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Last year, however, medical 
staff specialists in public 
hospitals in NSW got a reality 
check.  NSW Health took the 
unprecedented step of attempt-
ing to claim 50% of trust fund 
income across the state as a 
‘facility fee’ to support ongoing 
delivery of health care.  Prior to 
this, Cardiology staff specialist 
funds paid a much smaller 
fraction of their income to the 
facility.  In many hospitals, the 
residual money retained in Trust 
Funds was already contributing 
significantly to hospital infra-
structure, both in terms of 
hardware and staffing.  There 
was a real concern that with this 
funding disappearing into 
‘general revenue’, our ability to 
use our own income to provide 
services for our patients would 
be compromised.  With the 
assistance of ASMOF, a brief 
and strenuous campaign against 
this initiative was conducted, 
and ultimately NSW Health 
backed down.  In the wash up, it 
became clear that this action 
was a grab for cash on the part 
of the NSW Government which 
was on the verge of having its 
credit rating downgraded. 
 
The Federal Government claims 
that their ‘takeover’ of hospital 
based health care is the greatest 
change to our health care 
system since the introduction of 
Medicare.  Whether this is true 
or not, what had become appar-
ent was that within the next 
decade, a number of states and 

territories (with the apparent 
exception of WA), would not 
have been able to afford to 
provide existing healthcare 
services if the status quo had 
been maintained.  The apparent 
3.5 billion dollar investment in 
the public hospital system in 
particular, can only be viewed 
as a positive move. 
 
What do the reforms mean to 
the practicing cardiovascular 
professional?  Firstly, there is 
the reversion from large 
regional area administrations to 
locally responsible hospital net-
works where local clinicians 
and communities have a greater 
say in the way services are 
delivered.  This will presumably 
have a variable impact depend-
ing on the degree to which 
clinicians are already embedded 
in administrative systems and 
decision making processes 
around the country.  It is inter-
esting to note that the Clinical 
representation on the Governing 
Councils of each network will 
be external to the network 
where possible. 
 
Secondly, there is the focus on 
the achievement of performance 
benchmarks and accountability 
for meeting these benchmarks, 
which has been a feature of this 
Government’s reform agenda 
across the board.  The most 
widely touted and politically 
sensitive performance bench-
marks have been waiting times 

(Continued on page 3) 

The Clinical Indicator report 
issued by the Australian Council 
on Healthcare Standards (ACHS) 
published in November 2008 
noted worsening trends in treat-
ment in patients presenting to 
Emergency Departments from 
2001-2007.  The College of 
Emergency Medicine made the 
comment that ‘these failings 
reflected an increasingly stressed 
health care system and suffering 
from increasing shortages in the 
skilled medical, nursing and 
allied health workforce, as well 
as poor planning and lack of 
capital spending on health 
infrastructure.’  This is the beat 
of a drum that we have become 
accustomed to hearing over the 
years, and for many of us leading 
busy clinical lives, it has been 
business as usual as we get on 
with the process of patient care. 
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Editorial  / Guidelines  Updated  

to emergency treatment and semi
-urgent and elective surgery.  
Perhaps because of the media 
coverage this receives, these 
times have become widely 
regarded by the general public as 
a measure of the standard of care 
delivered by a hospital. 
 
As clinicians though, we are 
more concerned with the quality 
and safety of the clinical care we 
deliver.  Our health care system 
has not collected or evaluated 
this information in any system-
atic way.  The only national body 
currently doing so is the 
Australian Council on Healthcare 
Standards, a not for profit 
independent organisation that 
provides a clinical indicator 
program to interested organisa-
tions.  There are 23 clinical 
indicator sets to choose from in 
the ACHS program.  There is no 
requirement to participate in this 
program, or to monitor a specific 
set or number of indicators.  
Those that participate receive 
‘Accreditation by the ACHS’ 

which as best I can tell, has no 
legal or political implications.  
As the ACHS states on its 
website:  ‘…accreditation is 
basically an issue of trust.  
People who use health services 
want to have confidence that 
those services are safe and will 
provide consistent high quality 
care.’  In 2007, 689 hospitals 
participated in the ACHS 
Clinical Indicator program. 
 
One of the notable initiatives in 
the Health Reform package was 
the granting of an expanded role 
to the Safety and Quality 
Commission.  This body, which 
has already played a role in 
implementation of national 
safety and quality indicators, 
guideline prioritisation and 
development and promotion of 
procedural registries, will receive 
additional funding, and has been 
established as a permanent 
entity.  Coupled with this, the 
COAG Reform Council, an 
existing body that monitors high 
level performance of each of the 
territories and states, has been 

specifically charged with ensur-
ing there is public reporting of 
national clinical quality and 
safety standards as developed by 
the Safety and Quality 
Commission. 
 
Clearly there is recognition that 
quality of clinical care should 
play a more central focus in the 
determination of health care 
standards.  Much remains to be 
resolved however.  For example, 
it is not clear how the collection 
of quality indicators will be 
funded, or how the accountabil-
ity for performance of each 
institution will play out in 
practice; when you are providing 
a service, withdrawing funding 
for poor provision of the service 
cannot enhance the delivery of 
that service…  
 
Furthermore, we have learned in 
recent times that the implementa-
tion of the best intentioned of 
initiatives can fall short of 
expectation. 

(Continued from page 1) 

 

Guidelines 
 

The following guidelines were ratified by the CSANZ Board at its meeting on 23 April 2010.  
Because of the physical size of all these guidelines it is not possible to reproduce them in this 
edition of On the pulse, however, they can be accessed on the CSANZ website under the 
Education  tab. 
 
Training and Competence: 
 
•  Adult Cardiac Electrophysiology  

• ANZAPNM/CSANZ/RANZCR Conjoint Committee for the Recognition of Training in CT 
Coronary Angiography - Training Requirements for CTCA Specialists 

• Cardiac Implantable Electronic Devices: Selection, Implantation and Follow Up  

• Insert Implantable Defibrillators for Primary Prevention Indications  
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The current CSANZ Board includes 
a Clinical Practice Advisor (CPA), 
who acts as an advisor in liaison 
with government and has in the past 
been involved with questions from 
Department of Health and Ageing 
(DOHA) in relation to remuneration 
issues.  The view of the Board in the 
past is that we have been happy to 
undertake such liaison if invited to 
do so by DOHA and particularly in 
situations where a quality care issue 
is raised.  We did feel that such an 
approach did not compromise our 
tax exempt status. 
 
Some of the past activities of the 
CPA have included: 
1. Advice on development or modi-

fication of MBS Item numbers; 

2. Advice on remuneration levels of 
MBS Item Numbers; 

3. Participation on Government 
Committees which overview 
funding arrangements for 
Cardiac Procedures, eg the MOU 
for Diagnostic Imaging; 

 

Recently, DOHA reduced rebates by 
20% on MBS item numbers for 
diagnostic coronary angiography 
and this was done unilaterally and 
without consultation.  We suspect 
this was a political rather than an 
administrative initiative.  DOHA 
also similarly cut ophthalmology 
rebates for cataract extraction.  
Understandably, the members of our 
Society were upset and many 
requested intervention from the 
Cardiac Society.  Our President, Leo 
Mahar, wrote to DOHA with a very 
reasonable request to Review the 
decision including a number of prac-
tice quality concerns ,but his letter 
was not given consideration.  In 
contrast, the ophthalmologists set 
out on a very public campaign 
through the Australian Society of 
Ophthalmologists (ASO), who are 
established as a separate structure to 
the College of Ophthalmology, and 

essentially lobbied key Opposition 
members to block the relevant legis-
lation and achieved significant 
success.  Our Society was reluctant 
to undertake this sort of action as we 
felt that direct lobbying might 
compromise our tax exempt status. 
 
