
Greetings to all my esteemed colleagues. I hope you are all 
well and eager to contribute to the success of our society this 
year. New and exciting things are going to happen for our 
organization, and I hope that everyone will share in the efforts 
to take our profession to new heights!

The study of medicine has been growing by leaps and bounds. 
Millions of medical research papers are published annually. 

Clinical practice guidelines are constantly being reviewed and revised. Every year, new 
drugs and treatment modalities are being studied and approved for therapeutic use. How 
do we cope up with this growing body of knowledge that will eventually affect our practice 
as cardiothoracic surgeons?

This year we will start planning our very own postgraduate training programme for 
cardiothoracic surgery. The scheduled launch is hopefully next year. No longer will 
our young doctors need to go abroad for training in our profession – we will produce 
homegrown world-class cardiothoracic surgeons capable of meeting and even exceeding 
international standards. This programme will serve to attract bright young doctors to join 
our specialty, and we can train them to be the future leaders of our society and be the best 
in our field. Through this, we will be passing on a legacy of professionalism and excellence 
to these future cardiothoracic surgeons.

This programme, spearheaded by MATCVS, will require collaboration of the 
cardiothoracic surgeons of the Ministry of Health (MOH), IJN, medical universities, 
and private hospitals. The task will not be easy. But I am sure that if all of our members 
cooperate, we will be able to achieve this worthwhile undertaking. So I encourage every 
member to help make this dream come true. 

I hope every one of us will participate actively and give their best efforts to make our 
postgraduate programme a reality. Selamat Berpuasa dan Selamat Menyambut 
Hari Raya, Maaf Zahir dan Batin. 
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Dr Paneer Selvam Krishnamoorthy

Assoc Prof Dr Shahrul Amry

CLINICAL PRACTICE GUIDELINES (CPG) COMMITTEES

“A wise man recognizes the convenience of a general statement, but he bows 
to the authority of a particular fact” – Oliver Wendell Holmes (1872)

Welcome to the second issue of the Berita MATCVS. 
The American Association for Thoracic Surgery 
(AATS) has recently published in the JTCVS (J Thorac 
Cardiovasc Surg 2012; 144(1): 33-38) the latest 
guideline recommendations for lung cancer screening 
with low dose CT scanning largely based on the level 
1 evidence of the National Lung Cancer Screening 
trial which showed a 20% mortality risk reduction 
(N Engl J Med 2011; 365: 395-409). A summary 
statement of the AATS guidelines is included later in 
this issue of Berita MATCVS together with the latest 
7th edition TNM staging. Interestingly, the cost per life-
year saved compares favourably versus screening for 
breast or colon or cervical cancers. Given the fact lung 
cancer is the commonest cancer in Malaysian males, 
the leading cause of cancer-related death in Malaysia, 
and given the exceptionally high smoking prevalence 
here perhaps we should give careful consideration 
for a similar local screening programme or at least a 
feasibility study. 

A recent editorial in the Asian Annals of Thoracic & 
Cardiovascular Surgery (Asian Cardiovasc Thorac Ann 
2012; 20(1): 9-11) on international benchmarking 
of cardiac surgical activity and outcomes makes 
for interesting reading and illustrates the growing 
importance of documentation and assessment of 
clinical activity and outcomes, globally. The European 
Association for Cardiothoracic Surgery (EACTS) latest 
database of adult cardiac surgical patients includes over 
1 million patients from 29 different countries and is 
truly a global registry not restricted to Europe alone as 
our East Asian cousins in China and Hong Kong have 

submitted data. A local national database or submission 
to an international registry like the EACTS database has 
immense benefits including providing invaluable data 
for resource and manpower planning of future services 
or for training purposes, serves as a research tool and 
will facilitate quality assurance and benchmarking, an 
inevitable consequence of an increasingly globalised 
competitive healthcare market. Naturally quality data 
collection is a prerequisite and the data needs to be 
risk stratified, complete and validated. Alternatively, 
a regional Asian database might perhaps be a more 
relevant and feasible initiative – just a thought. 

Two Sydney-based Australian surgeons (Tristan Yan 
and Paul Bannon) recently launched (at the 80th RACS 
Annual scientific meeting in KL in May 2012) a new 
bi-monthly innovative and interactive open-access 
journal, Annals of Cardiothoracic Surgery (ACS) 
which is a worthwhile resource for any practising 
cardiothoracic surgeon. ACS is unique for its themed 
seminar style issues with a guest editor and includes 
systematic reviews and operative videos. The first 
issue edited by renowned thoracic surgeon William 
Walker (Edinburgh) provides a comprehensive and 
contemporary literature review of minimally invasive 
VATS and robotic lung resections. 

The second ACS issue on TAVI with guest editor 
Michael Borger has just been released online and is a 
must read too.

I hope you find this issue of Berita MATCVS interesting 
and informative.
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MATCVS CURRICULUM
DEVELOPMENT WORKSHOP

MATCVS organized a curriculum development 
workshop from 12th – 14th July 2012 
at The Saujana Golf Club in Subang. 
The curriculum development workshop was 

initiated further to the meeting held on 15th June with Bahagian 
Perkembangan Perubatan (MOH). The objective of this workshop 
was to develop a comprehensive and detailed curriculum for the 
Master (MS) of Cardiothoracic Surgery Program according to MQA 
requirements. 

Our invited guest speaker Prof Dr Nabishah Mohamad, from the 
Department of Medical Education, UKM provided guidelines to 
help facilitate members to formulate the course design as stipulated 
in the MQA. The committee appreciated the advice and guidance 
from this invited speaker.

The design contains a comprehensive curriculum from Year 1 till 
Year 4 of the Ms of Cardiothoracic Surgery Program. MATCVS 
received excellent commitment from the members of the MBCTS 
Curriculum Committee.

At the end of the workshop, we managed to come up with a 
comprehensive and detailed curriculum that will be used as 
guidelines for the Masters of Cardiothoracic Surgery Program. 
MATCVS fully appreciates the diligent efforts and contribution of 
committee members at this workshop. 

MBCTS Curriculum Committee:
Prof Dr Zamrin Dimon (Chairman)
Prof Dato’ Dr Mohd Ezani Md Taib
Dato’ Dr Hamzah Kamarulzaman
Datuk Dr Jeswant Dillon
Prof Dr Raja Amin Raja Mokhtar
Assoc Prof Dr Mohamed Ziyadi Ghazali 
Datuk Dr Abdul Rahman Ismail 
Dr Sivakumar Sivalingam
Dr Anand Sachithanandan
Assoc Prof Dr Shahrul Amry

DINNER TALK 2011 & 2012

MATCVS in collaboration with Edaran 
Biomedik initiated a dinner talk for 
local surgeons in the central area. The 
first dinner talk was held on 14th March, 
2012 at the Le Meridien Hotel, KL. 
The invited speaker was Prof Dr Jacob 
Bergsland from Bosnia Herzegovina who 
delivered an excellent and stimulating 
lecture entitled “Improving the results 
in Coronary surgery: Technical and 
procedural modifications”. 

