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INTRODUCTION

Health Service District (TPCH)

The Disttict Manager, The Prince Chatles Hospital
Dr Russell Denman on 29

seceived an email from the Directot of Eléctrophysiology,
ghlights the death of a young patient awaiting

Cardiac Defibsillator (AICD). Dr Denman
d history which predisposed him to

August 2004. In his email, Dr Denman hi

implantation of an Automatic Implantable
diac condition an
as assessed as requiring an AICD to prevent this
died,

identifies that this patient had a cat
cudden cardiac death and that he w

omicome The patient was categoise
apparently as a result of cardiac arthythmia after 60 days on the waiting List.

d as a high priority for the operation, howevet

Dr Denman alleged in his corresp ondence that at current 1ates of funding for AICDs and
their current level of demiand, it could be expected that more people would die waiting for
this form of treatment.

s, Deputy Director of Cardiology,

e to Dr Denman’s email, Dr Darren Waltez
atient of TPCH, awaiting urgent

In respons
TPCH identified a case where 2 patient died as an inp

cardiac surgery.

Following from this wail of correspondence, the District Managet has initiated an
the Health Services

two patients and the systems and processes in place

investigation tmder Section 52 of

reviewing the care provided to these
to manage waiting lists for AICDs and urgent cardiac surgery.

Act, with the particular aim of
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TERMS OF REFERENCE

Pursuant to the Health Services Act, Terms of Reference (Appendix 1) were drafted by
the Acting District Managet, TPCH, Dr Michael Cleaty, and réquire review of:

The circumstances surrounding the deaths of both patients;

‘
& in place throughout the mianagement

e Whether acceptable systems and processes WeL

of these patients

And required finther that the Investigation Officers repott on:

patients identified fhrough the email allegations including

e The management of the
theit prioritisation; and
e The systems and piocesses used to manage waiting lists for AICDs and urgent cardiac

surgety within this District (TPCH)

' ‘ Page 5
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JINVESTIGATION PROCESS

The Invéstigation was conducted in Adelaide, Rotorua (NZ), Townsville and Brisbane

and consisted of:

an information gathering and planning phase in Adelaide, Rotorua, and Townsville
from 29 Septamﬁer' to 11 October 2004

October 2004

3, 18, 19 October and 3 November 2004.

interviews in Brisbane on 11 and 12

interviews by teleconference on 12,1

d. At the end of each interview a record of interview

[nterviews wete tiot tape recorde
was dictated, distilling the salient points from thé interview to use as an aide memoir for

fhe investigation officers.
otection Act.

o advised of the provisions of the Whistleblowers Pr
if they so wished.

All witnesses Wer
All witnesses were afforded the opportunity to bting a suppoit person

Where documentary matetial was patceived to have evidentiaty value, it was either

copied with the assent of the holder of the docizments, o1 obtained pursuant to Part 6 of

the Health Services Act 1991.

All witriesses proved very co-opetative with the Investigation Team.

Bvery effort was taken to ensure that witiesses were identified and interviewed, where
lieved that they may be able to provide information with
xtensive evidence ghout their

respect to the Terms of Reference. Many witnesses gave €
oader issues of cardiac services in Queensland. Wherever these
ence, they have been

the Investigation Officers be

perceptions of the br
views were of direct of indiréct relevance to the terms of refer
corisidered in the writing of this repott. '

//M
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BACKGROUND

4.1 AUTOMATIC IMPLANTABLE CARDIAC DEFIBRILLATORS (AICDS)
stralia for several yeats. The technology
als throughout the woild have
ed in suvivors of life~
in other groups
atients

AICD implantation has been occurring in Au

has developed substantially in 1ecent years and fii
demonstiated the efficacy of this form of therapy. Initially utilis
hythmia!, the Devices have now attained broad use

threatening cardiac art
£ evidence demonstrates particulat benefit in p

of" patients. The evolving body o
with Hypettrophic Caxdiotnyopathyz,
the risk of cardiac arthythmia ~Récent studies’ extend
have Cardiac failure, with an Ejection Fraction of 3

which sees the heart muscle thicken, and increases
the indications for the Devices fo
5% ot less.

patients who

of thesé devices is increasingly being demonstrated, with

That is, the therapeutic benefit
een to be potential beneficiaries.

an ever increasing patient pool being s

dilemma with the appliCation of

s Australasia however, there has béen a significant
sus benefit. Each Device,

new and evolving fechnology. That is, cost Vet
Health bulk purchasing arrangements COsts in the

Actos
this relatively
even on the Queensland

order of

! T.ehmann Mﬂ, Stefiiman RI:‘, Schuger €D, Jackson K. The automatic jmpla;ltzible cardioverter
defibrillator as Antiarthythmic treatment modality of choice for sutvivors of cardiac arrest unrelated to acuie
myocardial infarction. Am J Cardiolipin 1988;62:803-5

2 Maron BJ, Shen WK, Link MS, etal.
prevention of sudden déath in patients with
on of a defibrillator in patients with

5 Moss AJ, Zareba W; Hall W, et al. Prophylactic implantati
npiyocardidl infarction and reduced ejection fraction. NEng J Med 2002;346: 877-83
Bristow MR, Lestie MD, Gaxon A atal. For the Comparison of Medical Thetapy, Pacing, and

Defibrillation in Heart Fajlure (COMPANION) Tnvestigators NEng T Med 20043 50:2140-2150
Moss AJ, Hall WJ, Cannom DS, &t al, Toaproved survival wyith an IIp
prior myocardial infactions, low &f ection fraction and asyraptomatic no
N Engl T Med 1996:335:1933-40

SCD — HelT, presented at ACC 2004,
hitpe/Arvew.sicrorg/sedheft resulis_acc_Ibee.pdf
. ' A Page 7

Efficacy of implantable cardioverter-defibrillators for the
hyperirophic cardiomyopathy. N EngJ Med 2000; 342:365-73

Janted defibrillator in patients with
n-sustained veniricalar tachycardia.
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$18,000. Most states provide some limited access for public patients t0 this

$15,000 to
funding varies enormously

form of technology. However, the selection criteria and

across and within jurisdictions.

1 the use of AICDs, with some Area

fa NSW * there is no centralised position taken o
have more open access to the Devices.

Health Services having no access, while others

In Victoria® a similar situation exists despite the presence of a centralised high cost

l,{f procedure process.
o
New Zealand undertook a formal review of the technology in 1997 and has a devolved
approach with each District Health Board determining its own priotities for expendimi'e

and investment in healthcare, across the spectrum from primary healthcare to such

quaternary setvices. That is, criteria for access are vatied.
blic health system through the

Qouth Australia provides access 10 these devices in the pui
1, Tilizabeth Hospital, Tasmania has

Royal Adelaide and Flinders Hospitals and The Quee

access through Royal Hobart Hospital whilst the Not
ACT access Devices

thern Teritory does not offer the

Devices in public hospitals. Patients in the in NSW hospitals.

Tn Queensland, the access to AICDs has been managed with 2 budgetary allocaticn across
for growth. Initially the

the state based on historical usage patterns and allowance
at TPCH; howevet, Princess Alexandra Hospital (PAH)

The finding at TPCH allows for 145 procedures t0 be
ch will allow

procedure was only availabie
now also offers the service.
conducted pet annum.  Af PAH, additional funding has been provided , whi

for 75 cases to be completed.

and Health Service Representatives

d Health Service Representatives

representatives
epresentatives an

4 Personal contact with Departmental
5 Personal contact with Deparimental T

Page 8
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budget transfer to PAH of $34M There appears

42 CARDIAC SURGERY

Cardiac surgery in Queensland is provided at TPCH,
(TTH). The pattern of service for cardiac surgery has changed dramatically over recent

years, as cardiologists have taken over a large part of coronary attery disease management

through the uptake of stenfing technology and Percutaneous Coronary Intervention (PCI).
technology has meant a reduction in the volumes of

Widespread application of this
ignificant change in

patients being referred for cardiac surgery, and at the same time, a §

the nature of the disease treated and the natire of presentation.