The question arises as to whether 
lobbying from our current structure 
and using our Clinical Practice 
Advisor, would compromise our tax 
exempt status?  Also, what con-
straints would there be on the 
Clinical Practice Advisor in future 
negotiations?  If direct lobbying is a 
problem to the CSANZ and a threat 
to its tax exempt status, should we 
consider a similar separate Society 
to the Ophthalmologists which is set 
up to be able to lobby directly on 
remuneration issues? 
 
Legal Review of the CSANZ in 
Relation to Remuneration Issues 
The CSANZ solicitor, Geoffrey 
Hilton of Henry Davis York, 
recently provided an opinion on this 
issue in response to CSANZ Board 
concerns.  He reviewed the current 
“Objects of the Society” and formed 
the view that we are a charitable 
organisation and, as such, we do 
need to observe constraints in 
relation to financial negotiations 
which might threaten our tax exempt 
status. 
 
He stated that: “These objects were 
no doubt carefully devised to ensure 
the activities of the Society were 
beneficial to the community rather 
than to a group of practising cardi-
ologists so as to ensure that the 
Society was a charitable institution 
for tax purposes. 
 
Your question concerns whether or 
not direct lobbying by the Society 
on issues of professional remunera-
tion and, in particular, rebates for 
medical attendances or procedures, 
is consistent with the current 

structure of the Society as a tax 
exempt charitable institution. 
 
Having regard to the objects of the 
Society set out above, there is some 
risk that as a matter of interpretation 
the Society does not have a charter 
to engage in such activities which on 
the face of them do not appear to be 
consistent with the three objects set 
out in the Constitution.  Although 
the Corporations Act provides that a 
company has all the powers of a 
natural person, our concern would 
be that if the Society exceeded the 
authority given by its objects in 
reliance on the Corporations Act it 
may prejudice its tax exempt status.  
This would arise because lobbying 
the Department of Health and 
Ageing or Government on remu-
neration issues would likely be 
perceived as a matter of the private 
welfare of cardiologists and not 
something of benefit to the commu-
nity.  The possible exception to this 
is that, as you point out, in some 
situations issues of quality of care 
may be related to remuneration of 
the health care professionals”. 
 
“Greg Reinhardt, one of my partners 
specialising in taxation, advises that 
until recently the prevailing view 
was that an organisation such as the 
Society should not engage in 
commercial or political activities, 
including lobbying, at risk of preju-
dicing its status as a tax exempt 
body.” 
 
“In June 2008, judgement was 
handed down by Mr Justice French 
of the Federal Court in the case of 
Victorian Women Lawyers' 
Association Inc. v. Federal 
Commissioner of Taxation 2008 
FCA983.  This case concerned a 
dispute in which the Commissioner 
of Taxation claimed that Victorian 
Women Lawyers' Association Inc. 
(VWL) was not a charitable institu-
tion because its main objects were 
the protection and advancement of 

 Discussion Paper by Dr James Cameron (President Elect) 
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persons practising in a particular 
profession which lacked the 
necessary element of direct public 
benefit.  The issue in question was 
whether the income of VWL, 
comprising membership fees, spon-
sorship and financial support from 
the Law Institute of Victoria and 
certain law firms in Melbourne, was 
exempt from income tax.  The 
Court ruled that VWL was a chari-
table institution and that its 
purposes were beneficial to the 
community.  Its primary purpose 
was to overcome the substantial 
under-representation of women in 
the legal profession by removing 
barriers and increasing opportuni-
ties for participation and advance-
ment of women.  Other activities of 
VWL, which included social and 
networking functions, were 
ancillary to its principal objective 
and did not constitute a political 
purpose that would disqualify the 
organisation from being character-
ised as charitable.  Applying these 
principles to the potential circum-
stances of the Society, it can be seen 
that if the lobbying function of the 
Society was merely incidental and 
ancillary to its dominant purpose as 
described in its objects, the 
charitable status of the Society 
should be preserved.  On the other 
hand, if the lobbying functions 
eventually became its core purpose 
or assumed a greater proportion of 
the role of the Society in an 
objective sense relevant to its 
overall activities, there is a danger 
that the charitable status and the tax 
exemption could be lost.  It will 
always be a question of fact as to 
whether or not lobbying becomes 
something more than incidental and 
it may be difficult to identify 
exactly when the line is crossed.” 
 
Therefore it would seem that our 
current structure and use of CPA is 
legitimate and allowable in relation 
to interactions with Government 
where we are approached by 
Government for our advice, and 
particularly on issues of quality 

care.  In addition, the advice would 
also seem to allow the CPA to 
negotiate in a limited way on 
instances which involve remunera-
tion issues, provided that this is a 
minority function of the CSANZ.  
In the event that more extensive 
negotiation was required on direct 
financial issues, then the CSANZ 
might consider a more cautionary 
approach and devolve these negotia-
tions to a separate structure. 
 
Options 
There are therefore two options for 
discussion: 
1.  Do we continue to undertake 

similar activities in the future “in
- house” through the CPA, but 
perhaps with an expansion of the 
CPA to be a subcommittee of the 
CSANZ Board, with Governance 
structure similar to other Sub 
committees and reporting to the 
Board?  Members of this 
Committee could come from the 
Membership but ideally would 
represent the main craft groups, 
or other craft groups, as 
necessary, and would have an 
interest in the area and prepared 
to undertake the activity on 
behalf of members.  It is likely 
that the majority of interest for 
this group would be similar to 
the previous CPA involvement 
with occasional instances of 
requirement to become involved 
in remuneration issues.  This 
activity might require a modifi-
cation of the Society’s stated 
objectives in its Constitution. 

 
2.  The second option would be to 

develop a separate group analo-
gous to the ASO which has its 
prime purpose to lobby on remu-
neration issues.  This group 
would require being a separate 
structure to the CSANZ with its 
own Governance and funding 
and registered membership.  This 
group would likely act through 
professional lobbyists on an 
active and prospective basis, but, 
alternatively could be developed 

and kept “dormant” and used as 
issues arise.  The formation of 
this structure would not require 
any modification of the current 
CSANZ structure and would act 
autonomously.  There may 
however be mechanisms for 
maintaining some “links” either 
through governance structure or 
cross membership, as will be 
discussed later in this document. 