Prof Dr Jacob Bergsland is a consultant Cardiothoracic Surgeon 
originally from Oslo, Norway. As he was touring the region including 
Kuala Lumpur in conjunction with his appointment as a speaker 
in the ASCVTS Bali meeting (6th – 9th March), MATCVS took the 
opportunity to invite him for the dinner talk.

A second dinner talk was organized 
again at the Le Meridien Hotel, 
Kuala Lumpur on 21st September. 
Dr Renzo Cecerre from McGill 
University Health Centre (MUHC) 
Canada gave an enlightening 
and comprehensive lecture on 
the “Surgical Management 
of Heart Failure”. Assoc Prof 
Dr Renzo is the Director of the 
Heart Failure and Thoracic 
Transplant Program and Mechanical Cardiac Assist Program in 
MUHC. He is a leader in many heart device implantation programs 
and an expert on the surgical management of heart failure. MATCVS 
received sponsorship from Transmedic Medical System for this talk.

MATCVS hopes more beneficial activities will be held in the future. 
It is in our hope that members will actively support and participate in 
activities organized by the society not only to enhance our knowledge 
and collaboration but also to strengthen the fraternity.

AMENDMENT OF THE CONSTITUTION

We had identified areas of the weakness in the current MATCVS 
constitution that requires a review. A proposal for a complete 
appraisal and possible amendment of the constitution was made 
to address this issue at the council meeting that was held on 
13th July 2012. Further to this development, an EGM will be called 
to deliberate the proposed changes to the MATCVS constitution. 

NSR

The NSR Subspecialty Committee members representing 
Cardiothoracic Specialty are as follow:

1. Prof Dato’ Dr Zainuddin Md Wazir (Chairman)

2. Tan Sri Dato’ Dr Yahya Awang

3. Prof Dato’ Dr Mohd Azhari Yakub

4. Datuk Dr Abdul Rahman Ismail

5. Prof Dr Mohd Zamrin Dimon

6. Dr Jong Yuan Hsun

 (more pictures on page 4)

HONORARY SECRETARY’S REPORT 

Professor Dr Mohd Zamrin Dimon

It is in our hope that members will actively 
support and participate in activities organized 

by the society not only to enhance our 
knowledge and collaboration but also to 

strengthen the fraternity.

It is in our hope that members will
actively support and participate

in activities organized by the society
not only to enhance

our knowledge and collaboration but also to 
strengthen the fraternity.

An EGM will be called to deliberate the proposed 
changes to the MATCVS constitution. 
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website: http://hserdang.moh.gov.my/respiratory

A
S
I
A

UNITY IN CARDIOVASCULAR
& THORACIC CARE
15th – 18th NOVEMBER 2012

ATCSA2012
SUTERA HARBOUR CONVENTION CENTRE
KOTA KINABALU, SABAH, MALAYSIAN BORNEO

Organised By Supported By

www.atcsa2012.com.my

Ministry of Health
Malaysia
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Centrifugal Pump and Roller 
Pump in Adult Cardiac Surgery: 
A Meta-Analysis of Randomized 
Controlled Trials
Saczkowski R, Maklin M, Mesana T, Boodhwani M, Ruel M
Artif Organs. 2012 Jul 16. doi: 10.1111/j.1525-1594.2012.01497

BACKGROUND Centrifugal pump (CP) and roller 
pump (RP) designs are the dominant main 
arterial pumps used in cardiopulmonary bypass 
(CPB). Trials reporting clinical outcome measures 
comparing CP and RP are controversial. 
Therefore, a meta-analysis was undertaken 
to evaluate clinical variables from randomized 
controlled trials (RCTs). 

METHODS Keyword searches were performed on 
Medline (1966-2011), EmBase (1980-2011), 
and CINAHL (1981-2011) for studies comparing 
RP and CP as the main arterial pump in adult CPB. 
Pooled fixed-effects estimates for dichotomous 
and continuous data were calculated as an 
odds ratio and weighted-mean difference, 
respectively. The P value was utilized to assess 
statistical significance (P < 0.05) between CP 
and RP groups. Eighteen RCTs met inclusion 
criteria, which represented 1868 patients (CP = 
961, RP = 907). The prevailing operation was 
isolated coronary artery bypass graft surgery 
(CP = 88%, RP = 87%). Fixed-effects pooled 
estimates were performed for end-of-CPB (ECP) 
and postoperative day one (PDO) for platelet 
count (ECP: P = 0.51, PDO: P = 0.16), plasma 
free hemoglobin (ECP: P = 0.36, PDO: P = 0.24), 
white blood cell count (ECP: P = 0.21, PDO: P 
= 0.66), and hematocrit (ECP: P = 0.06, PDO: 
P = 0.51). 

CONCLUSIONS No difference was demonstrated for 
postoperative blood loss (P = 0.65) or red blood 
cell transfusion (P = 0.71). Intensive care unit 
length of stay (P = 0.30), hospital length of stay 
(P = 0.33), and mortality (P = 0.91) were similar 
between the CP and RP groups. Neurologic 
outcomes were not amenable to pooled analysis; 
nevertheless, the results were inconclusive. 
There was no reported pump-related malfunction 
or mishap. The meta-analysis of RCTs comparing 
CP and RP in adult cardiac surgery suggests 
no significant difference for hematological 
variables, postoperative blood loss, transfusions, 
neurological outcomes, or mortality.

“Inflammatory Response to 
Colloids Compared to Crystalloid 
Priming in Cardiac Surgery Patients 
with Cardiopulmonary Bypass”
Liou HL, Shih CC, Chao YF, Lin NT, Lai ST, Wang SH, Chen HI
Chin J Physiol. 2012 Jun 30;55(3):210-8. doi: 10.4077/
CJP.2012.AMM122.

BACKGROUND “Cardiac surgery with cardiopulmonary 
bypass (CPB) induces a systemic inflammatory 
response syndrome that may contribute to 
postoperative morbidity and mortality. We investigated 
the in-flammatory responses to colloids compared to 
crystalloid priming in cardiac surgery patients with 
cardiopulmonary bypass. 