The management of Acute Coronary Syndrome (ACS) bas changed over the last few
ince the adoption of national guidelines mandating early coronary angiography and

years S
¢ has Jed to an

revascularisation of patients with a demonstrated Troponin Ieak. Thi
increased demand for eaily coronary angiogiaphy and a consequent “hack up” of patients
‘waiting in peripheral centres for these investigations. In general after Coronary
angiography, of those patients with ACS, one third will have PCI, one third Coronary
Aitery ]éypass Grafting (CABG) and one thitd managed medically without proceduzal

intervention.

All public cardiac surgety services in Quecnsland repoit a significant number of patients
entering the system for acute surgical care, creating challenges for allocation of the

available resources. That is reflected in the delays experienced for inpatients with Acute
Coronary Syndromes awaiting surgery who ate anable fo be discharged home to be

managed as an elective surgical case.

TPCH has, in the last 12 months, according to the administiation, seen a mandated
change in its referral patern and a consequent reduction in drainage area for cardiac
concurtent reduction in activity targets of 300 open heait cases, and a
| to be some confiision a:rou;ld'this point

Stafford, later advised that the smgical

suigery, with a

as the Director of Cardiothoracic Sugery Dr Greg

Page—g

PAH and The Townsville Hospital
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Further shifts in activity tgu-g_ets and

targets had been joinstated to previous levels
with a transfer of activity and

drainage areas have heen seen in cardiology services,

budget for 500 angiograms to PAH According to witness interviews, this situation has
TPCH  Of note, the Director of

onal distress in

led to some tensions and organisati
post, with no

Cardiology has recently resigned  his obvious  sUCCessoL.

- ' ’ - - Page 10
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es identified for interview included:

Dr Russell Denman, Director of Electrophysiology
Dr Darren Walters, Depoty Director Cardiology

Dr Andrew Galbraith, Director Cardiology

Deputy Director Cardiac Surgery.

Dt John Dunning,
cal Services and Acting District

Di Michael Cleary, Executive Director Medi

Managet
Dz John Atherton Director Cardiology Royal Brisbane and Women’s Hospital
Dt Paul Garrahy, Director Cardiology, Princess Alexandra Hospital

TPCH

Dr Con. Aroney, Senidr Cardiologist
Society of Australia

Dr Ken Hossack, President, Cardiac
Dr John Hayes, Electrophysiologist, Brisbane
Dr Greg Stafford, Director Cardiothoracic Suzgery, TPCH

Page 12
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7.1 PATIENT1 — ATCD INSERTION

71.1 Clinical Care
-ophic

A review of the clinical documentation reveals a 44 year old man with hypertr
cardiomyopathy, referred to TP CH from RBWH for insertion of an AICD. This referral
004 by Dr Russell Denman, Given the
of sudden cardiac death, it was

AICD. Given his age and
d omto the waiting List,

was reviewed on 11 June 2 natare of his
condition, and the evidence of a strong family history
agi'eed that the patient would benefit from access to an
condition, hé was assessed as being a high priority and was booke
with an expectation that the procedure would be performed within a six month timeframe
due to the Tength of the waiting Hst, |

therapy and advice prior fo his planned
en death on 20 Angust 2004, 70 days aftet
appatently a result of cardiac

The patient received appropriate medical

definitive therapy. The patient suffered a sudd

being entered on the waiting list.  The death was

arrhythmia.

The delayl to insertion of the AICD was longer than the period considered desitable by
witnesses, who maintained that the patient should have had the device inserted within 30
such a treatment was warranted ~ The patient was conside:_'ed to

days of the decision that
chanism of determining

have a 3-4% chance of mortality éach yeat, with no available me
en death may occur. That is, there is usually 10 predictabﬂ:_ity as to

when such a sudd

which patient or when any given paticnt may guffer a mortal outcome. Whete a patient

repoﬁs repeated syncopal episodes, or repeated symptomatic arrhythmias, or has a grossly

thickened myocardinm, greatet than 30mm on echocardiography this may assist i
afh. However, there is 1o antecedent

identifying them to be at greater risk of sudden de
in the majority of patients.

deter

' - " Page 13 '
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nths, and the anticipated

eriod was expected to be around six mo
% of a mortal

Given this waiting p
sed to ariskof 1.5 -2

mortality was 3-4% pér annum, the patient was expo

outcome af the time of his booking for AICD inseztion.
ence to suggest that the patient was managed inappropziately in any way.
waiting list without delay, and was

he waited for his AICD, the

Thetd is no evid
ssment was timely, he was placed on ihe
at the longer
there is no question about appropriate
likely

what

His asse
ded appropriate priority. The reality is th
That is,
em to deliver it in a timely fashion. It is

accot
greater was the risk of sudden death.

clinical care, only the capacity of the syst

d if an AICD had been inserted prior to

that this death may have been prevente
appedrs to have been a fatal arthythmia.

There are a number of issues raised. in consideration of this case which warrant further
comment and review. These ate:

Selection criteria for AICD insettion;

slection criteria and available funding;

e Mismatch between s
o Selection criteria variability betweent Queensland Hoalth facilities;
e Referral routes for AICDs;

Access to AICD insertion; and

Opportunity Cost of AICD Insertion

Selection Criteria for AICD Iusextion

insertion in TPCH reflect the latest €
ignificant reduction in all—cause mortality in
The specific criteria used by Dr Russell
vices, a1d derived from

7.1.2
The selection criteria for AICD

idence which
demonstrates that there isas patients with
seveie heart failnre by insertion of an AICD.
Denran, and the 4 specialist staff providing electrophysiology set
the SCD-Heft study® combined with the ACC/AHA/NASPE Guidelines’:

_ e

§ SCD-Heft
presented at ACC 2004
hiip T EW.SICT.OF sodheft resulfs_ace Thec.pdf

fnacemalker/Pacemakerclean. df

Page 14




\

QUEENSLAND HEALTH
I_NVE_STIGATEON — The Prince Charles Hospital .

are resuscitated and survive an episode of fatal cardiac arrhythmia;
omyopathy, with an

o Patients who
o DPatients who suffer from Hypeztrophic Obstructive Cardi
inferventricular septum of >30mm. '

th cardiac failure and an ejection fraction demonsirated to be less than

s Patients wi
35%.

demonstrated by the cardiological |

That is, Dr Denman selects all patients who are
literatuge to have a statistically significant improvement in mottality.

7.1.3 AICD Selection Criteria Mismatch with Available Funding
and administrators from across

th clinical service directors
o, it is clear that the

From discussions Wi
Australasia, and from review of the clinical and management literatur
and if so, to whom, is a

question of whether AICD technology should be made available,
The selection critetia considered in the

sue of concern and debate worldwide.

majoz is
sonts who are shown to have a

literature, as outlined above, ate based npon those pa

reduction in mortality after insertion of these devices.

sts that patierits with cardiac failure and an

Tho most liberal of these indications sugge
5% or less may

actility of the cardiac muscle) of3

gjection fiaction (a measure of the contr
per annnm, by use of these

see a reduction in their «Afl-cause morfality” by 23%
technologies, that is from approximately 7 2% to 5.5% per annum’,
administrators and clinicians ig that this represents an enormous
Janders would fit these criteria, as
with cardiac failure in

indication may be

The problem faced by
syimber of patients. It is not known how many Queens
there is likely to be a large and under managed group of patients
who ate not yet identified to the QH‘system.. Some
that approximately four times as
In

the com_muni_ty,

gained from the expert view related by Dr Denman,

patients would benefit from an AICD as benefit from pacermakers,

many

& dopHeft
Presented at ACE 2004

http/ e w.sicr.org/sedheft rosuits_ace Tbee.pdf .
— . . Page 15
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correspondence, Dr Denman has commented that the current implaﬂtation tate of AICDs

of the actual demand based on current evidence. Based on

identify a potential pool of recipients of over
this would mean $60, 000,000 in prosthesis costs

form 145 AICD insertions per annuim, and PAH,
jteria in Queensland

may 1epresent as little as 5%

4000 per aririum, At §15,000 per case,

alone. Currently, TPCH is funded to per
That is, if all cases that fit curzent selection ct

were identified, the number being booked for this thérapy each yeat, wonld be up to

twenty times greatet than the funded capacity to provide for theit care. This represents a

shortfall in financial terms of some $56 million. That is before one considers the -
of AICDs over time, the infrastructire required and

approximately 75.