 
Other Societies and Use of 
Separate Structures and 
Lobbyists 
Many other societies have similar 
corporate structures to CSANZ.  
Many of these through their consti-
tutions have the facility to represent 
their members in limited advocacy 
but we suspect have similar reserva-
tions to the CSANZ and are 
reluctant to embark on proactive 
lobbying for their members on 
remuneration issues to protect their 
tax exempt status.  The constitutions 
of the Colleges of Surgeons, 
Radiology include this facility but 
the College of Physicians does not.  
Many groups have developed 
additional separate structures to 
allow for greater freedom of repre-
sentation of their members on 
physician remuneration such as the 
Australian Society of 
Ophthalmologists (ASO), 
Australian Diagnostic Imaging 
Association (ADIA), National 
Association of Specialist 
Obstetricians and Gynaecologists 
(NASOG), Australian Association 
of Consultant Physicians (AACP),  
Private Cancer Physicians of 
Australia (PCPA).  These groups 
have been established as autono-
mous structures with their own 
governance, registered membership, 
financial structure and have the 
ability to undertake independent 
actions on behalf of their members.  
Information suggests that these 
groups may work in cooperation or 
sometimes in opposition to their 
“mother” colleges or society.  The 
latter may have disadvantages with 
the potential for divisions to form 

(Continued from page 4) 

Discussion Paper  
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between the “mother” college or 
society and the separate structure.  
Further, in any negotiation with 
DOHA, then DOHA is obliged to 
invite both the separate structure 
and the “mother” society to the 
table. 
 
This potential for disengagement 
might become an important 
negative where a cohesive approach 
from CSANZ members is sought in 
relation to other activities such as 
cooperation on training and CPD. 
 
Examination of these groups 
indicates links in some cases to their 
“mother” college or society through 
cross membership and cross repre-
sentation.  Nevertheless, the 
establishment of a separate structure 
does allow more freedom to 
negotiate on specific financial 
issues, and these negotiations can 
take place separate to the broad 
issues and aims of the Society. 
 
These separate groups interact 
proactively with government to both 
pre-empt and modify government 
actions and further to develop 
dialogue on new areas of interest.  
These groups frequently employ 
professional registered lobbyists 
whose role is recognised and 
acknowledged by government.  
These separate structures charge 
their members a fee to fund both the 
administration of the structure and 
the lobbyist activity.  These groups 
have had notable successes in modi-
fying government actions to reduce 
physician remuneration, such as the 
recent reduction in cataract rebate 
with the final outcome achieving a 
lessened reduction from a proposed 
50% to 12%.  Information suggests 
that they achieve this thorough a 
combination of direct negotiation 
with government as well as actions 
which engage and activate govern-
ment opposition and consumer 
groups, who in turn apply 
“pressure” to modify government 
actions. 

An outline of the definition and 
activity of a lobbyist is included: 
 
The following is an excerpt from 
the Commonwealth on Role of 
Lobby: 
 
• “Lobbying activities” means 

communications with a 
Government representative in an 
effort to influence Government 
decision-making, including the 
making or amendment of 
legislation, the development or 
amendment of a Government 
policy or program, the awarding 
of a Government contract or 
grant or the allocation of 
funding,.....”. 

 
• “Lobbyist” means any person, 

company or organisation who 
conducts lobbying activities on 
behalf of a third party client or 
whose employees conduct 
lobbying activities on behalf of a 
third party client, but does not 
include: 

1. (a) charitable, religious and 
other organisations or funds that 
are endorsed as deductible gift 
recipients 

2. (b) non-profit associations or 
organisations constituted to 
represent the interests of their 
members that are not endorsed 
as deductible gift 
recipients.................... and: 
(f) members of professions, such 
as doctors, lawyers or 
accountants, and other service 
providers, who make occasional 
representations to Government 
on behalf of others in a way that 
is incidental to the provision to 
them of their professional or 
other services.  However, if a 
significant or regular part of the 
services offered by a person 
employed or engaged by a firm 
of lawyers, doctors, accountants 
or other service providers 
involves lobbying activities on 
behalf of clients of that firm, the 
firm and the person offering 

those services must register and 
identify the clients for whom 
they carry out lobbying 
activities. 

 
Therefore, a reading of the role of 
lobbyists suggests that they are a 
legitimate instrument to interact 
with government and that they 
might interact in relation to a wide 
range of matters and not just 
financial issues.  The statement 
clearly implies that the CSANZ 
does have the ability to approach 
and negotiate with government 
provided this is “incidental to the 
provision of their professional 
services” and is an “occasional” 
activity.  This suggests that the use 
of lobbyists in itself would not be a 
“trigger” for a review by the ATO 
of our tax exempt status but might 
do so in the event that the lobbyist 
is used for extensive and proactive 
financial negotiation, and that use of 
a lobbyist might therefore be more 
appropriate through a separate 
structure. 
 
Therefore, in summary, the 
advantages of a separate structure to 
the CSANZ would include: 
 
1. A greater freedom in negotiation 

with government on remunera-
tion issues. 

2. The ability to gain better access 
to government through use of 
lobbyists. 

3. Separation of remuneration 
issues from the other interests of 
the CSANZ particularly as some 
members of the CSANZ might 
have no interest in the CSANZ 
being involved in negotiation 
with government. 

 
The disadvantages might include: 
 
1. Costs of setting up and maintain-

ing a new structure. 

2. Disengagement of membership 
in the new structure from the 
broad aims of the Society. 

(Continued from page 5) 
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CSANZ Constitution and 
Structure 
A new CSANZ constitution has 
recently been developed from 
amalgamating the previous Articles 
and Memorandum.  The new 
document is now aligned more 
closely with the Constitutions of the  
Societies mentioned on page 5 and 
is a more modern corporate 
document. 
 
The objects of the Society as they 
currently stand are set out in Article 
3 of its Constitution as follows: 

"(a)  The advancement of knowl-
edge of the cardiovascular 
system; 

  (b) The maintenance of profes-
sional and ethical standards; 
and 

  (c) The promotion of good fellow-
ship among those whose 
primary interest is the practice 
of cardiovascular medicine or 
surgery or in these or allied 
subjects." 

 
During recent discussions the Board 
of the CSANZ recognised that the 
reworking of the Constitution 
provided an opportunity to modify 
the stated aims of the Society, 
similar to some of the above 
Societies, to include reference to 
making representation of its 
members to Government, in a 
limited capacity.  Any such modifi-
cation would be made in the context 
that the CSANZ would remain 
predominantly a “charitable” 
Society and that any representation 
would be limited and “occasional”.  
Such an approach would be devel-
oped in parallel with an expansion 
of the current Clinical Practice 
Advisor role within the Board. 
 
This will need legal review to 
ensure it complies with our desire to 
be tax exempt.  In addition these 
changes will need to be put forward 
to the AGM for ratification. 

Approaches to Government:  
Economic Analysis of 
Cardiology Practice 
Private cardiology practice provides 
important ambulatory and inpatient 
services around Australia and New 
Zealand and generally works well 
with the public sector in providing 
complementary support.  However, 
private cardiology services are run 
essentially as small businesses with 
an income and cost structure which 
must be balanced to maintain 
viability. 
 
It could be argued that the current 
remuneration system provided 
through the MBS is now outdated 
with many item number such as 
imaging item numbers being 
subjected to a “freeze” on indexa-
tion over many years despite a 
rising cost base.  This has resulted 
in different parts of a practice 
remaining viable and other parts of 
practice not being economically 
viable.  This has different economic 
effects on the viability of practices 
depending on the different practice 
activity mix, and may be a 
particular issue for solo or smaller 
regional practices. 
 