METHODS Thirty patients undergoing coronary 
artery bypass grafting (CABG) preparing for CPB 
were randomized into Ringer’s solution (RS), 
10% hydroxyethyl starch (HES) or 25% human 
albumin (HA) group. Serum concentrations of 
tumor necrosis factor-α (TNF-α), interleukin-1β 
(IL-1β), interleukin-6 (IL-6) and interleukin-10 
(IL-10) were measured before CPB, at the end 
of CPB and 1, 6 and 12 h after CPB. Serum 
C-reactive protein (CRP) was determined pre-
operatively and then daily for 2 days. 

RESULTS Body-weight gain was significantly 
decreased on the day after surgery in the HES 
group than in the RS group. Volume priming 
in CPB for CABG patients using HA or HES 
preparation had less tendency for intense 
inflammatory response with lower levels of 
TNF-α, IL-1β, IL-6 and higher levels of IL-
10 compared to patients treated with RS. HES 
prime had lower levels of circulating CRP than 
in patients treated with HA or Ringer prime on 
the second post-operative day. Our data indicate 
that volume priming using colloid during CPB in 
CABG patients might exert beneficial effects on 
inflammatory responses.”

Secondary Revascularization After 
CABG Surgery
Nat Rev Cardiol. 2012 Jul 10. doi: 10.1038/nrcardio.2012.100. 

[Epub ahead of print]

CABG surgery is an effective way to improve 
symptoms and prognosis in patients with 
advanced coronary atherosclerotic disease. 
Despite multiple improvements in surgical 
technique and patient treatment, graft failure 
after CABG surgery occurs in a time-dependent 
fashion, particularly in the second decade after 
the intervention, in a substantial number of 
patients because of atherosclerotic progression 
and saphenous-vein graft (SVG) disease. 
Until 2010, repeat revascularization by either 
percutaneous coronary intervention (PCI) or 
surgical techniques was performed in these 
high-risk patients in the absence of specific 
recommendations in clinical practice guidelines, 
and within a culture of inadequate communication 
between cardiac surgeons and interventional 
cardiologists. Indeed, some of the specific 
technologies developed to reduce procedural 
risk, such as embolic protection devices for SVG 
interventions, are largely underused. Additionally, 

the implementation of secondary prevention, 
which reduces the need for reintervention in 
these patients, is still suboptimal. In this Review, 
graft failure after CABG surgery is examined 
as a clinical problem from the perspective of 
holistic patient management. Issues such as the 
substrate and epidemiology of graft failure, the 
choice of revascularization modality, the specific 
problems inherent in repeat CABG surgery and 
PCI, and the importance of secondary prevention 
are discussed.

Off-Pump Bilateral Internal 
Thoracic Artery Grafting in Right 
Internal Thoracic Artery to Right 
Coronary System
Joo HC, Youn YN, Yi G, Chang BC, Yoo KJ
Ann Thorac Surg. 2012 Jul 13. [Epub ahead of print]

BACKGROUND Despite many large-volume studies 
on the use of bilateral internal thoracic artery 
(ITA) grafts, the benefits of a bilateral (B)ITA 
graft over a single (S)ITA graft for CABG remain 
controversial. This study compared midterm 
outcomes of BITA to SITA grafting in off-pump 
coronary artery bypass (OPCAB), focusing 
primarily on the right (R)ITA to right coronary 
artery (RCA) system.

METHODS From January 2000 to December 2009, 
1,749 patients underwent isolated OPCAB with 
ITA grafts. Using propensity score matching, 
366 BITA patients could be pairwise propensity 
matched to a SITA patient. We compared 
midterm survival and major adverse cardiac and 
cerebrovascular event (MACCE) between the 2 
groups. All patients in the BITA group underwent 
bilateral ITA grafting with the RITA anastomosed 
to the RCA system. Mean follow-up was 84.46 ± 
24.47 months (range, 5 to 120 months).

RESULTS Overall survival at 10 years was not 
significantly different between the 2 groups 
(84.6% vs 84.1%; p = 0.955). The 10-year 
cardiac-related death-free rate also did not 
significantly differ between the groups (90.0% 
vs 90.9%; p = 0.871). The 10-year MACCE-free 
rate did not significantly differ between the 2 
groups (79.7% vs 74.6%; p = 0.303).

CONCLUSIONS  At 10-year follow-up, BITA grafting 
did not offer advantages over SITA grafting in 
midterm outcomes, at least in the RITA to RCA 
system. The BITA grafting was similar to SITA 
grafting in overall and cardiac survival, and 
MACCE rates.

In this contemporary era of evidence based medicine, it is imperative to keep abreast of the latest findings 
and guidelines in the surgical literature. Reading time however is a premium few can afford with a busy clinical 

practice. This ‘Journals Watch’ section of Berita MATCVS summarises some of the more recent and important 
peer-reviewed published studies on all aspects of cardiothoracic surgical practice. 

The following abstracts have been diligently and thoughtfully selected by fellow members:
Mr Simon Vendargon, Mr Anas S Ressang and Mr Sivakumar Sivalingam. 

JOURNALS WATCH
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Preoperative Hyponatremia 
Predicts Outcomes After 
Cardiac Surgery
Crestanello JA, Phillips G, Firstenberg MS, Sai-Sudhakar 
C, Sirak J, Higgins R, Abraham WT
J Surg Res. 2012 Jun 22. [Epub ahead of print]

OBJECTIVE To study the effect of preoperative 
hyponatremia (Na <135 mEq/L) on outcomes 
after cardiac surgery.

METHODS From 2002 to 2008, 4370 patients had 
cardiac surgery at our institution (CABG in 2238, 
valve in 597, CABG valve in 537, other in 998). 
The institution electronic medical records, STS 
database, and Social Security death index data 
were analyzed. The association of hyponatremia 
with mortality, hospital length of stay (LOS), and 
complications was analyzed using regression 
analysis.

RESULTS Prevalence of hyponatremia was 21%. 
Patients with preoperative hyponatremia had 
lower left ventricular ejection fraction (39% 
± 17% versus 46% ± 14%, P < 0.001) and 
glomerular filtration rate (69 ± 32 mg/min/1.73 
m(2)versus 74 ± 27 mg/min/1.73 m(2), P < 
0.001) and higher median EuroSCORE (19% 
versus 9%, P < 0.001), NYHA class 3-4 (77% 
versus 65%, P < 0.001), prevalence of chronic 
obstructive pulmonary disease (25% versus 
18%, P < 0.001), and arteriopathy (20% versus 
13%, P < 0.001). Hyponatremia was associated 
with increased early mortality (9% versus 4%, 
P < 0.001), late mortality (24% versus 16%, 
P < 0.001), and LOS (13 versus 8 d, P < 
0.001). Mortality increased with the severity of 
hyponatremia. After adjusting for baseline and 
operative variables, hyponatremia was associated 
with increased hazard of mortality (hazard ratio 
[HR] 1.31, 95% confidence interval [CI] 1.14-
1.52, P < 0.001), risk of early mortality (odds 
ratio [OR] 1.52, 95% CI 1.09-2.12, P < 0.001), 
late mortality (HR 1.37, 95% CI 1.16-1.62, P < 
0.001), LOS (multiplier 1.26, 95% CI 1.15-1.39, 
P < 0.001), operative complications (OR 1.30, 
95% CI 1.00-1.69, P = 0.051), and dialysis (OR 
1.64, 95% CI 1.11-2.44, P = 0.013).