ongoing costs of care, replacement

the personnel tequired.
not exist in

The infiastructure and personnel to provide for this level of service do

Australia at present?
ed as meeting the selection criteria for AICD insextion, they are

At TPCH, they ate matiaged in & three tiered
that is:

Once a patient is identifi

entered onto a waiting list for their care.
waiting list format, based argund flie waiting times for elective surgery,
Category 1, 1o be done within 30 days;

e Category 2, within 3 months;

e Category 3, within 12 months.
Accordingly, most patients listed for ATCD insertion at TPCH sit in Category 1

At PAH, the waiting list structure is somewhat different:

Category 1, to be done within 2 days;

Categoty 2, to be done within 2 weeks;

o Category 3 canwait4 weeks.

9 The issue of ATCDs has been referred to the Medical Scientific Advisory Committee, 2 body setuip ymder
the auspices of the Anstralian Tealth Ministers” Advisory Council, to provide cost-effectiveness analysis

and dssessment of IeW technologies., Theprogress i their deliberations to dafe has been Hmited. Thereis
no outcome expected in the near future.

— ' ' Page 16
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Unsurprisingly, most patients at PAH are in Category 3.

This variation in waiting list management makes the expetience between the two facilities
difficult to compate.
When one considers the purpose of o waiting list, it is usually as 2 mechanism to piioritise

the timing of accéss 0 elective care.

In the case of AICD implantation, the rationale for maintaining a waiting list is difficult to

establish.

Dr Denman, thére is. no evidence base to assist with risk stratification of
Given that the aim is not an
I of sudden death, the stakes

The inevitable result of &

According to

patients considered fo potentially benefit from AICDs.

improvement in quality of life, rather a reduction in the 1is
gist

high, both for the patienf and his/her cardiolo
iteria ig that the waiting Jis will

and on curient trends, that will be an exponential growth. There will be a small
untreated mortality of 3-4 %, it is

awaiting their AICD insertion.

are fairly
mismatch between:the funding base and the selection ci

EIOW,
leakage of patients to the private sector, and, with an

inevitable that a significant number of patients will die
There ate two ways of approaching this issue; either restiict the selection criteria, o1
expand the funding base.

gislation from controfling the use of AICDs

 As a result, the rate of insertion of these
than in the _pub]ic sector.

Health funds in Australia aré réstricted by le

in members with appropriate Jovels of cover'”
in the private sector

devices is approximately 4 times higher
throe tiries as expensive as the

The devices used in the private sector are also on average

devices used in QH facilities, due to QH

10 peygonal Comnmication with Medical Director, MBF Australia

bulk purchasing power.

Page 17
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ed, suggests that the devices provided

The svidence providsd by the clinicians interview

by QH are technically acceptable.
7.1.4 Selgctian Criteria Variability between QH Facilities

f evidence to decision making is not as simple a8 following a list and

The application o
cribed therein, The use of

deciding whether a patient meets the physiological criteria des
patient, not simply the state

the Device rieeds to be considered in the context of the whole
of their heart muscle and electrical connections. That is, there will always be a level of
ed by most with the simple phrase,

ectivity in the decision making. This is desczib
level of variation between the

subj
There will inevitably be 2

“clinical judgement’.
judgements of one clinician against another.

in that, for example, cardiologists at TPCH may
uld have an AICD inseztion, based on
5%, which puts

This reality nianifests in the AICD issue
make an evidence based decision that a patient sho
heart failure and an gjection fraction of 3

their physiological state, with
This will confer an expected 23%

them at risk from sudden death from atrhythmia.
reduction in the mortality rate for that patient.

At PAH, the same patient may be assessed as inapprc')pliate for AICD insertion, dus to

their continuing tobacco habi.

ce which suggests that behavioural

The cardiologists at PAH, are also employing eviden
change and smoking cessation will confer an expected mortality reduction and that
offering an AICD to this patient confers

community than the patient taking control
their control.

q similar benefit, but af greater cost t0 the
of their own condition and self-managing the
They maintain that the eviderice

risk factors that are directly under
an AICD is jmplante

tobacco, the jncentive to manage their own tisk factois is reduced.

supports the contention that if d while thé patient is still spioking.

— , ' Page 18
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Thus, there are complex ethical and clinical questions at play, which are not answered

solely through the application of climical guidelines defining physiological selection

critetia.

This is but one example of the difficult-to-define issue of clinical judgement  Evidence

was provided to suggest that patients who may have been accepted onto the TPCH
waiting list for AICD insértion, from the PAH drainage area, who were subsequently to

ed to the PAH waiting list, were assessed by the PAH cardiologists as

be transfer:
mental state, and other risk factors.

inappropriate for AICD on the basis of their fitness,
Tni reality, with some tivalry betweenl services, there develops the potential for a perceived
need to differentiate one service from the othet. Cultural differences develop, which

over time develop into marked differences in practice.

and the clinical decision that they require an

In relation to the assessment of patients
w this decision is arrived at between the two

AICD, there is clinical variation ho
Queensland Health facilities that perform these _pmcedures,

715 Referral Pathways for AICD Insertion
At TPCH, many of the patients waiting for AICD insertion are eferred from the heart
failure clinic, which in tum, grew from the transplant program at TPCH. A similar
e they also run a heart failure clinfic. The selection
optimal medical management of
ss to basic

referral pathway exists for PAH, wher

of patients for AICD bas, as a practical pre-requisite,
There . is teasonable ovidence to suggest that the acce

cardiological services will have some beating on the Jevel of care afforded the patient.

According to the Cardiac Society 1epott io the Director General QH, there is significant
céss to basic cgr'diological services, and therefore 1

dispmpotﬁc’mate access for ATCD referzal to people living in South-East Qu'eensland,

while those living in Notth Queéensland are untikely to

T ' ed in ATCD data.

heart failure.
inequity in ac t follows that there is a
&
be referred for consideration of
AICD implantation and are consequently under represent

Page 19
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71.6 Opportunity Cost of AICD Tusertion
ctiveness of a primary prevention meagure, when the

Tt is difficult io cpnsider cost-effe
uld be to_consider the

dden death. One approach WO

outcome being prevented is su
f preventing a death.

amount that needs to be spent to have a reasonable expectation o

analysis of cost offectiveness and opportunity cost relating to the use of

To assist with an
is outlined below.