It is timely in this discussion to 
consider the “cardiology practice” 
in private as a small business and to 
undertake a review of the MBS 
income streams versus the usual 
practice cost base.  This assessment 
is essential in considering the 
viability of both solo and group 
practices in different locations, 
including both metropolitan and 
rural practices. 
 
Informal discussion with the ASO 
indicates they have used this 
approach with government to raise 
the issue of practice financial viabil-
ity, and are currently undertaking a 
financial review which might be a 
critical discussion for cardiologists, 
either through the CPA or a separate 
structure. 
 

Costs 
Preliminary advice from our 
solicitor indicates a set up cost of 
2-3k for the new structure and then 
would require development of a 
membership with an annual levy for 
administrative costs and use of 
lobbyists.  The costs for an 
expansion of the CPA into a 
subcommittee would be those 
required to cover 2-3 teleconfer-
ences and committee activity such 
as airfares. 
 
Summary and Proposal for 
Feedback from Membership 
regarding CSANZ Approach to 
Remuneration Issues 
1. The above discussion indicates 

that the CSANZ can undertake 
discussions on behalf of its 
members in specific instances 
where approached for advice 
from government, issues related 
to quality care, and in a more 
limited role on remuneration 
issues if these are “occasional” 
and a minority activity com-
pared to the Society’s predomi-
nant purpose as a “charity”. 

2. To expedite the above activity 
the CSANZ Board propose a 
modification of the “Objects of 
The Society” in the reworked 
Constitution which allows for 
such activity. 

3. The CSANZ also propose the 
expansion of the CPA role to 
become a subcommittee of the 
Board of the CSANZ.  The 
membership for this expanded 
subcommittee would be drawn 
from interested members of the 
Society perhaps representing the 
major Councils or craft groups.  
The governance for this 
committee would be similar to 
other subcommittees. 

4. In addition, feedback is invited 
on the formation of a separate 
structure with further dedicated 
discussion on this issue 
proposed to take place at the 
AGM. 

(Continued from page 6) 

 Discussion Paper  
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 CSANZ 2010  

 
 
 
 

RT Hall Lecturer Kenneth Chien, Harvard Stem Cell Institute, 
Massachusetts General Hospital, Mass., USA 

Kempson Maddox Lecturer Michael Feneley, St Vincent’s Hospital, NSW 

Victor Chang Memorial Lecturer Antonio Calafiore, University of Catania, Italy 

Cardiovascular Nursing Lecturer Andrew McLachlan, Middlemore Hospital, New Zealand 

Basic Science Lecturer Shaun Jackson, Monash University, VIC 

Gaston Bauer Lecturer Louise Burrell, University of Melbourne, VIC 

 
        Australasian Section 

The Cardiac Society of 
Australia and New Zealand 

 

www.sixhats.co.nz/csanz10 

Speakers: 
 

Dr Robert S Schwartz, Translational Research, Minneapolis Heart Institute Foundation, Minneapolis USA 
Professor Prashanthan Sanders, University of Adelaide and Royal Adelaide Hospital, SA 
Professor Patricia Davidson, Curtin University of Technology and St Vincent’s Hospital, Sydney, NSW 
Dr Derek Chew, Southern Adelaide Health Service, SA 
Professor Tim Wilkinson, Princess Margaret Hospital and University of Otago, Christchurch 

Early Registration Discount ‐ Payment required before 18 June 2010 
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 ANZET10  

Antonio Colombo  San Raffaele Scientific Institute, Milan, Italy 
 
Eberhard Grub Heart Center, Sieburg, Germany 
 
Ik-Kyung Jang Heart Center Massachusetts, General Hospital, MA, USA 
 
Spencer B King 3rd Saint Joseph’s Heart & Vascular Institute, Atlanta, GA, USA 
 
Carlos Ruiz Lenox Hill Heart & Vascular Institute, New York, NY, USA 
 
Gregg Stone Columbia University Medical Center, New York, NY, USA  
  
Satoru Sumitsuji Nozaki Tokushukao Hospital, Tanigawa Daito, Osaka, Japan  
  
Renu Virmani CV Path Institute, Gaithersburg, MD, USA 

4th Annual Australia & New Zealand 
Endovascular Therapies Meeting 
 
04-05 August 2010 
Adelaide Convention Centre 

www.anzet.com.au 

April  2010 
World Heart Federation has released 
its April newsletter.  Features include: 

• World  Heart  Day  2010 -  
“I  Work  with  Heart” 
26  September  2010 

• WHF welcomes the Institute of 
Medicine’s report “Promoting 
Cardiovascular Health in the 
Developing World” 

For resources, latest reports or avail-
able scholarships visit their website. 

 

 
Locum  Position 

 

Canberra 
 

 

Locum required for Dr Peter French, 
Canberra, ACT, for any period 
between 24 August – 20 September.  
Pleasant working conditions, 
supportive staff, well remunerated.   
 
If you would like more information 
about this locum position, please 
c o n t a c t  M a u r e e n  F r e n c h  
mvfrench@ozemail.com.au or 
phone 02-6253 0177.  
 
Come and enjoy Canberra in the 

Spring! 

Early Registration Discount ‐ Payment required before 18 June 2010 



10  |  ON  THE  PULSE,  JUNE  2010 

 

 

Since the Society incorporated in 
1989 it has been run according to 
the rules set down in its 
Memorandum of Association and 
Articles of Association.  These two 
documents have served the CSANZ 
well, however, changes to the 
Corporations Act have meant that 
some aspects of the Articles 
required review and updating. 
 
Over the last twelve months, the 
Professional and Ethical Standards 
Committee, chaired by Jim 
Cameron, and the Board have been 
reviewing the Articles and the 
Memorandum.  In consultation with 
our lawyers a new Constitution has 
been developed which is more in 
keeping with the Society as it is 
currently structured and which 
covers the requirements of the 
Corporations Act. 
 
If you have not already done so, I 
would encourage you to read Jim 
Cameron’s discussion paper on the 

Society’s interaction with 
Government in relation to remu-
neration issues on page 4 of this 
issue.  In particular, Jim refers to 
some of the changes incorporated in 
the new Constitution (see page 7 – 
CSANZ Constitution and 
Structure). 
 
Another change which the new 
Constitution contains is the time-
frame for payment of annual sub-
scriptions.  Previously Members 
have had twelve months in which to 
pay their subs.  This luxurious time-
frame was relative to the Society’s 
workings and activities in the 1990s 
but these days it means that 
unfinancial Members receive the 
Journal and/or electronic access to 
the Journal, discounted registration 
to the ASM and are eligible to apply 
for Travelling Fellowships and 
Scholarships.  The new Constitution 
has replaced 12 months with 30 
days.  Notices will be sent to 
Member at the end of October with 

a deadline of mid December.  
Reminder notices will be sent in 
November and a final notice in 
early December.  Those Members 
who remain unpaid by mid January 
will have their membership 
cancelled. 
 
The Notice of the AGM will be sent 
to Members in the coming weeks.  
The new Constitution will go to the 
AGM as a Notice of Motion and 
will be available for review on the 
CSANZ website in July.  I encour-
age Members to visit the website 
and, in particular, for those Voting 
Members unable to attend the AGM 
to complete a proxy form and return 
it to the secretariat. 
 