CONCLUSIONS Preoperative hyponatremia is 
common, especially in high-risk patients. It is an 
independent risk factor for mortality, prolonged 
hospitalization, and complications after cardiac 
surgery.

Development of The American 
Association for Thoracic Surgery 
guidelines for low-dose computed 
tomography scans to screen for 
lung cancer in North America: 
Recommendations of The 
AmericanAssociation for Thoracic 
Surgery Task Force for Lung 
Cancer Screening and Surveillance
Francine L. Jacobson et al
J Thorac Cardiovasc Surg 2012; 144:25-32

OBJECTIVE The study objective was to establish The 
American Association for Thoracic Surgery (AATS) 
lung cancer screening guidelines for clinical 
practice.

METHODS The AATS established the Lung Cancer 
Screening and Surveillance Task Force with 

multidisciplinary representation including 4 
thoracic surgeons, 4 thoracic radiologists, 
4 medical oncologists, 1 pulmonologist,1 
pathologist, and 1 epidemiologist. Members 
have engaged in interdisciplinary collaborations 
regarding lung cancer screening and clinical 
care of patients with, and at risk for, lung cancer. 
The task force reviewed the literature, including 
screening trials in the United States and Europe, 
and discussed local best clinical practices in the 
United States and Canada on 4 conference calls. 
A reference library supported the discussions and 
increased individual study across disciplines. The 
task force met to review the literature, state of 
clinical practice, and recommend consensus-
based guidelines.

RESULTS Nine of 14 task force members were 
present at the meeting, and 3 participated by 
telephone. Two absent task force members 
were polled afterward. Six unanimous 
recommendations and supporting work-up 
algorithms were presented to the Council of 
the AATS at the 2012 annual meeting in San 
Francisco, California.

CONCLUSIONS Annual lung cancer screening and 
surveillance with low-dose computed tomography 
is recommended for smokers and former smokers 
with a 30 pack-year history of smoking and long-
term lung cancer survivors aged 55 to 79 years. 
Screening may begin at age 50 years with a 
20 pack-year history of smoking and additional 
comorbidity that produces a cumulative risk of 
developing lung cancer of 5%or greater over the 
following 5 years. Screening should be undertaken 
with a subspecialty qualified interdisciplinary 
team. Patient risk calculator application and 
intersociety engagement will provide data needed 
to refine future lung cancer screening guidelines. 

Surgical Treatment of Lung 
Cancer: Predicting Postoperative 
Morbidity in the Elderly 
Population
Rueth NM, Parsons HM et al
J Thorac Cardiovasc Surg 2012; 143:1314-23

OBJECTIVES Surgical resection is standard 
treatment for early-stage non–small cell lung 
cancer; however, perception of postoperative 
risk may influence the decision to proceed 
for elderly patients. With population data, we 
analyzed postoperative complications and 
morbidity predictors for older patients undergoing 
lobectomy for stage I non–small cell lung cancer.

METHODS The Surveillance Epidemiology and 
End-Results–Medicare linked database (2000–
2005) identified patients (ages 66–80 years) 
undergoing lobectomy for stage I non–small cell 
lung cancer. We comprehensively evaluated in-
hospital postoperative complications (pulmonary, 
cardiac, infectious, non cardiopulmonary) with 
International Classification of Diseases, Ninth 
Revision, diagnosis codes. Logistic regression 
models were constructed to identify patient, 
tumor, and treatment characteristics associated 
with complications.

RESULTS In all, 4171 patients were included, 2329 
of whom had 4097 in-hospital postoperative 
complications (55.8%). Pulmonary complications 
were most common (n = 1598; 38.3%) followed 

by cardiac (n =1020; 24.5%). Complications 
were significantly associated with age at least 75 
years, male sex, higher comorbidity index, larger 
tumors, and treatment at nonteaching hospitals 
(P<.05). Patients with complications had a longer 
median stay (8 days) than patients without (6 
days; P<.001). The 30-day mortality was 4.2%.

CONCLUSIONS Population-based analysis 
demonstrated that perioperative complications 
after lobectomy for stage I non–small cell lung 
cancer in older patients exceeded 50% and 
were associated with specific patient, tumor, and 
treatment characteristics. Better understanding 
of the impact of these risk factors may facilitate 
surgical decision making and encourage 
implementation of more effective perioperative 
care guidelines for older surgical patients.

Primary Neuroendocrine Tumors 
of the Thymus: A Multicenter 
Experience of 35 Patients
Cardillo G, Rea F et al
Ann Thorac Surg 2012; 94: 241– 6

BACKGROUND Primary neuroendocrine tumors of the 
thymus (NETT) are rare tumors and represent a 
distinct category of tumors collectively displaying 
morphologic and biological neuroendocrine 
features. We sought to evaluate factors influencing 
long-term survival in patients with primary NETT.

METHODS  From January 1990 to April 2011, 35 
patients (27 male patients and 8 female patients) 
were surgically treated for primary NETT at 5 
institutions.

RESULTS No operative (30-day) mortality occurred. 
Morbidity was 37.14% (13/35 patients). All 
patients were followed for a total of 2,703 months. 
Fourteen patients had associated paraneoplastic 
syndrome. Twenty-four patients are alive, 19 of 
whom are free of disease and 5 of whom continue 
to have disease. The median overall survival was 
153 months. The overall 5-year and 10-year 
actuarial survival rates were 84.34% and 60.82%, 
respectively. The 10-year survival was evaluated 
according to histologic type (typical carcinoid, 
77.92%; atypical carcinoid, 54.55%; large-
cell neuroendocrine carcinomas, 0%; Masaoka 
staging (stage I, 100%; stage II, 66.67%; stage III, 
61.9%; stage Iva, 25%; stage IVb, 0%), presence 
of paraneoplastic syndrome (no 70.67%; yes 
32.14%), postoperative radiotherapy (yes 
39.71%; no 85.71.%), Surveillance, Epidemiology, 
and End Results (SEER) staging system (localized 
disease, 83.3%; regional disease, 53.3%; distant 
disease, 0%), tumor size (<7 cm 90.9%; >7cm 
28.7%; p 0.0007), and Ki67 expression,which 
was available in 23 patients (<10% 85.71%; 
>10% 0%; p 0.0037).