AICD’s, asimple econoinic model was developed. This

With an éxpected mortality rate of 7.2% per annum for patients with a cardiac ejection
fraction of <35%, and a reduction in motality of around 23% conferred by AICD
insertion, we could predict a preventable death rate of 1.7% of those patients being

iving an AICD for

offered the service, evety year. Thatis, for every 1000 patients rece:
This would

this ndication, we would prevent 17 deaths fiom arthythmia each year.
come at a prosthesis cost of $15M (based on single chamber devices at 2004 prices). To

achieve this there would need to be an increase in capital infrastructure for EP Iabs, beds

and stafﬁng A conservative estimate of the additional cost is $10M per annum.
Therefore, each death prevented would cost the public hospital system an adﬁiﬁ'onal

$1.47M
Whilst it is a difficult discussion, the conventional wisdom with investment of public

funds must be targeted at achieving the greatest good for the greatest number. One
question for resource allocation is therefore, whether there could be a greater impact from
investing those dollars in another atea of health care ot public infiastructure.

the exact scope of the potential demand o AICDS in Queensland is
the Cardiac Society suggests that current

& actual demand, which would put the total

As stated previously,

unknown.  The paper presented to QH by
5% of th
ased critetia at around 4000 per annni. Some
that the situation could be s_ubstanﬁé;ﬂy

implantation rates may be as low as
potential demand on current évidence b

staff interviewed during the intestigaﬁon suggest
improved with a relatively emall injection of finding (quantum not specified), which
would allow TPCH to deal with the existing clinical demand of around 250 cases petr
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referral sources, which has 1o 2

Unfortumately, this ignores the issue of limited access 10

certain extent limited the current rate of refetials.

take comfort in the current referral patterns

The investigation officers find no reason to
jence in Queensland and

representing potential demands for these services, based on expet
the curtent turmoil over this issue nationally and internationally.

72 PA’IIENI‘ 2 - UURGENT CARDIAC SURGERY

d man who was admitted to the Nambour Hospital on
the course of investigation, it was
without the usual

ardiac injury

The second case, was a 74 yeat ol
11 August 2004 with an apparent pneumonia  During
identified that the patient had suffered an Acute Myocardial Infarction,

onset of paiﬁ‘. This was detected by a blood test which reveals markers of ¢

(Troponin}.
2004 under the care of the

Thé patient was transferred to TPCH on 18 August
cardiologists. He had a coronaty angiogram performed that day which rovealed seveie
gestion of aortic

“riple vessel disease” with mitral valve regurgitation, and some Sug;

valve regmgitation.
Cardiac Surgical team, and the surgeon has
docutnented a comprehensive assessmient on 19Aungust 2004. In order to fully assess the

patient, ihe cardiac sutgeon tequested some firther
which was booked for 23

tom free in hospital,

He was referred to and séen by the

risk factors applicable to this
inv'estigaticin in the form of a transthoracic echocardiograin,
August 2004. The clinical sécord indicates that the patient was symp
and that the echocardiography was not completed on the 23, of the 24™ of August. The

patient died overnight on the 24 August.

The waiting period from the time fhat the patient was seferred for cardiac suigery to the

which included a weekend. The fimefiame appeats to have

time of death was six days,
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been largely due to waiting for investigations by the cardiology service, rather than a
delay in the ca'rdiac surgery team. The patient was given 3 provisional date for surgery

ording 40 Dr Walkers. In evidence provided by Dx
a patient is not yet ready for surgery; in ordex
sessment,

on the EIBCIS system of 30 August acc
when
complete cardiac assessment. By all as
oy tearm, and

home, did not appeai 10 1epresent a clinical

Stafford, this is a common approach
to act as a “back stop” while awaiting
the patient was clinically stable, was having regular 16view by the cardiolo

whilst they were not fit for dischatge
anted a more precipitous coutse to surgety.

emergency; which would have watl

patient, who had severe underlying cardiac disease does

The clinical care provided to the

appeat to have been of an appropriate standard. There are however, certain issues raised

in this investigation which wairant further review. These include:
e the distribution of cardiac surgical workloads;

access to urgent cardiac SUrgery;

“take” and on call 10tas;

[ ]
management of cardiac surgical
access to cardiological investigati

access for referral of patients in

ons, especially echocardiography;

peripheral hospitals with acute coronary

syndromes;
co-ordination of serviees between providers;
standard of referral for cardiac surgery;

o data management;
e Clinical Leadership.

The distribution of cardiac surgical wor'kioads

7.2.1
on of Cardiac Surgical Waiting Hists,

Review of the documentatt

and evidence provided at
diac surgical workload.

disproportionate workload falling on staff
the significant variation i’

intetviews, raises questions about the distribution of the car
at interview to the

Reference was made
visiting staff Further it was noted

numbers of long wait patients fot those practitioners with extensive private commitments

or combined adult and paediatric cormmitments.

- ' E Page 22
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One approach offered to even out workload was to look at more active management Of
allocation of workload. At present, patients a1 allocated to the surgeon of the day as
their refertal arrives, This has contiibuted to the situation
of patients between surgeonis. The two staff specialists have no long wait cases and 27

and 18 patients each on their waiting list, and are occasionally “struggling” 0 identify

an
game time, other surgeons, with a lesser time

patients on the waiting list, and one of those

where there is a uneven: spread

patients ready for elective surgery. Af the

commitment to the service, have 59 and 77
doctors has 7 patients waiting longer than 12 months for their surgery.

According to some interviewees, this maldistribution of workload has the potential to

contribute to extended delays in suzgery for acufe cases.

722 Access to Urgent Cardiac Surgery '
that there were extensive delays in

All cardiologists interviewed highlighted a concem
They

ents getting cardiac SuIgery from the time of their cardiac cathetetisation.
ents too unstable o discharge who were

ted by Dr Dasten ‘Walters was quoted as
The maximum time of

pati
;dentified that it was common 0 have ten inpatie

waiting for surgical care. A quality audit conduct

documenting a median time to surgery for inpatients of 10 days.
v to Tune 2004, was said to be 23 days.

waiting during the petiod of the audit, Januar
ot all cardiac surgeons are happy with the quality
the cardiologists, and that information is often

Ijmit.ed to a description of the coto without sufficient in depth clinical
stratify. ~ There appeatS to be a fundamental

me of the surgeons and the CaIleIOngtS with the
y”, and that

There is some evidence 10 suggest that n

of the referral that they receive from
onary atteries,

infoimation to prioritise and risk

phﬂosophlcal difference between s0
hould “just get on and do the surger

view from cardiologists that the suigeons s
the surgeons are avoiding accepfance of high risk cases. The surgeons mdlc;ated that
make a considered decision about, and ghtain proper

want fo fully assess 1isk: factors to

informéd consent for SuIZery.

— ' ' Page 23
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There appeaxed to be some breakdown in professional relationships, with an absence of
cross-discipline clinical meetings to disciss patients and their investigations and

treatment, and a difference in the expectations of each other’s services.

There was some difference in view as 10 the impact that delayed access to inpatient
that for whatever

mvesugatlon has

on the progress to surgery, but acknowledgement
there were times when patients waited for longer than optimal

for their acute

16as0m,
surgical needs to be addressed.

The picture became cven more conflsing, when all interviewses were asked whether

was sufficient cardiac surgery being conducted at TPCH to meet community needs.

there
all sufficient activity;

The Cardiac Surgeons interviewed stated that there was OVel
whilst all the cardiologists stated that

however that it could be improved in its efficiency,
It appeared to the

they were not satisfied with the volume that was being done.
mvestlgators that perhaps the referral criteria and hence expectations of the cardiologists

as a group did not match the selection ‘criteria and preparedness to operate, of at least

some of the ¢ardiac surgeons.

7.23 Management of Cardiac Sux gical “Take” And On Call Rotas
ned earlier appeats to have its 100fs in a system of

The maldistribution of workload mentio
d to reflect the caseload of edch pt actitioner. That is,
a surgeon with a numbet of acute and a long waiting list; may
get a palticulaﬂy bad take day which makes his caseload even worse. One viewpoint
offered was that consideration could be given to “capping” the nmnbet of patients that

n their hooks, acute and elective, in an effort to spread the
call, zathet the allocation

based on existing

“take” which is not actively manage
inpatients awaiting SUrgery,

any On¢ surgeon may have o
is would not require a change in on-

Woz_kload more evenly. Thi
of patients ariving during an on-call petiod to other surgeons,

workload.