The Board welcomes the input of 
Members and anyone wishing to 
comment or query any aspect of the 
new Constitution should email the 
secretariat at info@csanz.edu.au  or 
write (contact details on page 2 of 
this issue). 

The Eastern Heart Clinic contacted 
the CSANZ to explore a way in 
which it might demonstrate its 
thanks to Dr Michael McCredie and 
Professor David Wilcken for their 
lengthy and ongoing outstanding 
contribution to the Eastern Heart 
Clinic.  They have done so through 
their involvement with the Medical 
Advisory Committee at the Clinic 
and the Managing Director, 
Dr Anthony Shubitz, wrote to the  
CSANZ suggesting the Clinic spon-
sor a Travelling Fellowship. 
 

It was resolved to provide a 
Travelling Fellowship valued at $3k 
to each of the three big international 
meetings – the American College of 
Cardiology, the European Society 
of Cardiology and the American 
Heart Association.  In keeping with 
the Society’s naming protocol, 
Eastern Heart Clinic agreed to the 
naming convention and this year, 
commencing with the European 
Society of Cardiology, the CSANZ / 
McCredie Wilcken Travelling 
Fellowship will be awarded to the 
top ranked applicant for that 
Fellowship. 

On page 16 of this issue, you will 
see the notice calling for applica-
tions for the AHA meeting being 
held in Chicago this November.  I 
encourage members to pass on the 
notice to those who may be inter-
ested. 
 
The CSANZ Board and Members 
extend their warmest congratula-
tions to Michael McCredie and 
David Wilcken. 

 
Lynne Portelli 

Executive Officer 

Eastern  Heart  Clinic  Honours 
Michael  McCredie  and  David  Wilcken 

 Changes  to  CSANZ  Annual  Subscription  +  New  Constitution 
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 Call  for Applications  

Applications are invited for a prestigious 
Research Career Development Award, 
sponsored by the 14th World Congress of 
Cardiology Education Trust of the Cardiac 
Society of Australia and New Zealand 
(CSANZ).  The Investigatorship is valued at 
AU$120,000 per annum for two years. 
 
The award is specifically designed to assist a 
young investigator (especially those seeking to 
return to Australia or New Zealand after 
completing a period of research training 
overseas) with a commitment to clinical or 
basic research in cardiology and cardiovascular 
disease to establish an independent research 
laboratory. 
 
The closing date for this Research 
Investigatorship is Friday, 20 August, 2010.  
For further details, please go the Society’s 
website www.csanz.edu.au or contact the 
Secretariat to obtain a copy of the flyer or you 
can download the Call for Applications. 

CSANZ  /  14th   WCC 
Research  Investigatorship 

Mr David Holland attended the 
2009 European Society of 
Cardiology in Barcelona, Spain. 

 
The CSANZ Travelling Fellowship 
enabled me to attend and present a 
paper entitled, ‘Role of Exercise  
E/e’ and Ischaemia in Predicting 
Outcome in Patients Undergoing 
Exercise Echocardiography’ at the 
2009 ESC Congress in Barcelona, 
Spain. This study was developed 
under the supervision of Professor 
Tom Marwick to assess the 

importance of measuring left 
ventricular filling pressure during 
exercise echocardiography and 
forms a component of my PhD 
thesis investigating the ventricular-
vascular interaction in diastolic 
dysfunction. 
 
This paper demonstrates, for the 
first time, the adverse prognostic 
implications associated with raised 
left ventricular filling pressures (E/
e’) during exercise echo-
cardiography, independent of 
inducible ischaemia. These findings 

may be helpful in identifying 
patients with true heart failure and 
preserved ejection fraction and may 
partly explain the poor prognosis 
associated with this condition. 
The presentation generated helpful 
discussion and assisted us in the 
recent publication of this 
manuscript. 
 
I would sincerely like to thank the 
Cardiac Society for their support in 
attending the ESC meeting – an 
educational experience I thoroughly 
enjoyed. 

Travelling  Fellowship  Updates 
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Stephen Bloomer  WA 
Bernadette Hoffman  SA 
Andrew McLachlan  NZ 
Deborah Smith  QLD 

Andrea  Driscoll  VIC 
Angela Kucia  SA 
Ross Proctor  NSW 
Linda Worrall Carter  VIC 

Cindy Hall  QLD 
Sue Mattschoss  SA  
John Rolley  NSW 
Yvonna Zudyam  TAS 
 

From the Chair 
Patricia Davidson 
Curtin University &  
St Vincent’s Hospital,  
Sydney 
 
 
 
 
 
 
 
 
 
 
 

 
Dear Colleagues 
 
It is hard to believe that we are halfway through 
2010. The Cardiovascular Nursing Council 
(CNC) has been undertaking a number of 
projects which we shall report back on in August 
in Adelaide.  Our main focus of work has been 
working on the nursing competency and clinical 
guidelines projects in collaboration with the 
Australasian Cardiovascular Nursing College. 
 
The other focus of our work plan is to enact 
some of the recommendations of the Inaugural 
Indigenous Cardiovascular Health Conference of 
the Cardiac Society of Australia and New 
Zealand (CSANZ)  which was held in Sydney, 
on August 16–17 2009.   This conference 
addressed cardiovascular disease in the 
Indigenous populations of Australia and New 
Zealand, identifying some of the barriers and 

facilitators to improving care. Over the next few 
years the CNC aim to work closely with Dr Alex 
Brown and Professor Len Kritharides in enacting 
some of these recommendations. 
  
I commend to you to take a look at the latest 
edition of Heart, Lung and Circulation to view 
the suggestions made by CSANZ to improve 
Indigenous health. These recommendations 
challenge us all to critically evaluate our practice 
and how we engage with Indigenous people. The 
Council is looking to the CNC to provide leader-
ship in terms of developing and evaluating 
models of nursing care to address health 
disparities. This is our joint responsibility, 
individually and collectively.  The CNC look 
forward to your views and opinions. Importantly 
we want to know about initiatives that are 
working and how we can develop and emulate 
these approaches. We were honoured last year 
having Vicki Wade as our first Aboriginal 
Cardiovascular Nursing Lecture. Now we need 
to reach out and ensure that Aboriginal people 
are well represented in the CNC through 
increasing membership of  Indigenous health 
professionals. 
 
I hope you enjoy reading this newsletter and I 
would like to thank Dr John Rolley for his lead-
ership in this issue and the new look for our 
newsletter. I would also like to thank Professor 
Linda Worrall-Carter and her team on the hard 
work for CSANZ 2010. The program looks 
exciting and inspiring. 
 
We look forward to getting together very soon in 
Adelaide. 
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The Heart Foundation’s Warning Signs Strategy 
aims to reduce coronary heart disease mortality and 
morbidity by reducing patient delay in responding 
to the warning signs of heart attack and calling 
Triple Zero (000).  
 
An important component of this strategy is a 
general population social marketing campaign Will 
you recognise your heart attack? The campaign 
pilot was conducted in Broken Hill from October to 
December, 2009. 
 
The campaign aimed to: 

• Increase consumer awareness, knowledge, 
attitude and intention in relation to warning 
signs of heart attack 

• Understand campaign resonance with 
consumers 

• Understand the impact on key health services, 
particularly the Ambulance Service and the 
Emergency Department. 