CONCLUSIONS The prognosis of primary NETT is 
statistically significantly related to tumor size >7 
cm and to the proliferation index (evaluated by 
Ki67 expression >10%). The histologic type of 
the neoplasm, the presence of a paraneoplastic 
syndrome, the Masaoka staging, the evidence of 
distant disease, and postoperative radiotherapy 
also impact prognosis.
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The Role of Surgical Management 
in Recurrent Thymic Tumors
Masatsugu Hamaji, MD, Mark S. Allen, MD, Stephen D. 
Cassivi, MD, Francis C. Nichols III, MD, Dennis A. Wigle, 
MD, PhD, Claude Deschamps, MD, and K. Robert Shen, MD
Division of General Thoracic Surgery, Mayo Clinic, Rochester,
Minnesota

Ann Thorac Surg 2012;94: 247–54

BACKGROUND There are few data on outcomes after 
surgical treatment for recurrent thymic tumors. 
The aim of this study is to analyze and compare 
long-term outcomes of treatments for recurrent 
thymic tumors.

METHODS Between January 1956 and December 
2009, 344 thymic tumors were surgically 
resected (309 thymomas, 22 thymic carcinomas, 
12 thymic carcinoids, and 1 thymolipoma). There 
were 48 recurrences (13.9%): 30 thymomas, 
9 thymic carcinomas, and 9 thymic carcinoids. 
There were 27 men and 21 women with a median 
age of 51 years (range, 27 to 83). Retrospective 
chart review was performed. Relevant factors for 
recurrence as well as survival and progression-
free interval were analyzed.

RESULTS The median follow-up interval from the 
initial operation was 83 months (range, 9 to 515). 
Recurrence adversely affected overall survival in 
surgically resected thymic tumors (p _ 0.0014). 
In multivariate analysis, the initial Masaoka 
stage, incomplete resection, and World Health 
Organization histology were significant risk 
factors for recurrence. In multivariate analysis, 
only surgical management was associated with 
prolonged survival (p =0.0038) and improved 
progression-free interval (p =0.0378) in 
recurrent thymoma. Five-year survival after 
recurrent thymoma was 54%. For recurrent 
thymic carcinoma, surgery did not improve 
survival. For these patients, chemotherapy was 
associated with improved progression- free 
interval after recurrence (p = 0.0295). There 
were no 5-year survivors of recurrent thymic 
carcinoma.

CONCLUSIONS Our data suggest that surgical 
management is associated with better outcome 
and is the treatment of choice for recurrent 
thymoma. For recurrent thymic carcinoma, 
surgical management has a very limited role, and 
chemotherapy appears to be a more effective 
treatment modality.

Single-patch, 2-patch, and caval 
division techniques for repair of 
partial anomalous pulmonary 
venous connections: Does it matter?
Sameh M. Said, Harold M. Burkhart, Hartzell V. Schaff et al
J Thorac Cardiovasc Surg 2012;143:896-903

OBJECTIVE We reviewed our experience with 
the single-patch, 2-patch, and caval division 
techniques for repair of a partial anomalous 
pulmonary venous connection. 

METHODS From 1990 to 2009, 124 patients (65 
male patients; 52%) were identified. The single-
patch, two-patch, and caval division technique 
was used in 60 (49%), 24 (19%), and 40 (32%) 
patients, respectively. The median age was 34.5 
years (range, 1–76). Of the 124 patients, 99 
(80%) had an atrial septal defect. 

RESULTS  There was no early mortality. Survival at 
5, 10, and 15 years was 99%, 95%, and 82%, 

respectively. One patient (3%) in the caval division 
group required early reoperation for superior 
vena caval obstruction. All patients, exept for 3, 
had regained sinus rhythm at discharge. Late 
superior vena caval obstruction developed in 3 
patients (7.5%) in the caval division group, 3 
(5%) in the single-patch group, and 1 (4%) in the 
2-patch group ( = .5). Two patients underwent 
reoperation for late pulmonary vein obstruction: 
1 (2%) in the single-patch group and 1 (4%) 
in the 2-patch group (P = .08). A permanent 
pacemaker was required in 3 patients (3%). 

CONCLUSIONS Surgical treatment of partial 
anomalous pulmonary venous connections is 
associated with excellent outcomes. The overall 
incidence of late superior vena caval or pulmonary 
vein stenosis is low. Although not significant, the 
2-patch technique might be associated with 
a greater incidence of sinus node dysfunction 
and late pulmonary venous stenosis. The late 
development of superior vena caval obstruction 
is a concern with all techniques, necessitating 
close follow-up.

Characterization of Non-
Technical Skills in Paediatric 
cardiac surgery: communication 
patterns†
Raquel Santos*, Luís Bakero, Paulo Franco et al
Eur J Cardiothorac Surg (2012) 41(5): 1005-1012

OBJECTIVES The management of non-technical 
skills in complex surgical domains, such as 
paediatric cardiac surgery, is being recognized as 
a major factor for both performance and safety. 
Communication patterns are very relevant for 
safety and were analysed in this human-factor 
observational study. 

METHODS One behaviour observer taped and 
video-recorded the communication patterns for 
10 consecutive paediatric open-heart cases, at 
a university institution, performed by variable, 
informal teams. Records were analysed for 
communication frequency, direction, type, 
content and pattern on the one hand, and on the 
other hand for factors influencing communication. 

RESULTS  A total of 10 167 communication flows 
were read, with an average of 1017 ± 170.9 per 
procedure over an average duration of 136.15 
± 19.52 min. The frequency of communication 
was maximal between the main surgeon and 
the scrub nurse (16% of all communications), 
followed by the main surgeon to the first surgical 
assistant (13.8%) and the main surgeon to the 
perfusionist (12.4%). Communication between 
the main surgeon and the anaesthetist was not 
more than 5%. Types of communication varied 
from requests, questions, answers, statements, 
informations and explanations, and being 
different for distinct staff roles: the main surgeon 
to the scrub nurse involved 84.2% requests, 
the main surgeon to the first surgical assistant 
59.9% statements and the perfusionist to the 
main surgeon 65.4% answers. Communication 
patterns varied, being ‘closed-loop’ (with 
feedback and double-check) only between 
the main surgeon and the perfusionist, and 
mostly open among other team members. 
Communication-disturbing factors such as noise, 
technology-related events, resource-based 
problems and supervisory and training-related 
issues were also found. 