724 Accessto Cardiological Investigations, Especially Echocal diography
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that there is a long wait for

The evidence offered by TPCH cardiologists was
diac investigations.

cardiclogical assessment for an outpatient TEViEW and for car

This is similar at PAH and RBWH. TPCH and RBWH had 2 system of prioritising
referrals in an attermipt fo scieen out those patients requiring more W gent 1eViEW, howevet,
coutine waits of six months for first cardiologist agsessment for low risk patients was

tain outpatieit echocardiography and six

Tt can then take three months to ob
patients. The cardiologists considered these

has established a project 0 revise the

normal.
months for cardiac catheterisation in low risk

waiting times to be prolonged. The District

echocardiography waiting list management processes.
PAH had recently introduced a programme of dizect access angiography in an attempt 10
That is, where the referral could be assessed as definitely
uld be booked without prior outpatient

short circuit the waiting times.
erisation, then this WO
similar process is in place at

requiting a cardiac cathet
attendance, thereby saving one oufpatient appointment. A

TPCH and RBWH.
725 Access for Referral of Patients in Peripheral Hospitals with Acute Coronary
Syndromes
ic care in &

10 a tertiary facility after receiving bas
important single issue for resolution by all
ded by Dr Aroney, based on data fiom
s for transfer to 4

Access for patients awaiting admission
peripheral hospital, was marked as fhe most
Evidence provi
onstrates the increase in waiting fime
romending transfer within

cardiologists inferviewed.
Naribour Base Hospital, dem
tertiary facility over recent years.
cularisation, came info force in
l Paradoxic
ansferred to tertiary facilities has

National guidelines, 1e¢0
2000, and were implemented by

48%tus, and early revas
cardiologists across the state from that time.
guidelines, Whicli I‘ermmend more patients are &
cosulted in a “bottleneck” at the point of transfer t0 2 tartiaty facility.

allly, the implementation of these

e from presentations prepared by Dr Coverdale, Director of Cardiology in
those

f£ficers by Dr Aroney, demonstate that of

Evidenc
our, and provided to Tnvestigation O

- — f’-’age 25 |
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approx:imately 1/3 ‘Thave percufaneous

Nambour,
third have medical

who are gansferred  from
ary artery bypass SULgery: and one

revascularisation, 1/3 have coron

thérapy alone.

£
L. P
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on is strongly suppotted by the medical

demonstrates a significant increase in
ver the last 4 yeats, with 34%

s 1o this high level of revascularisati

Unfortunately, data fiom Nambout
Tonger than 7 days for transfer 0
5 daysin January/February 2004.

Early acces
fiteratare'".
those patients waitihg for
of patietits waiting longer than

This appeats fo be 2 fairly consiste with similar issues

identified at RBWH, PAH and Townsville.

nt experience across the state,

PAH claim to have an active programme of monitoring patients “held up” in peripheral
ditiously if they become unstable.

centres o ensure that they are transferred more eXpe

This system does not appeat to be in place at TPCH,

vices between Providers

ince the implementation of the
CH offer a comprehensive
while RBWH offers

72.6 Co-Ordination of Cardiac Ser

The load of patients transferring into tertiary centres S

national guidelines has been significant. The PAH and TP

ervice with cardiac SUIgELy and inferventional cardiology,

cardiology without surgical cover.
RBWH and

o the alignment of services acioss
d would

Dr Walters outlined his efforts to improw

he stated was detailed in 2 business case. This poposal if adopte
RBWH and TPCH shate on-call duties for “ake” from pezip}ie;'al centres
would have seent increaséd collaboration, at least at the cardiologist
Dr Walters ,adv‘ised

TPCH, which
have seén the
for ACS patients, and

jevel across the two campuses.
unsuccessful as the RBWH administration bad required fhat

resource from TPCH to cover the additional costs of service that

that the _pmpo‘sal had beén
thete be a transter of

would be entailed at

Uy BramwaldE, Antman EM Beasley TW, otal. ACC/APICAL HYPO-AKTNESIS guidslines for the
of patients Wil ynstable angina and non-ST-segment elevation myocardial infarction: 2 répori of the Amerean College
of Catdiology/Am&ﬁcan Heart Agsociation Task Force o Practice Guidelines (Conmﬁ:fﬁé on the Management of Pafferds with
Trnstable Angina). J ATL Call _Ca.rdiolbgyzeﬂf};36:970-1062_ '

"B *Berfrand ME, Simoons M, Fax KAA, et al. Mezagement of seute COrONATy syndropies; acuie coronary
syndromes withot persistent ST segment glevation? recommendations of 2 Task Force of the European Socisty of Cardiology. Bur
Feart ¥ 2000;21':1406-1432.. R ’ .

1 Roganic §; Tocoki M, Cutler D, etsky F, ef gl. Quening for Coronary Anglography Trusing Severs Supply-
Dethand Mismafch in 2 US Public Hospital: Analysis of'a Waiting List Regisiry. JAMA: Tul 14, 1999;282,2
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At piesent, according to D Athérton, Director of Cardiology at RBWH, there are around
250 patients iransferred to TPCH from RBWH annually for cardiac surgery. The cardiac
Surgeons from TPCH visit and assess the p . ansfer
4o TPCH in time for theit Surgery- This
The consultation was repotted as prompt,

atients in RBWH, and then the patients fr
was identified as taking a number of days o
organise. however delays werc experienced
waiting for surgical access. '

r Cardiac Surgery
that they Have significant concerns ab
ally they ate dissaﬁsﬁed with the level
atification.

7.2.7 Standard of Refexral fo
out the

The Cardiac Surgeons interviewed identified
standaid of referrals for cardiac surgety. Specific

of clinical information about patients to facilitate prioritisation and tisk st
whilst being available,

One cardiac surgeon commented that a standardised referral form,
was not being wtilised, and that referrals often constituted little more than a freehand
cardiac catheterisation report

The cardiac Surgeons interviewed were concerned that from their perspective, this is an
inadequate refertal process and that they expected patients to be apprOpiiater “yrotked
logists puior t0 being presented 10 the surgeons for consideration. This

. nt echocardiography was Seelt

up” by the cardio
utpatie

combined with the time taken to access inpatient o1 0

t0 add significant delay and inefficiency into the system.
stated that he had attempted to organise a imeeting with the cardiologists to
and that thete was a poor attendance from the

cardiology staff. Roth cardiac surgeons interviewed expressed frustration that there was
discipline mesting between cat gy, which made
difficult within the department.

Dr Durfning
address the issue of referral practices,

no regular cross- diac surgery and cardiolo

the priozitisation of work quite

' — Pags 28
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When asked about the perception that inpatient delays for cardiéc surgery Wwere
diol stated

ogical investigation, one Cardiologist
fhat if the surgeons required an echocardio

contributed to by delays in accessing cat

that this was in his opinion incorrect and
with clinical need.

gram,

that it could be aitanged in accordance

d the view that' commmumications between the Cardiac
Surgeons and the Cardiologists could be improved. This was based on what appeared 0
f the needs and processes of clinical colleagues. The investigating
appreciate the surgeons’

e selection and informed

The investigating officers forme

be a lack of awareness O
officers formed the view that some Cardiologists did not

concerns about tisk stratification and ifs relationship to cas
consent. Similatly, impression that somé Surgeons
&id not appreciate the magnitude of the concernt that Cardiologists had for their patients.
so apparent that a confributing factor was the consideiable pressuré that
tment to ensure rapid patiént thronghput

the services provided by TPCH.

the investigating officers formed the

It was al
al hospifals put on the Cardiology Depat

petipher
d access

so that urgent patients in peripheral centres coul

72.8 Data Management

highlighted in his interview the relevance
o stated that in preparing for his interview;
iting lists. This was Dot av
held centrally, together with the AICD
deleted from the waiting list.

of data management in high tisk
he had attempted to pull
ailable from any

Dr Duuning
clinical practice.
information on deaths on cardiac surgery W
central source, for although the waiting list was
waiting lists, when a patient died on the list; their name was
That is, there was no ready access 10 enable an assessment of deaths on the waiting list.

