallwork J. Efficacy
of oral ganciclovir in the prevention of CMV infection and disease in heart-lung, lung and heart transplant
recipients. ISHLTMarch 1988, Chicago.

Tsui S, MeNeil K, Taylor GJ, Stewart S, Dunning J, Wallwork J. Fifteen year experience of heart-lung
transplantation for severe primary and secondary pulmonary hypertension. ISHLT March 1988, Chicago.

. Herrera JM, MeNeil K, Dunning J, Wells FC, Wallwork J. Long term results of expanding metal stents in the

treatment of airway stenoses complicating lung transplantation. ISHLT March 1988, Chicago.

Sharples LD, Heng D, MeNeil K, Stewart S, Wallwork J. Factors affecting the onset of bronchiolitis obliterans
syndrome: further evidence for an immunological etiology. ISHLT March 1988, Chicago.

McNeil K. Aspergillus infections in heart and lung transplant patients. Pathological Society of Great Britain and
Ireland. January 1999, Cambridge.

McNeil K et al. The Impact of Aspergillus Infections in Heart and Lung Transplanation. ESOT 1999,

McNeil K et al. 6 months results of International Multicentre trial of Mycophenolate in Lung Transplantation, ISHLT
Osaka 2000,

Carris P, Glanville A, McNeil K et al. One year analysis of an ongoin International Randomised Study of
Mycophenolate Mofetit (MM) vs Azathioprine (AZA} in Lung Transplantation. ISHLT Vancouver 2001.

Luckraz H, Sharples LD, McNeil K et al, Incidence of BOS unaffected by absence of cytomegalovirus. ISHLT
Vancouver 2001.

Stoica SC, Perras K, Sharples, Satchithananda DK, Redington AN, McNeil K et al. Heart Lung Transplantation for
Eisenmenger's Syndrome: Operative risks and late outcomes of 51 consecutive cases from a single institution.
ISHLT Vancouver 2001,

Negri 'JC, Dunning J, Sharples LD, McNeil K. Native Lung Volume Reduction Surgery Following Single Lung
Transplantation (SLTX) for Emphysema. ISHLT Vancouver 2001.

Sharples LD, Jackson CH, McNeil K et al. Acute and Chronic onset of BOS: are they different entities? 1SHLT
Vancouver 2001.

Smith SR, Foweraker J, Hamilton D, White J, McNeil K. Impact of antibiotic-resistant pseudomonas on the
survival of cystic fibrosis (CF) patients following heart-lung transplantation, ISHLT Vancouver 2001.

Stewart S, Brais R, McNeil K; Wallwork J. Reaudit of the accuracy of referral and h'istopathological explant
diagnosis in lung transplantation, we have improved. ISHLT Washington 2002.
Luckraz H, Parameshwar J, McNeil K et al. Are non-brain-stem-dead cardiac donors acceptable donors? ISHLT

Washington 2002.

Luckraz H, Goddard M, McNeil K et al. Micro vascular changes in small airways predispose to BOS aftr lung
transplantation. ISHLT Washington 2002,

Jones HA, Donovan T, Goddard MJ, McNeil K et al. PET Imaging of (18)-FDG as a Non-Invasive indicator of
Infection vs Rejection in Lung Transplant Recipients. ISHLT. Vienna 2003,

Glanville A, Corris PA, McNeil K, et al, Mycophenolate Mofetil (MMF) vs Azathioprine (AZA) in Lung
Transplantation ISHLT Vienna 2003.
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Invited Talks

Program Committee Chairman:

* International Society for Heart-Lung Transplantation (ISHLT). Annual Scientific Meeting, San Francisco 1989.

* ISHLT Vancouver 2001

Invited Speaker (2003 - 2005)
2003

International Society for Heart Lung
Transplantation (ISHLT) Scientific Meeting

Pulmonary Hypertension Scientific
Symposium

Thoracic Organ Failure Symposium and
Australian Society of Cardio Thoracic
Surgeons Annual Scientific Meeting

8"CAST

Shanghai Respiratory Symposia

2004

Thoracic Society of Australia and New
Zealand Scientific Meeting (TSANZ)

Scientific Symposium
Scientific Symposium

XX International Congress Transplantation

Asian iPEC Meeting

2005

8" CAST

Vienna

Budapest

Noosa

Malaysia

Shanghai, China

Sydney

Monte Carlo
New York

Vienna

Hong Kong

Singapore

Satellite Symposium: Pulmonary
Hypertension

Advances in the Understanding
of Endothelin Receptor
Antagonism (ERA)

Current Trends in Donor
Management

Update of Immunosuppression
for Thoracic Transplantation
Updates in

Management of Pulmonary
Hypertension?

Endothelin and Current
Management of Pulmonary
Arterial Hypertension.

Quality of life in PAH.
Difficult cases of Pulmonary
Hypertension,

Quality of life in Pulmonary
Arterial Hypertension,

Quality of Life in PAH - what
patient's care about,

Invited plenary lecture Thoracic
Organ Allocation and
Distribution in South East Asia

Facilitator 2 day workshop on
practical problems in
management of patient with
Pulmonary Hypertension.

The Right Heart

ERA — An evidence based
approach for PAH Management
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Invited Talks

The European Society for Heart Lung
Transplantation

Endothelian Receptor Antagonism (ERA)
Bridging Scientific Innovation to Clinjcal
benefits

ALY

Wengen

Seville, Spain

and CTEPH,

Tricks of the Trade — A proposed
guide to management of Lung
Transplant Patients.

PAH from the Physicians
Perspective,
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