CONCLUSIONS Communication is very frequent in 
paediatric cardiac surgery and shows a complex 
pattern. There is room for improvement, namely by 
a more formal and standardized communication 
flow structure that can be achieved with the help 
of behavioural, technological and organizational 
initiatives.

Surgical Valvuloplasty Versus 
Balloon Aortic Dilation for 
Congenital Aortic Stenosis: 
Are Evidence-Based Outcomes 
Relevant?
John W. Brown, MD*, Mark D. Rodefeld, MD, 
Mark Ruzmetov, MD, PhD, Osama Eltayeb, MD, 
Okan Yurdakok, MD, Mark W. Turrentine, MD
Ann Thorac Surg 2012;94: 146-155. doi:10.1016/j.athoracsur. 

2012.02.054

BACKGROUND For children with congenital aortic 
stenosis (AS) who are selected for biventricular 
repair, valvuloplasty can be achieved by surgical 
aortic valvuloplasty (SAV) or by transcatheter 
balloon aortic dilation (BAD). A retrospective study 
was undertaken to compare the effectiveness 
of BAD versus SAV, evaluating the long-term 
survival, incidence of aortic valve restenosis or 
aortic insufficiency (AI) or both, and freedom 
from reoperation for repeated valve repair or 
replacement. Neonates less than 2 months of 
age were excluded from this comparison. 

METHODS We reviewed the outcomes of children 
undergoing repair by SAV (n = 89) and BAD 
(n = 69) at our institution during a recent 20-
year period. Clinical and echocardiographic 
follow-up were analyzed. The patient groups 
were compared with regard to the persistence 
or recurrence of postoperative aortic gradients 
and valve insufficiency and valve-related 
reintervention, including aortic valve replacement 
(AVR). 

RESULTS There was no significant difference 
between the groups with respect to mean age, 
body surface area, valve anatomy, sex, and 
preoperative gradients. Our data demonstrate 
that gradient reduction, AI, and the need for 
reintervention were worse for BAD. Aortic 
gradients at last follow-up were similar in both 
cohorts, but return of a significant gradient 
occurred sooner for patients who had BAD. Aortic 
gradient at discharge was significantly better for 
the patients who underwent SAV. Kaplan-Meier 
analysis showed that at 10 years, comparison 
of SAV and BAD was as follows: freedom from 
reintervention, 72% versus 53% (p = 0.02) and 
freedom from AVR, 80% versus 75% (p = 0.32). 

CONCLUSIONS BAD yields less gradient reduction, 
more postprocedural AI, and a shorter interval 
between initial and subsequent reintervention 
than does SAV. Our results demonstrate that 
SAV is safe and effective and that residual 
gradients and degree of AI are low. After SAV, 
the need for AVR can usually be delayed until 
the child is significantly older. The long-term 
functional stability after SAV is excellent. BAD 
in comparison is associated with an increased 
frequency and severity of AI and the need for 
earlier reintervention and valve replacement. 
SAV should be offered to all patients beyond the 
newborn period because it gives superior and 
longer lasting palliation. 
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100,000 Hearts: 
A Surgeon’s 
Memoir
by DENTON A. COOLEY MD

University of Texas Press – First Edition 2012

Price: USD$29.95 Hardback 207 pages 

This truly fascinating book on the life and times of the remarkable 
North American heart surgeon Denton Cooley has just been 
published this year. I thoroughly recommend any medical 
student, surgical trainee and practising cardiac surgeon to read 
it. Written by Dr Cooley himself, currently aged 92 years, it 
charts his illustrious career from the dawn of modern cardiac 
surgery, when he was a first assistant to Alfred Blalock at the 
world’s first successful “blue baby” operation at Johns Hopkins 
in 1944 to his ultimate legacy in establishing one of the most 
renowned and prolific heart hospitals in the world, namely the 
Texas Heart Institute in Houston in 1962 where incidentally 
he remains Surgeon-in-Chief. Along the way Cooley achieved 
many world “firsts” as he pioneered innumerous procedures 

and techniques. This autobiography also provides a unique personal perspective of his remarkable relationship with 
lifelong bitter rival, the legendary late Dr Michael E. DeBakey and their eventual belated reconciliation. In his personal 
life Cooley suffered the ‘disappointment’ of having five daughters and no sons, survived financial bankruptcy and the 
anguish of a daughter’s suicide. The story of how a shy high school basketball protégé with an ambition for dentistry 
emerged to become quite possibly the 20th century’s most influential, prolific, honoured and renowned heart surgeon 
is quite simply inspirational and fascinating, and these memoirs provide a personal portrait and rare glimpse of a true 
legend. I thoroughly recommend this wonderful book to anyone with an interest in cardiothoracic surgery.

“For an hour or so on the operating table, each of my patients had my total attention… In most cases, 

we were nearly strangers, yet all of these people put their hearts in my hands for a brief period. At the same time 

that I touched their hearts, they also touched mine.” – Denton A. Cooley, M.D.

QUOTE FROM CHAPTER 5:

On one occasion when Denton Cooley was the defendant in a medical liability trial he was interrogated by the plaintiff’s 
lawyer as follows: 

Lawyer: Dr Cooley, do you consider yourself the best heart surgeon in the world? 

Cooley: Yes.

Lawyer: Don’t you think that’s being rather immodest? 

Cooley: Perhaps… but remember I’m under oath.

BOOK REVIEW
DR ANAND SACHITHANANDAN
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Y  LUNG CANCER STAGING
– WHAT YOU NEED TO KNOW

The latest 7th edition TNM staging nomenclature for 
lung cancer was introduced in 2008. The International 
Staging Project of the International Association for the 
Study of Lung Cancer (IASLC) (Prof Peter Goldstraw 
et al) are credited with undertaking much of the 
review work that led to the new proposals. In summary, 
here are the pertinent changes in the 7th edition 
(J Thorac Oncol 2009;4 (6): 671-3). 

1. Size Cut Points
In addition to the 3 cm cut point that traditionally 
separated T1 and T2 tumors, new parameters have 
been introduced at 2, 5, and 7 cm. T1 tumors are now 
subdivided into T1a and T1b around the 2 cm cut 
point. T2 tumors have been subdivided into T2a and 
T2b around the 5 cm cut point, and tumors >7 cm are 
now classified as T3.

2. Additional Tumours/Nodules
Cases in which additional tumor nodules are found 
have been reclassified. Those in the same lobe as the 
primary tumor are now classified as T3, those in the 
other ipsilateral lobe(s) are T4 and those in the opposite 
lung are now M1a.

3. Malignant Effusions
Cases associated with pleural or pericardial nodules/
effusions have been reclassified from T4 to M1a.