Deaths of patients on the waiting list ate now being monitored .

annoyance to Dt Dunning, it was not his major concern. The

adjusted outcomes for cardiac surgery 1
had been working ag a cardiac surgeon in

TFnfirmaty paediatric cardiac

Whilst this issue was ait
s now regarded as a

capacify to. record iisk-
‘ jugisdictions. Dr Dunning
of the Bristol Royal
reviewing of individual cardiac

requirement in most
the United Kingdom in the aftermath
smgical public seandal; and I'GPOIted on the extensive
erformance that had been put into placé as a result.

surgical p
Page 29
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ntrast, Dr Dunning ;dentified that there was no Queensland wide database,

By way of co
nor any confribution %0 2 national data base t0 provide satisfactory indications as t0 theé
This; he maintained, related back to

mance of individual surgeons oI departments.
t selection, and an inability to advise whether the service was

patieix
on those patients who would benefit the most from cardiac surgery.

perfor
operating effectively

Dr Stafford reinforced the concerns expressed by D Dunning in this regard.

7 72.9 Clinical Leadership
e of effecﬁve clinical leadership, and

One issue that came through repeatedly was the valu

the danger of its absence.

was a leadership vacuum in cardiac services at

facilities. The position of Director of
international

Many interviewees identified that there
TPCH, and a lack of cohesive cardiac vision actoss
Cardiology at TPCH has been recently vacated and is now the subject of an
will be entering a troubled environment and will need

search. Any new incumbent
Xk across all the aieas of their brief.

matic skills fo be able to wor

highly developed diplo
- Spéciﬁcaﬂy, he/she will need to:
{ . e work with management £0 heal the fractired relationship, which demonstrates
} little trust in either diicecﬁon;

build bridges with othet services;

o develop an outward looking “department that focuses

development of cardiac services actoss the state;

on its role in leading

o work with cardiac surgeons 10 develop a model of collegiate support and mutual
respect; and
otion with realisable goals and

o work with a demoralised department 0 set a dire

voidance of victim mentality.

N S
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8 CONCLUSIONS

31 CLINICAL CAREPROVIDED TO PATIENTS UNDER REVIEW
8.1.1 Patient 1 AICD Implantation

al, assessment and planning for care O
with an
onsistent with the presentation. There was
de of any increased risk of sudden death,

dition, hypertrophic obstructive

The refers f this patient all took place in an
apptopriate smeframe. The decision 1o treat AICD appeats appropriate and the
gorisdtion on the waiting list for care isc

cate
is0

no in@icaﬁon, beyond a recent syncopal ep

beyond that conferred by the patient’s primaty con

cardiomyopathy.

patient to have his procedure from the time that he was

The expected waiting time for this
On the basis of a 3-4% per anoum rate of

booked on the waiting list was six months
sudden death being predicted on the basis of
risk that the patient may die over the period they were €Xp

list. Farlier implantation of az AICD may well have prevente

the primaty condition, there was a 1.5-2%

ocied to remain on the waiting

d this death.

their AICD earlier was a mismatch

factor preventing this patient receiving
f care, and the funds available

The principal
form o

between the selection criteria being applied for this

to make it ;'possible.‘

8.1.2 Patient2 - Urgent Cardiac Surgery
nr Hospital to TPCH 7 days after

o transferred acutely from Nambo
given the appropriate diagnostic test to
to the cardiac surgeons for definitive

This patient wa
suffering a silent myocardial infarction. He was

identify coronary attery discase and was referred

management of triple vessel disease.

ac Sur he was

geons was timely and appropriafe and
spital and demonstrated no signs of

Assessment of the patient by the cardi
Tisted for surgery. He was stable in ho symptoms that

Page 31
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d the clinical staff to impending death and need for greater mgency in
The patient died I hospital priot to completion of his work-up for
did not find sufficient evidence

consideration
that the system problems refert ed to by Dr Walters contributed to this death.

should have alerte

definitive care.
of cardiac surgery- Tnvestigation Officers

to suggest

22 THE SYSIEMS AND PROCESSES USED TO MANAGE WATTING LISTS FOR AICDS AND

URGENT CARDJAC SURGERY

8.2.1 Cardiac Sexvices Planning
od a 1ange of real and pressing

ted to the Investigation Officers represent
Tt was apparent 0 the Investigation Officers, that the TPCH
10 1aise genuine issues of concern

Their level of distress was

The issues presen

concerns to the clinicians.
gists interviewed felt that they had attempted
. ac SeIvices.
levels to be extraordinatily expensive,

cardiolo
regarding pressing needs for investrent in cardi
palpable, and whilst their equests appeat at mafy

they are also backed by significant gvidence.

The demonstratéd passion for their cause and demonstrated willingness to engage n ;
debate may still be able to be harnessed info a planning framework which would allow i
the opportunity to balance any further investment in cardiac services in 2 planned and

deliberate fashion.
lan for Queensland should identify disease groups, and resourced
priorities, followed by a

ofed to address the

A cardiac seivices P
esding them, commencing with urgent

strategies for addr
This may be farg

structured response over & five year timefiame.
burden of diseasé, for example in:
Ischaemic Heartt Disease

o Acufe Cotonaty Syndrome Manag

[ ]
ement

e Heart Failure
 Electrophysiclogical Services
© Paediatiic and Congenital Heart Disease

Valvular Heatt Disease

.
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Such a plan would take some time and copsultation to generate, but should be undertaken
within a defiied timefiame, incorporating mput fiom cardiologists, cardiac SUEgeons,
general practitioners, Community groups, epidemiologists, health economists and

administratoIs.

A central part of this plan would be the need to look strategically at the health workforce
f developing cardiologists

in cardiology, inclnding succession planhing, and mentoring O

with a view to public sector appointment as a patt of their career plan.

83 ACCESSTO TERTIARY CARE FOR ACUTE CORONARY SYNDROMES

corded by most intervicwecs was addressing the jssue of access of

The highest priority ac
in management of acuie

patients to definitive cardiological investigation and care

coronary syndromes.

sted that at present Queensl_and Health was not able to routinely achieve

itals were unable to accept their patients for

Evidence stgge
in this regard as tertiary hosp

fashion due to either bed unavailability or capped' activity in cardiac

This investigation is not ablé to provide a definitive report on
state, however notes consistent

best practice
care in a timely
catheter labotatories.
care for this group of patients across the

access to

evidence provided to support these claims. If the State is to provide for the acute needs

of patients in this disease category with best practice care, there will be a requiremett to
access to coronary ¢ate unit beds in

lift activity in catheter laboratoties and impiove
tertiary facilities

Giiven the evidence that thare ate variable “choke poinfs” within the system milifating
“ it is suggeste
to a state-wide planning process:
- environment, inextricably Tinked

allow a cleater picture of the complex and dynar
anaesthetists and non-invasive investigations.

d {hat a review be conducted info cardiac bed
This would
with

against access fo tortiary cate,
management actoss the state as a Precursol

access to lab time, theatte time, surgeons

- - Page 33
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improvement,

It is likely that a solution 0 this issue would be 2 combination of process

greater co-ordination across services.

targeted resource improvement and

3.1 Access fo Cardiological Investigations

A common and undisputed theme from inter
cardiolo ot outpati
ocardiography were particularly emphasised. Whist germane to the Terms of

eripheral issue which would need to be
process for cardiac services, with good

viewees was thé delay in accessing

gical investigations either as inpatients onts. [Extensive waiting times

for ech

Reference, this was seen as 2 somewhat p

addressed as 2 part of a state-wide plapning

ked solutions .

potential for technologically supported, networ

832 Approach to High Cost T herapies

new therapies 18 regularly a challenge t
when the
evidence for new thexapif;s and
introduce

o healthcare administrators.

The introduction of
first clinician seeks to

This i§ so because they often “appeat unannounced”

introduce them into practice.
will emerge overseas, and practitioners

On many occasions,
technologies in Australia will seek to
their use, in line with evolving evidence.