 
In Broken Hill telephone surveys were conducted 
to monitor changes in awareness. A pre campaign 
survey of 100 Broken Hill residents between the 
ages of 45-64 was conducted in September 2009. 
Wave 1 was conducted in December 2009 and 
Wave 2 in February 2010. 
 
Consumer awareness of the warning signs of heart 
attack increased during the campaign: 
 
• Chest pain: 75% baseline to 83% Wave 2 
• Arm pain: 53% baseline to 66% Wave 2 
• Jaw pain: 2% baseline to 19% Wave 2 
• Back pain: 4% baseline to 15% Wave 2 
• Feeling nauseated: 5% baseline to 11% Wave 2 
• Sweating: 8% baseline to 18% Wave 2 
 

Consumers indicated the campaign messages 
resonated with them: 
• 86% of respondents said that they would be 

‘confident’ or ‘very confident’ that they would 
know what to do if they thought they were 
suffering from a heart attack.  This increased 
from 65% in baseline. 

• 83% of respondents said that they would call 
an ambulance if they thought that they were 
having a heart attack. This increased from 69% 
at baseline. 

• 77% of respondents said that they would be 
‘very comfortable and have no hesitation’ call-
ing ‘000’ if experiencing symptoms that might 
indicate a heart attack.  This increased from 
62% in baseline. 

• The main messages of the Warning Signs 
campaign were communicated effectively, with 
respondents typically identifying the main 
messages of this campaign as: ‘call an 
ambulance/’000’’ or ‘don’t delay/don’t 
hesitate’. 

• Overall, the Warning Signs campaign was 
considered effective by nearly 98% of 
respondents. 

Program Highlight - 

National Heart Foundation - ‘Early Warning Signs’ 

*   Photo has had model clearance completed. Details are available from:  Cate Ferry, Clinical Issues Manager, 
Heart Foundation, Level 3, 80 William Street, East Sydney NSW 2011, Tel: (02) 9219 2416 Fax: (02) 9219 2424  

 Email: cate.ferry@heartfoundation.org.au 
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The patients commented to ED staff this was due to 
the campaign and a greater emphasis on other symp-
toms to be aware of other than chest pain. 
 
There is sufficient evidence to indicate that this 
social marketing campaign has had an impact on 
consumer awareness, knowledge and intentions to act 
on the warning signs of heart attack. A top-up media 
campaign is scheduled to boost awareness levels. In 
Broken Hill this is planned to commence in July 
2010. 
Cate Ferry, Clinical Issues Manager 
Heart Foundation 

 
 

Research in brief 
This section of the CNC column will be for high-
lighting current research, newly published, that 
would be of interest to CSANZ member, in particular 
cardiovascular nurses. To start off the ongoing 
dialogue, I have selected the following article on the 
use of the PHQ-8 in a heart failure population. Please 
contact John Rolley (john.rolley@acu.edu.au) with 
article suggestions. 
 
Depression in heart failure 
Pressler, S. J., Subramanian, U., Perkins, S. M., 
Gradus-Pizlo, I., Kareken, D., Kim, J., Ding, Y., 
Sauve,  M. J. & Sloane, R. (Online - 2010). 
Measuring depressive symptoms in heart failure: 
Validity and reliability of the Patient Health 
Questionnaire – 8. American Journal of Critical Care,  
DOI 10.4037/ajcc2010931 
 
Screening for depression is becoming increasingly 
important within cardiovascular patient populations: 
ACS as well as heart failure. Several tools exist 
(HADS, CDS, BDI & PHQ) each with issues 
impacting their efficacy including responder burden, 
training required to administer and licensing.  The 
PHQ is increasingly used within a cardiovascular 
population.  Matched to the DSM-IV (Diagnostic 
Statistical Manual) definition for depression, the 
PHQ-9 has become an important option for clinicians 
to use in screening for and managing patients with 

Emergency Department nurses 
commented the campaign in-
fluenced some patients to get to 
hospital who previously may 
have delayed seeking treatment.  

depression.  In particular, the NHF in NSW, 
lead by Kerry Goldston, Trish Davidson and 
Cate Ferry utilised the PHQ-2+ and PHQ-9 as 
part of a collaborative aimed at improving the 
outcomes of CHD patients attending cardiac 
rehabilitation (ACS). That project is ongoing 
yet presenting some promising findings 
supporting the use of these tools in the ACS 
population. 
 
In the paper above, Pressler and colleagues 
tested the PHQ-8 with a heart failure 
population (n=249). The PHQ-8 is the same as 
the PHQ-9 less the suicidality question. 
Pressler and colleagues found the PHQ-8 to 
correlate well (p=<0.001) with the Living with 
Heart Failure Questionnaire.  They, like 
Kronke & Spitzer, found the PHQ-8 was a 
validity and reliable tool1 which was confirmed 
by Pressler and colleagues’ data (α=0.82). 
 
The importance of this paper is its contribution 
to depression screening in those with heart 
failure. The PHQ suite of tools is public 
domain, easy to administer and well tested 
within the clinical setting. It would be great to 
hear members’ opinions concerning routine 
screening for depression among people with 
heart failure. 
 

Refs: 
1. Kroenke, K., Spitzer, R.L., 2002. The PHQ-

9: a new depression and diagnostic severity 
measure.  Psychiatric Ann. 32, 509–521. 

 
 
Notes to members 
There is so much happening in the many 
settings of our CSANZ members. It would be 
great to share with everyone the special events 
or achievements of your team. So, if anyone 
has any items, please send them to John Rolley 
(john.rolley@acu.edu.au). Here are some 
examples: 

• Heart Week activities at your hospital/unit; 
• Research outcomes (paper published or 

conference presentation); 
• Announcements about clinical or research 

functions; or 
• Special achievements. 
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Dr Peter French submitted this 
poem which Members might enjoy 
reading: 
 

Some people are afraid of ghosts, 
With rattling chains and moanin’, 
But nothing scares a doctor more, 
Than that simple word troponin. 
 
It's a humble little protein, 
That comes in several parts. 
With brothers I and T, 
It lives within our hearts 
 
Where are not supposed to find it, 
In normal human blood, 
But if sickness touches the heart, 
It can unleash a troponin flood. 
 
And if a pain occurs, 
Between the eyeballs and toes, 
All measure the magic troponin, 
To solve the patient's woes. 
 
Though a sudden heartache, 
Can cause a troponin leak, 
There’s also other pathology, 
For the cause that you might seek. 
 
Always remember the kidneys, 
They’re not as innocent as they 
seem, 
And diabetes, sepsis and even AF, 

Just might be part of the scheme. 
 
And as its level rises, 
Strong men just quake in fright. 
And pray a catheter will deliver 
them, 
In their diagnostic plight. 
 
Some clinical problems are obvious, 
You either get better or die. 
Others defy a diagnosis, 
No matter how hard we try. 
 
In olden times, in golden times, 
Clinicians made decisions. 
Using clinical skills and 
stethoscopes, 
Some even made incisions. 
 
It all begins with inspection, 
This is followed by palpitation. 
Percussion is merely a prelude, 
To the black art of auscultation. 
 