4. Metastatic Disease
M1 disease due to distant metastases has been reclassified 
as M1b.

There are consequential changes to some stage 
groupings:

1. The smaller T2 tumors, those >3 cm but ≤5 cm, 
become T2a, and T2a N1 M0 cases are down-staged 
from stage IIB to IIA.

2. The larger T2 tumors, those that are >5 cm but ≤7 
cm become T2b and those tumors >7 cm become 
T3, are up-staged in the new TNM subsets they now 
join; T2b N0 M0 cases from stage IB to IIA, T3 N0 
M0 from IB to IIB and T3 N1 M0 from IIB to IIIA.

3. Those cases with additional tumor nodules in the 
lobe of the primary, now T3 and not T4, will be 
down-staged from stage IIIB; if N1 or N2 to stage 
IIIA, and if N0 to stage IIB.

4. Those cases with additional tumor nodules in other 
ipsilateral lobe(s), now T4 and not M1, will be 
down-staged from stage IV; if N2 or N3 to stage IIIB, 
and if N0 or N1 to stage IIIA.

5. Tumors that are T4 due to other features will be 
down-staged if N0 or N1 from stage IIIB to stage 
IIIA.

6. Tumors associated with pleural or pericardial 
nodules/effusions become M1a instead of T4 and are 
consequently up-staged from IIIB to stage IV.

Implications for Surgeons and Clinicians: 
Some of these changes to the descriptors and stage 
groupings will have consequences for established 
treatment algorithms. Should those larger tumors 
that are node negative and which move from stage 
IB to stages IIA or IIB be considered for adjuvant 
chemotherapy after complete resection? The evidence 
to date has shown a survival benefit to such an approach 
in stage II cases but the evidence for this approach in 
stage IB is controversial and its use is unproven.

It is likely there will be a greater emphasis on the role 
of surgery, probably in a multimodality setting, in cases 
that have been down-staged from stage IV or IIIB to 
IIIA or IIB. Common sense will restrict such calls to 
selected cases, but again trials will be needed to show 
the possible benefit of such surgery. 

Shortcomings 
The 7th edition of TNM is based upon the largest data 
base ever accrued, with global representation and cases 
treated by all modalities of care. There has been more 
extensive analysis, and internal and external validation 
never before used to support changes to the TNM 
classification. However, such a retrospective data base 
has its limitations and failings. There are shortcomings 
in the geographical accrual and still an unrepresentative 
dominance of surgically treated cases. The data were not 
collected for the primary purpose of TNM analysis and, 
with so many languages, quality control was limited. 
The routine use of PET scanning postdated the period 
of data collection. 

The Future
The IASLC proposes to improve these aspects in time 
for the 8th edition of TNM. A prospective data set has 
been agreed, funding has been secured for the 7-year 
cycle leading up to the 8th edition. A web-based data 
collection system is being developed and tested to make 
data submission easier for those who collaborate in this 
next phase. Data collection has also been expanded to 
incorporate neuro-endocrine tumors and mesothelioma.
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NEW 
GUIDELINES

from the American Association for Thoracic Surgery 
(AATS) now recommend annual lung cancer screening 

with low-dose computed tomography (LDCT) screening 
for certain populations

1. Smokers and former smokers who are between the ages of 55 and 79 who have smoked the 
equivalent of a pack of cigarettes every day for 30 years. 

2. Screening may begin at age 50 years with a 20 pack-year history of smoking and additional 
comorbidity that produces a cumulative risk of developing lung cancer of 5% or greater over the 
following 5 years.

3. Screening be undertaken with a subspecialty qualified interdisciplinary team.

4. These guidelines are also unique in that they address lung cancer survivors. The guidelines note 
that the initial surveillance after the perioperative period is to identify recurrent disease. 
Lung cancer survivors should have annual LDCT 5 years post therapy to detect a new primary 
lung cancer until the age of 79 years.
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A woman accompanied her husband to the doctor’s office. After his check-up, the doctor called the wife into his 
office alone. He said, “Your husband is suffering from a very severe disease, combined with horrible stress. If you 

don’t do the following, your husband will surely die.”

“Each morning, fix him a healthy breakfast. Be pleasant, and make sure he is in a good mood. For lunch make him a nutritious meal. For dinner prepare 
an especially nice meal for him. Don’t burden him with chores, as he probably had a hard day. Don’t discuss your problems with him, it will only make 
his stress worse. And most importantly, make love with your husband several times a week and satisfy his every whim. If you can do this for the next 
ten months to a year, I think your husband will regain his health completely.”

On the way home, the husband asked his wife, “What did the doctor say?” She looked him straight in the eye and replied, “You’re going to die.”

A well known rich businessman’s wife broke her hip. The businessman got the best bone surgeon in town to do the 
operation. The operation consisted of lining up the broken hip and putting in a screw to secure it. The operation went 
fine, and the doctor sent the business man a fee for his services of $5000.

The businessman was outraged at the cost, and sent the doctor a letter demanding an itemized list of the costs. 
The doctor sent back a list with two things:

1 screw $ 1 
Knowing how to put it in $ 4999
Total $ 5000

The businessman never argued.

bc bc bc bc bc bc bc bc bc bc bc bc bc bc bc bc bc bc bc bc bc bc

J O K E

Congratulations to fellow members: Dato’ Prof Dr Mohd Ezani Taib (IJN) on being conferred the Darjah 
Dato’ Paduka Makhota Perak (DPMP) by HRH Sultan Azlan Shah of Perak in conjunction with His Majesty’s 
84th birthday and Datuk Dr Jeswant Dillon (IJN) on being conferred the Darjah Setia Pangkuan Negeri (DSPN) in 
conjunction with His Excellency Tun Abdul Rahman Abbas- Governor of Penang’s 74th birthday.  

Mr Faisal Ismail has been appointed Head of Department at the new MOH cardiothoracic unit at Hospital Tengku 
Ampuan Afzan in Kuantan, Pahang. Mr Faisal will be joined at HTAA by fellow consultant surgeon Mr Khadri.

Mr Abu Yamin has joined Mr David Tang as the second consultant cardiothoracic surgeon in Sabah at 
Queen Elizabeth Hospital, Kota Kinabalu.

The following members have been appointed to the cardiothoracic subspecialty accreditation committee of the 
National Specialist Register:

Dato’ Prof Dr Zainuddin Wazir (Chairman) 

Tan Sri Dato’ Dr Yahya Awang

Dato’ Prof Dr Azahari Yakub

Dato’ Dr Abdul Rahman Ismail

Dr Jong Yuan Hsun

Prof Dr Zamrin Dimon

In May, IJN Chief cardiothoracic surgeon Datuk Dr Mohd Azhari Yakub led a surgical team who successfully carried 

out implantation of the Sorin Percival sutureless heart valve in two patients with aortic valve disease, the first such 

procedures in Asia. 