Rarely if ever does ¢his comie with a cost saving.

s that they reduce hospital stays, Ol

Often. this is true, yet the savings identified are not

ital beds are largely fixed, and therefore

Many new therapies are marketed on the basi

dependeni:y ypon hospital beds.

realisable, as the costs gssociated with the hosp
savirigs cannot be achieved unless beds are closed. In the current era of high occupaicy
of beds, it would be unusual for a clinician to argue that they counld afford to operate with
fewer beds in the system.

at is, nEW

Therefore, investment in ASW therapies needs o e seen in its real confext, th

money required in the system.

- — ‘ ~ Page 34
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On this basis, particularly high cost interventions, such as AICD insertion, need to be
carefully programmed, debated and guidelines established in agreemient between
providers and funders, This can work, and many interviewees identified the recent
process around the introduction of “Drug Eluting Stent

¢ into Queensland Health as a

practical approach to the issue

of expertise required it assessing new technologies and determining how

Given the level
ation of a standing commitiee to

they can be funded, it may be appropriate to consider cre
consider such issues in a robust and timely fashion.
83.3 Selection Criteria for AICD Insertion

consideration of AICD implantation are gimilar at the two hospitals

ound the ACC/AHA/NASPE

Variation then occuts in the

The criteria for
providing this service to public patients and are based at
in the United States.

guidelines and SCD — Heft trial*?
assessment of the patient put up for consideration of AICD. At PAH the approach
ctors and lifestyle factors, especially in

considers the presence or absence of other 1isk fa

that assessment of patients at TPCH uses a

heast failure patients. Evidence suggests
similar process but that the application of the clinical criteria is different.
ctant to

sed by some inferviswees that the PAH is relu

This has ledtoa petception expres
take on high risk patients, and that these patients need to go to TPCH.

potential for division betweett setvices and has potential to create

This difference creates
confusion for referring practitioners.

834 Funding For AICD Insertion
s —

12 SCD-Hetl
Presented at ACC 2004
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and expected based on curent

for AICDs does not match the dem
waiting lists for this procedure,

The curtent finding

The net result has been fhe increase in

selection criteria.
evels and referral patferns.

which can only extend based or current funded activity 1
ing the funding base, or altering thé

increas
oad

o the demand ~ There appears to be br

d from a fatal arrhythmia and those who
possible.

This situation can be resolved by either

ction critetia or 1eferral pathways to 1¢

gelec
agreement that patients who have been resuscitate
ould have access fo an AICD as soon as

have hypertrophic cardiac diseasé sh
The use of AICDs sonie patients with heatt failure appears more contentious, because

the overall reduction of risk of death in this group is less profound.

duc

3.3.5 Sustainable Services
The volume of services and number of practitioners able to suppoit an on-call toster to an
ded. At TPCH, and RBWH thete is

gtress, both from a

extent define the sustainability of the gervices provi
significant evidence that the practitioners involved are under
t to enable quality practice, and from

perception of daily workloads being too grez
extensive after hours on call commitments. It was beyond the scope of this investigation
1o determine appropuiate resoutcing of sérvices and appropriate wotkloads for
practitioners. Howevet, the investigation officers consider that benchmarking of service
may be approptiate in addressing the conceins of clinicians. This

in RBWIH and TPCH, critically

ow to recommending sustainable

particulatly dagnostic cardiology,

volumes and wotkload

may be undertaken as & review of cardiac services

evaluating Work practices and workloads, with 2 vi
oss the tange of cardiac services, including

practice act
and cardiac suIgery-

interventional cardiology, paediattic cardiology

between Providers
WH, with a high volume of acufe
proximity to the less acute TPCH

8.3.6 Co-Ordination of Cardiac Services
a busy acute cardiac service at REB

close

The existence of
service collaboration with. shared

cardiology through the Emergency Department,

facility should provide ihe ideal opportunity for
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potentially improving the

——

appointments and on-call rosters. This is an area for

sustainability of public cardiac services.

diac Surgical Workload Distribution -

¢ surgical on-take distribution at TPCH appeats 1o militate

8.3.7 Cax

The mechanism of CaI'diZ:l

ce utilisation in cardiac surgery. Tnvestigation officers Weit

against effective resout
attracted to the suggestion of a pooled waiting list and greatet flexibility for operating on

acute patients already in hospital.

Standard of Referral for Cardiac Sexvices
sation and optimisation of ¢are arc not facilitated by an
e communication as is
of minds between the

8.3.8

Rapid assessment, priotiti
incomplete referral process and in
currently the case in TPCH.  There nce

cardiologists on the one hand and the cardiac surgeons on
managed optimally in the patients’ inferests.

sufficient cross-disciplin

ds to be a meeting
the other, to ensure that this

vital process is

9.3.9 Clinical Leadership
The current search for 2 Director of Cardiology for TPCH is a major priority. The value
nging as is presently the case, i8

leadership in an environment as challe
inestimable, and progréss will be difficult without it Given the curent level of
cians, it may be most appropriate 0

ed conflict between management and clini
internal candidate would be acceptable

of strong clinical
demmonstiat
seek external applicants a8 it is unlikely that any

to all parties.

§.3.10 Waiting List Manageément
ecially actoss hospitals, that the

Al when considering waiting lists, esp

Tt is essenth
definitions used in the vaiting lists are consistert and transparent. Tt appears that there
has been significant confusion evolve sround cardiology waiting lists due fo significantly

different definitions being applied between facilities.
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equires significant clinical input, flexibility

es. At this stage, there would appear to be
there

The effective management of waiting lists 1€
and co-operation, within and between facﬂm

Titfle cross department discussion about waitl
aiting list managemént processes.

ting list ‘management, and it may be that

is scope to improve clinical input into W

$.3.11 Data Management
s notoriously difficult to evaluate for

High risk healthcare, such as cardiac services I
ted and compr

quality of outcomes without a sophistica

management and clinical govemance This may be facititated by effective application of
with national and international clinical quality
which can

databases. This shoutd be done in the confext of a governance framework
iz of care and

provide confidence to clinicians, administrators and the public that the quality
standard

chensive approach to data

data management and engagement

access to care is of an appropriate
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9 RECOMMENDATIONS

g1 CARDIAC SERVICES! PLANNING

pI‘OCGSS across

10 commencing a cardiac services planning

Urgent consideration is given
1an for the development and maintenance

Queensland with a view to defining a five year p

of comprehensive cardiac services.

99 ACCESS TO TERTIARY CAREFOR AcUTE CORONARY SYNDROMES
o yeview of patients awaiting transfer 0 tertiary cardiac

Consideration is given 1o
dromes in terfiary

services, and those waiting
facilities in order to deteriine level of petformance against 1

management of Acute Coronary Syndromes.

for management of acufe coronary syn
ational guidelines for

9.3 APPROACH IO Ngw HigH COST THERAPIES

to the creation of a standing committee for horizon scanning,

d new service sntroduction be established within QH with a
view to identifying directions of care nationally and internationally, and preparing QH fo
# selecting and introducing appropriate technologies and therapies i ‘
| The Committee would require sirong
with the funding branch of

Consideration is given

technology assessment an

meet the challenge ¢
with appropriate funding.

a planned mannet
health economics expettise, engagement

clinical leadership,
QH and capacity to call on expert input depending upon the issue at hand.
OrR AICDS

04 MAICHING SELECTION CRITERIA AND FUNDING F
* Considetation be given to convening a specialist panel to determine approp:iate-selection
ces available and current medical evidence.

criteria for AICDs having regard to resour

The cotatnittee should be chaiged with defermining:
e criteria to be eligible for consideration of AICD implantatidn;
cesses to be undertaken for AICD implantation;

o assessment pro

. ~Page 39
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Nl Y

| Category

e appropriate waiting fme targets for AICD implantatic)n,' with specific

COns:

ideration of whether some conditions require more urgent care;

epsure equity of access 10 all Queenslanders; and

e howto
ropriate mechanism for funding these devices across

o themostapp

the State.