Traditionally you start with a 
history, 
This is followed by a physical. 
And if you can't make a diagnosis, 
You’ll end up looking quizzical. 
 
So then it's on to special tests, 
Taking blood as the patient's 
moanin’, 

UEC's, eGFR and serum rhubarb, 
But don't forget the troponin. 
 
But all that was tradition, 
And old fogeys think its best, 
But to youngsters it's hocus-pocus, 
They’d rather just order tests. 
 
Protocols, guidelines and tests, 
Abound in increasing profusion. 
Lawyers think they’re foolproof, 
But often they just lead to confusion 
We all hope for a foolproof test, 
That really would be cool, 
But the extent to which its 
foolproof, 
Depends on the extent of the fool. 
 
So you can have your MRIs, 
Keep your CT and other tests, 
I'll raise your CK with a troponin, 
Troponin rules-it's the best! 
 
And if you thought troponin 
Was as bad as it could be, 
Be afraid, be very afraid, 
Soon they'll be using BNP 
 

 
Dr  Peter  French 

 Troponin  and  Other  Medical  Disasters   

Raising awareness of heart disease starts in your wardrobe.  Wear red on Friday 11 June 

www.goredforwomen.org.au. 
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AHA  Scientific  Sessions  2010 

 Travelling  Fellowship  /  Research  Scholarships 

Applications are called for the 
CSANZ Travelling Fellowships for 
travel grants to enable investigators to 
attend the Scientific Sessions 2010 of 
the American Heart Association to 
be held in Chicago, Illinois, 
November 13–17,   2010.  The 
Fellowships are intended to provide 
an opportunity for investigators in the 
early stage of their research career, to 
present at a major international 
conference. 
 
The conditions are: 

1. The Fellowships are valued at 
AU$3,000 each. 

2. The top ranked candidate will be 
awarded the CSANZ /  McCredie 
Wilcken Travelling Fellowship. 

3. Applicants must be either 
FCSANZ, Associate Members or 
Affiliate Members of the Cardiac 
Society or researchers in cardiol-
ogy or cardiac surgery and related 

disciplines with preference given 
to those attending their first meet-
ing. 

4. The work must have emanated 
from Australia or New Zealand. 

5. Applicants must have an abstract 
accepted for presentation at the 
AHA meeting. 

6. Applications must be accompa-
nied by a letter from the supervi-
sor or Director of the laboratory or 
service from which the work has 
emanated, clearly detailing the 
specific contribution made by the 
applicant towards the work being 
presented. 

7. Preference will be given to those 
who have not previously been 
awarded CSANZ travelling schol-
arships. 

8. Conditions apply to successful 
applicants not domiciled in 
Australia or New Zealand.* 

9. Late applications will NOT be 
considered. 

Applications should be sent to the 
Honorary Secretary (CSANZ  145 
Macquarie Street, Sydney NSW 2000  
AUSTRALIA), together with - 
(1) copy of submitted abstract(s) and 

AHA notification of acceptance 
(should this arrive after you have 
forwarded your application, 
please fax to 61  (0)2  9247 7916) 

(2) brief curriculum vitae 
(3) supporting letter from the super-

visor or Director 
  

Closing  Date: 
 

 5  PM  FRIDAY,   

10th SEPTEMBER,  2010 

*  Contact the Sydney Secretariat to 
obtain a copy of the conditions 
(info@csanz.edu.au) 

The CSANZ Research Scholarship is 
intended to provide support for 
Members of the Cardiac Society of 
Australia and New Zealand who 
wish to pursue a career in cardio-
vascular research. 

1. The Scholarship is open to all 
Members of CSANZ. 

2. The value of the Scholarship 
will be equivalent to that of the 
NHMRC Postgraduate Scholar-
ship and will be payable for one 
year. 

3. Research must be conducted in 
Australia or New Zealand. 

4. Only those applicants who are 
enrolled as full time students 

(eg. for PhD or MD) will be 
eligible to receive the Scholar-
ship as a tax-free stipend. 

5. Deadline for the receipt of 
applications and referees’ 
reports is 24th   September,  
2010. 

6. Applications will be graded by a 
selection panel appointed by the 
Scientific Committee of the 
CSANZ.  No interviews will be 
undertaken. 

7. Successful applicants will be 
notified in January. 

 
Note:  Previous recipients of the 
CSANZ Research Scholarship are 

not eligible to apply for a second 
scholarship. 

In addition to the above information, 
you will also require a copy of the 
Application Form and Application 
Instructions available from either the 
Society Secretariat or from the 
website at www.csanz.edu.au, 
Education, Scholarships/Fellowships. 
 

 
Closing  Date: 

 
 

 5  PM  FRIDAY,   

24th SEPTEMBER,  2010 

CSANZ  Research  Scholarships  for  2011 
Guidelines  for  Applicants 
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Mr Julian Sacre, The University of Queensland, 
received a CSANZ Travelling Fellowship to attend 
the Scientific Sessions of the American College of 
Cardiology held in Atlanta, Georgia in March 
2010. 
 
I am an exercise physiologist currently completing 
my PhD with the Cardiovascular Imaging Research 
Centre of the University of Queensland. My research 
interests include cardiac autonomic neuropathy and 
microvascular dysfunction in the context of early 
diabetic heart disease. Recently I presented a study 
entitled “Cardiac autonomic neuropathy is 
independently associated with diastolic dysfunction 
in type 2 diabetes” at a poster session for the 
American College of Cardiology Annual Scientific 
Session in Atlanta, Georgia. Representing my first 
opportunity to attend an international meeting, this 
proved to be an invaluable experience, since I was 
able to discuss my work and obtain feedback from 
experts in the field.  
 
In conducting this study, we employed clinical tests 
and nuclear imaging techniques to assess autonomic 
neuropathy and examine its relationship with 
subclinical myocardial disease measured by 
echocardiography. We found an association between 
these common complications of type 2 diabetes, 
independently of clinical and metabolic factors 
known to be involved in their aetiologies. This novel 
finding may enhance our understanding of the 
mechanisms contributing to early diabetic 
cardiomyopathy, for which the treatment is currently 
undefined.  
 
I would like to express my appreciation to the 
Cardiac Society for its generous support in providing 
this travelling fellowship.  

Dr Carly Jenkins, was the recipient 
of a CSANZ Travelling Fellowship 
to attend the 2009 European 
Society of Cardiology in Barcelona. 
 
The Society congratulates 
Dr Jenkins on winning The Young 
Investigators Clinical Science 
Award at the ESC Meeting. 
 
I am a Research Fellow with the 
Cardiovascular Imaging Research 
Centre of the University of 
Queensland (CIRCUS) under the 
supervision of Professor Tom 
Marwick. The focus of my research 
involves using three dimensional 

cardiac imaging for ventricular 
function assessment.  Recently I had 
the opportunity to present an 
abstract entitled ‘Association of 
Outcome with Left Ventricular 
Parameters Measured by Two- and 
Three-Dimensional 
Echocardiography’ at the European 
Society of Cardiology meeting held 
in Barcelona.  This was presented in 
the young investigates award session 
and I am proud to say that this 
presentation won the clinical science 
award. 
 