NEWS

“Chief cardiothoracic surgeon Datuk Dr Mohd Azhari Yakub 
(left) and clinical director of adult surgery Dr Jeswant Dillon 
showing the new sutureless aortic valve prosthesis at the 
National Heart Institute in Kuala Lumpur”.
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PRE-CONVENTION WORKSHOP 6

CARDIAC SURGERY 
ADVANCED LIFE SUPPORT 

(CALS) COURSE
15th NOVEMBER 2012

VENUE : 

Sutera Harbour Convention Centre 
Kota Kinabalu, Sabah, Malaysian Borneo

(Limited to 30 participants on a first-come first-served basis)

0800 – 0830 Registration
0830 – 0845 Introduction by Sharil Azlan Ariffin
0845 – 0930 Practical Cardiac Arrest 
0930 – 1000 EACTS Guidelines
1000 – 1045 Practical Demonstration of Cardiac Arrest Protocol
1045 – 1100 Tea

   LECTURES
1100 – 1120 Low Blood Pressure
1120 – 1140 Poor Gases
1140 – 1200 Tracheostomy Emergencies
1200 – 1220 Low Urine Output
1220 – 1330 Lunch

   WORKSHOP STATIONS
1330 – 1600 Emergency Airway Management in Arrest
   How To Reopen The Chest
   Emergency External & Epicardial Pacing, 
   Internal Defibrillation, Internal Massage, 
   Practical Scenarios, CXRs, ECGs
1600 – 1620 Tea

1620 – 1720 Putting It All Together
1720 – 1820 Test Moulage
1820 – 1840 Summary, Certificate Presentation & Closure

HIGHLIGHTS

The programme has been designed to highlight key 
aspects of post cardiac surgery resuscitation & enable 
practitioners to learn and rehearse the skills required for 
the resuscitation of these patients.  This includes:

•	 Sternal Re-Opening
•	 Haemodynamic Resuscitation
•	 Pacing
•		 Airway Emergencies
•		 Internal Defibrillation
•		 Internal Cardiac Massage

EMAIL secretariat@atcsa2012.com.my
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EVENTS CALENDAR

2012 AATS MITRAL CONCLAVE 
WORKSHOP
15 – 16 SEPTEMBER 2012 

VENUE

Mampei Hotel Karuizawa
Nagano, Japan 
ABSTRACT SUBMISSION DEADLINE

12 July 2012 
EMAIL

mitralconclave2012@congre.co.jp
ADDIT IONAL INFORMATION

http://mitralconclave-jp.com/

FOCUS : Valve 2012 – 4th Training 
Course for Minimally Invasive Valve 
Surgery
16 – 18 SEPTEMBER 2012 

VENUE

University Hospital Innsbruck – Grosser 
Hoersaal 
Innsbruck, Austria 
EMAIL

office@ee-pco.com
ADDIT IONAL INFORMATION

http://www.focusvalve.org

Reconstruction of the Aortic Valve 
and Root – A Practical Approach
19 – 21 SEPTEMBER 2012 

VENUE

University Hospital of Saarland 
Homburg/Saar, Germany
EMAIL

cardiovascular.surgery@uks.eu
ADDIT IONAL INFORMATION

http://www.uks.eu/en/facilities/departments_
and_institutes/chirurgie/department_for_
cardiovascular_surgery/events/

Birmingham Review Course In 
Cardiothoracic Surgery
20 – 23 SEPTEMBER 2012 

VENUE

Birmingham Heartlands Hospital
Birmingham, United Kingdom
EMAIL

lorrainerichardson1@btinternet.com

Valve Forum Seoul 2012 
(Aortic Valve Disease)
21 – 22 SEPTEMBER 2012 

VENUE

Sheraton Seoul D Cube City Hotel
Seoul Korea (South) [Icalendar] 
EMAIL

valveforum@gmail.com
ADDIT IONAL INFORMATION

http://www.valveforum.org

ESTS School of Thoracic Surgery 
(Practical Course in the Laboratory)
24 – 25 SEPTEMBER 2012 

VENUE

Covidien European Training Center
Paris France
EMAIL

sue@ests.org.uk

VISAR in Hong Kong – EurAsian 
Perspectives on Aortic Disease
24 – 26 OCTOBER 2012 

VENUE

Postgraduate Education Centre Priince 
of Wales Hospital 
Hong Kong
ABSTRACT SUBMISSION DEADLINE

9 September 2012 
EMAIL

office@ee-pco.com
ADDIT IONAL INFORMATION

http://www.visar.at

Video-Assisted Thoracic Surgery 
Lung Resection Workshop
26 – 27 OCTOBER 2012

VENUE

CUHK Jockey Club Minimally Invasive Surgical 
Skills Centre
Shatin, Hong Kong
EMAIL

VATS2012@surgery.cuhk.edu.hk
ADDIT IONAL INFORMATION

http://www.surgery.cuhk.edu.hk/VATS2012/

26th EACTS Annual Meeting
27 – 31 OCTOBER 2012 

VENUE

Centre de Convencions Internacional de 
Barcelona 
Barcelona, Spain 
EMAIL

info@eacts.co.uk
ADDIT IONAL INFORMATION

http://www.eacts.org

2012 Australia & New Zealand Society 
of Cardiac and Thoracic Surgeons 
Annual Scientific Meeting (ANZSCTS)
11 – 14 NOVEMBER 2012 

VENUE

Hotel Grand Chancellor 
Hobart, Tanzania 
EMAIL

2012anzscts@tayloredimages.com.au
ADDIT IONAL INFORMATION

http://www.tayloredimages.com.au/
anzscts2012/index.html

Second International Joint Meeting on 
Thoracic Surgery, Barcelona 2012
14 – 16 NOVEMBER 2012 

VENUE

Auditorio Fomento de Trabajo 
Barcelona, Spain 
EMAIL

thoracic.surgery@actoserveis.com
ADDIT IONAL INFORMATION

http://thoracicsurgery2012.org/

ATCSA 2012 – 22nd Annual Congress 
Of The Association OF Thoracic And 
Cardiovascular Surgeons Of Asia
15 – 18 NOVEMBER 2012 

VENUE

Sutera Harbour Convention Centre 
Kota Kinabalu, Sabah, Malaysian Borneo 
ABSTRACT SUBMISSION DEADLINE

31 August 2012 
FAX

(603) 4023 8100
EMAIL

secretariat@atcsa2012.com.my
ADDIT IONAL INFORMATION

http://www.atcsa2012.com.my/
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