¢ an interim set of selection criteria and priotitisation, required in order
jate practice in the comtext of
C/AHA/NASPE Practice

interim measure that

Some guidance fo
to protect the cardiologist from suggestion of inappropt

affordable activity, may be offered by reference to AC

The Investigation Officers recommend as an

Guidelines™.
of being listed on the

1 and 11b patients receive implants within one month
AICD waiting list.

95 SUSTAINABLE SERVICES AND CO-ORDINATION OF CARDIAC SERVICES BETWEEN

PROVIDERS
ation is given to a Yeview of cardiac services between TPCH and RBWH,
ows and practices with a view

oss the two campuses.

Considet
benchmarking workloads and critically examining work i1

to greafer co-ordination and / or copsolidation of sexvices act

9.6 CARDIAC SURGICAL WORKLOAD DISTRIBUIION

foi public patients referred to

Consideration is given to creation of peoled Wa‘iting Lists

TPCH for cardiac sugery.

9.7 STANDARD OF REFERRAL FOR CARDIAC SERVICES

d effort is applied to improving the referral and communication links between

Renewe:
cardiclogists and cardiac surgeons at TPCH.
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9.8 CLINICAL LEADERSHIP
hould be made and every flexibility should be exercised to attract a world
hip of Cardiology as soon as

Every effort s
to TPCH to fill the vacant Directors

class clinical leader’

possible.

09 WAITING LIST MANAGEMENT

and implement guidelines including definition

A specialist panel be convened to develop
of categorisation for waiting Hsts for cardiological care ac1oss the State.

0.10 DATA MANAGEMENI

ase an approptiate data management system for cardiac services to be

Identify and purch
implomented across the State
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10 APPENDICIES

10.1 SUPPORIING DOCUMENIAI‘ION PROVIDED BY DR RUSSELL DENMAN

Medlcare funded lCDs (38524)
150 : )
[ NSW
100
o -=—Vic
=z
50 = Qld
- AUSE
0 = ,
Jul- Jan- Jul Jan- Jul Jan- Jul Jan- Jul- Jan-
o0 o1 o1 02 02 03 03 04 04 05
Date
|

Source: http:/fwww.hic. gov.aufsta,tistics/dyn_mbs/fonns/mbs_taM shitmt
This data feflects the number of medicare fimded ICDs. (Ttern No 38524) Tt does not include those funded
via the DVA system. This should represent the minimum number of ICDs implanted in the private sector

for this penod )
Pleasa note the effect of the AHA guidelines published in Oct 2002

At

Item Number 38524
Automatic defibrillator generator, insertion or replicement of-not being a service associzted with a service
to which item 38213 applies (Assist)
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10.1.1 Demand for ICDs at TPCH

Patients referred for Public ICDs at TPCH
Year to date  |Projected

Financial years Actual 2002/3 |Actual

. 12003/4 2004/5 ** 2004/5
New BV 2 8
New Dual 28 29 10
New Single - ) 5 a5 42
Replacement dual 1 o2b
Replacement single g 55
Upgrade to dual 2 2
Grand Total 96| 191 6

0

New, - 84 132| 57}
Replacements i2 59 125

Actual and projected Number of ICDs added to the waiting list for last 3 years at TPCH.
**Year to date =12/10/04

: rPanents accepted for public ICDs at IPCH 20(}2—4 j
mnew BV mNew Dual mNew single '
g%géRep[apemént dual g Replacement single ggUpgrades tq dual

70
80
50

No 40
30
20
10

ofri Qi Qi3 Qud Qtrl Qw2 Q3 Q4 Qirl Qir2 Qir3. Qird
2002 o 200 | 2004
L — - —
Patients added to the wwaiting Hst for ICDs at TPCH since 2002,
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Waiting list forICDs

. - Quipatient
0.00 ; 5 } ST

@ o mmme oo < 2w o3& & F
C??‘?‘??‘?‘??‘?C.’??C?‘??
L A £ 5 OB 8 £ 3 cE = o B
_mmg‘:-gzummmﬁ’sgmo
2L 3783384344232
A2 g 23T YRTES

Date J

Effect of one off eléction

—Total
—— Inpatients

Average No of Days waiting for ICD

[:-ompéﬁént — npatient |
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10.1.2 Activity by public and private sector 2003-20064

[ Public ICDs at TPCH 2001/02

—— Totals |

No/month
=

5 »-5-5 S
0 T T T I T T ] ] T T T T 1
) £ L N 53
Cg@Q \;0

Month
. n=53

Scurce: TPCH Cardiac Electrophysiology and Pacing Service Financial Review 2001/02

Medicare ICDs for Qid 01-02 (38524)

20
= 15
5 12
g 10 st AL 10 AT
N AV VAV
= 5 514 —-5 g -5 o4 S
O T 0 T T T T I T T T T T i
s o
Sl & Q&“"d \&@5(’ &
) K S}
6Q _ep
Month n=92

This. data reflects the mumber of medicare fimded ICDs. (ftem No 38524) Xt does not include those funded

via the DVA system. This should represent thie minimum
number of ICDs implanted in the private sector for this period
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Public ICDs at TPCH 2002/03

No/month
S

20

15% -

: Iﬁfz B ST i
|

5 ¥3
0 o [} 1 ] 1] T T [] T T 1 T 1
3 5 * N
N ° g@@ Qo@ & \‘@
A .
Month N=97

ICDs implanted at TPCH for period 2002/03.

Source: TPCH Cardiac Elcctrophysiology and Pacing Service Financial Review 20 02/03
Acfnal public iumber implanted in QLD is approximately 20-30 greater. Those fimplanted at PATI, but
accuiale nonber no available

Medicare ICDs for Qld 2002/03 (38524)

30 '
25 | A28
£ 20 V2 W+ S
2 15 B A AN A
S 10 Leaoed 240 [ ze-Totals
=z
5
0 —Tr T T T T ] T T T T 1 1
S & 5 . A
~3 ) @9@ ) 6,@@ {&@@C\ « e G
x@ — ’
t’b‘Z’Q '%0*\ N N=188
Month

Source: hi‘m:/fwwv'_vtﬁic.gov.mfﬁatisﬁc's/dvﬁ mbs/Forms/mbs _tab4.shirni

This data reflects the miimber of medicare fimded ICDs. (Item No 38524) It does not include those finded
via the DVA system. This should represent the minimnm number of ICDs implanted in the private secior

for this period
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Public ICDs at TPCH for 03-04

40
35 = ' '
- . .
£ 2 7
‘g %g : : 4/1?3\1 3 7 l-—o——-TotaIS'
z 10 W@gﬂf_—\ﬂ%«e—
5 : —¥5
((ﬁ_, Q T T T T T T 1 T T 1
L S S
& & ¥ T
g < |
Month oo

ICDs implanted at TPCH for period 2003-4.
Sonrce: TPCH Cardiac Electrophysiology and Pacing Service Financial Review 2003

4 '

Actual public number implanted in QLD will be greater. Those implanted at PAH are not accounted as

accurate numbers are not available to date

Medicare ICDs for Qld 03-04 (38524)

40
35 . 36
. £ 28y A ®S
P o 55 ‘ 24 -
’ E ?g | <17 N /Mg/ 17 E"L@a—'sj
§ 10 . 1 13 14 .
5 I
0 ! T T 1] T T T T [] T T H 1
9 $ 3 X N
W @‘00 6\06 (&S_I é{g\o é\@
@ ¥ N
& °
Month =248

This data reflects the number of medicare fimded ICDs. (Item No 38524) T does not include those funded
viz the DVA syster. This should represent the minimum number of ICDs implanted in the private secfor

for this period
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