In this research we sought whether 
three dimensional echocardiography 
(3DE) was more predictive of 
outcome than two dimensional 

echocardiography (2DE).  3DE was 
a stronger correlate of survival than 
2DE.  In a stepwise Cox regression 
analysis, the addition of 2DE End-
systolic volume and ejection fraction 
increased the association of clinical 
variables but 3DE increased the 
strength of association.  In this 
outcome study, 3DE-ESV and -EF 
showed a stronger association with 
outcome than 2DE. 
 
I would like to express my sincerest 
thanks to the Cardiac Society for my 
travelling fellowship which 
facilitated the opportunity to present 
and win the young investigators 
clinical science award. 

 Travelling  Fellowship  Updates  

Dr William Chan, The Alfred Hospital and Baker 
IDI Heart and Diabetes Institute, also received a 
CSANZ Travelling Fellowship to attend the 2010 
American College of Cardiology meeting. 
 
It was a privilege to receive the 2010 ACC travelling 
fellowship to Atlanta to present work from the 
Melbourne Intervention Group (MIG) registry and 
translational research on heme oxygenase 1 (HO-1) 
from the BakerIDI Heart and Diabetes Institute and 
the Alfred Hospital, Melbourne.  
 
I presented data on the impact of peri-procedural 
atrial fibrillation (AF) on 30-day clinical outcomes 
following PCI in 3307 consecutive patients. Patients 
with AF were older and had more co-morbidities 
reflecting a sicker population compared to patients 
without AF. 30-day MACE was higher in patients 
with AF driven mainly by excess mortality (9.9% vs. 
2.2%, p<0.0001). Multivariate analysis confirmed AF 
as an independent predictor of 30-day mortality. 
 
I also presented 12-month clinical outcomes data on 
162 patients undergoing rescue PCI compared with 
1641 patients undergoing primary PCI. Both 30-day 
and 12-month clinical outcomes were similar between 
the groups. This underscores the need to transfer 
patients to a PCI-capable hospital who fail to 
reperfuse post fibrinolysis. 
 
Lastly, emerging evidence suggest that the antioxidant 
enzyme HO-1 may confer cardioprotection. We 
reported that HO-1 plasma levels were higher in 
patients with coronary artery disease (CAD) 
compared to healthy controls, with the highest levels 
observed in patients with unstable CAD. HO-1 levels 
independently predicted CAD in the presence of 
traditional cardiovascular risk factors. 
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 Travelling  Fellowship  Updates  

Dr Arun Dahiya, The University of 
Queensland, presented the 
following abstract at the American 
Heart Association meeting in 
Orlando in November 2009. 
 
Use of Echo Assessment of Raised 
Pulmonary Vascular Resistance 
in Follow-up   

Background:  Pulmonary vascular 
resistance (PVR) is important for 
monitoring response to therapy and 
assessing prognosis in pulmonary 
hypertension (PAH).  PVR can be 
obtained using the equation PVR = 
(TRV ×10/TVIRVOT) + 0.16 
(where TRV is tricuspid 
regurgitation velocity and 
TVIRVOT is RV outflow time-
velocity integral; Abbas, JACC 
2003) but this was validated against 
invasive measures in only 44 pts. 
We sought the correlation of echo 
and catheterisation PVR at levels 
required for diagnosis (1.8 Wood 
units) and levels that are usual for 
follow-up of pts with PAH. 
Methods:  We compared invasive- 
and echo-PVR in 72 patients with 
PAH undergoing right heart 
catheterisation.  Echo right 

ventricular systolic pressure (RVSP) 
was calculated using the modified 
Bernoulli equation from the TRV.  
Other echo data included estimated 
RA pressure, RV function (tissue 
Doppler RV-S’) and E/E’.  Invasive
-PVR was calculated by the 
equation: PVRi = MPAP-PCWP/
cardiac output.  We also compared 
sequential invasive- and echo-PVR 
in 11 pts with established 
pulmonary hypertension who 
underwent serial right heart 
catheterisation and the difference 
was sought at various levels of PVR 
using Bland-Altman analysis. 
   

Results:  PVRe >1.8 had high 
sensitivity (96%) in 50 pts with 
PVRi >1.8 WU, and good 
specificity (86%) in 21with normal 
PVR.  There was a good correlation 
between PVRe and PVRi (r=0.77, 
p<0.01), but echo underestimated 
PVR when PVR was markedly 
elevated .As expected, RVS’ was 
correlated with PASP (r=0.3, 
p=0.01). The difference in PASP 
was related to echo RVSP (r=0.5, 
P<0.0001) but not invasive PASP.  
In 11 patients with follow-up 

studies, the change between first 
and latest PVR (-3.9+/- 4.4) was 
significantly different (+0.18+/- 
0.80 (p=0.03)) between two 
modalities. Echo accurately detected 
drop in PVR in only 2 out of 8 
patients whose cath PVR fell on 
therapy by at least one standard 
deviation. 
 

Conclusion:  Although echo is 
effective in distinguishing normal 
from abnormal PVR, echo 
underestimates high levels of PVR.  
This underestimation most likely 
accounts for reduced ability of echo 
to detect PVR changes on treatment 
in patients with pulmonary 
hypertension. 
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NORTH  AMERICA 
 
TCT2010 
September 21-25, 2010 
Washington, DC 
Web: www.tctconference.com 
 
AHA Scientific Sessions 2010 
November 13-17, 2010 
Chicago, Illinois 
Web:  www.americanheart.org 
 
ACC Scientific Sessions 2011 
April 3-5, 2011 
New Orleans 
Web:  www.acc.org 
 
 
EUROPE 
 
Imaging in Cardiovascular 
Interventions 
July 7, 2010 
Frankfurt, Germany 
Web: www.ici-congress.org 
 
 
Congenital & Structural 
Interventions 2010 
July 8-10, 2010 
Frankfurt, Germany 
Web: www.csi-congress.org 

ESC Congress 2010 
August 28-September 1, 2010 
Stockholm, Sweden 
Email:  congress@escardio.org 
Web: www.escardio.org  
 
 

ASIA  PACIFIC 
 
 

World Congress of Cardiology 
June 16-19, 2010 
Beijing, China 
Web: www.world-heart-
federation.org/congress-and-
events/WCC2010 
 
 
CSANZ NZ Regional ASM 2010  
June 25-27, 2010 
Rotorua, New Zealand 
Secretariat: 
Six Hats Limited 
Web: www.sixhats.co.nz/csanz10 
 
 
ANZET10 
August 4-5, 2010 
Adelaide, South Australia 
Secretariat: 
The Conference Company 
Phone: 64 9 360 1240 
Web:  www.csanz.edu.au 

CSANZ ASM 
August 5-8,  2010 
Adelaide, South Australia 
Secretariat: 
The Conference Company 
Phone: 64 9 360 1240 
Web:  www.csanz.edu.au 
 
 
2011 ISCVID (11th International 
Symposium on Modern Concepts 
in Endocarditis and 
Cardiovascular Infections) 
July 24-26, 2011 
Cairns, Queensland 
Secretariat: 
ISCVIC 2011 Symposium 
info@iscvid2011.com 
Web: www.iscvid2011.com 
 
 
A more comprehensive list of 
meeting and events can be viewed 
on the Society’s website  

 Forthcoming  Meetings  

www.cdesign.com.au/acra2010 


