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I ntroduction

The public increasingly expects demonstration of competency from the physicians
providing their care and, perhaps unfortunately, regulatory organizations often respond to
public pressure. The onesthat could affect the practice of SCA membersinclude ABMS
(and its member board, the American Board of Anesthesiology), Joint Commission on
Accreditation of Healthcare Organizations (JCAHO), and even local hospitals through
their independent credentialing and privileging processes. In addition, health

mai ntenance organi zations and business cooperatives such as the Leapfrog Group and the
Institute for Healthcare Improvement (IHI) have demonstrated interest in setting volume
requirements for institutions and surgeons performing cardiac surgery.

Every year the Society of Cardiovascular Anesthesiologists office receives requests from
members and/or hospitals as to whether minimum volume recommendations for cardiac
anesthesiologists exist. These requests largely stem from literature regarding the impact
of hospital and surgeon volume on outcomes and the resulting recommendations from
groups that consider volume when making healthcare choices. As an organization that
advocates for improving patient care, it may be argued that the Society has an interest in
making evidence-based recommendations assuming that evidence exists.

Background information

Over the two decades, a substantial amount of literature has been published in the
medical literature regarding the association, or lack thereof, between hospital volume and
outcomes. Likewise, asignificant amount of literature discusses the relationship between
surgeon volume and outcomes. One of the most consistent correlations has been for
coronary artery bypass surgery, which has led some regulatory agencies as well as non-
governmental groups such as L eapfrog to recommend minimum volumes for hospitals
and surgeons performing coronary artery bypass graft (CABG) surgery (recommended
hospital volume >450 cases/year; recommended surgeon volume > 100 cases/year).
Twenty-six states require a Certificate of Need for new cardiac surgical services.

Given this data and subsequent volume recommendations for hospitals and surgeons, it is
predictable that questions arise as to whether there should be volume recommendations
for cardiac anesthesiologists aswell. While at first glance this may seem reasonable, it



warrants acritical review of the literature and the responses of other specialty societies
and boards.

As stated previoudly, there is an extensive body of literature regarding the association
between surgeon and/or hospital volume and outcomes including mortality and
readmission rates. However, there isabody of literature as well which demonstrates the
relationship is not always present and that |ow volume centers can have excellent
outcomes as well.

Recognizing that there would be a substantial push to limit cardiac surgery to high-
volume centers and high-volume surgeons, the Society of Thoracic Surgeons examined
theissuein 1996. They concluded, “there are no data to conclusively indicate that
outcomes of cardiac operations are related to a specific minimum number of cases...”
They went on to recommend that “..volume should not be used as a criterion for
credentialing of cardiac surgeons by hospitals, managed care groups, or others. Instead
each surgeon should be evaluated on his or her individual results.”

Conversely, the American College of Cardiology and American Heart Association have
actively been involved in collecting data and making recommendations for minimum
volumes for percutaneous cardiac interventions (PCl), both for individual operators as
well asingtitutional volume. Ironicaly, the drive to perform PCI as a primary
intervention for myocardial infarction has led to an increasing number of low volume
surgical centers due to the perceived need for cardiac surgical back-up on site. Currently,
there is no hard data which balances the effects of the calculated increased survival
conferred by PCI in the setting of ST elevation myocardial infarction with the potentially
decreased survival and increased morbidity of cardiac surgery performed in low volume
settings.

Given the pressure to consider minimum volume requirements, a number of issues need
to be addressed for cardiac anesthesiologists. It iswidely believed that most of the
cardiac anesthesiologist currently practicing in the United States are part-time cardiac
anesthesiologists. Although no hard data exists concerning this matter, a 2001 survey of
Cardiovascular/Thoracic anesthesiologists in Canada revealed that 84% practice some
cardiac anesthesia, but only 32% indicated cardiac anesthesia as their primary area of
practice (personal communication with David Mazer, M.D). The median number of
hours/week spent performing cardiac anesthesia was ten suggesting the average
anesthesiologist provides anesthesiafor one to two cases/week in a setting where cardiac
surgery has intentionally been regionalized. It isunclear how one would deal with a
setting where an anesthesiologist may be involved in the care of multiple cardiac cases
for which (s) he does not receive credit. One could argue that care of patients undergoing
major vascular surgery should receive credit or taking care of cardiac patientsin and
intensive care unit, or other clinical activities, which might correlate with an ability to
provide quality anesthetic, care to cardiac surgical patients. Similarly, how does one
account for experience? Should a cardiac anesthesiologist with twenty-five years or more
of experience be required to perform the same number of cases as a new anesthesiol ogist
who may not have completed an accredited fellowship program? Another factor which



complicates the decision is how to accredit practitionersin rural areas. If these
practitioners cannot achieve the numbers needed for accreditation, it could result in
diminished servicesto rural populations.

It must be recognized that cardiac anesthesiologists have accommodated minimum
volume recommendations in some circumstances. The criteriafor an ACGME accredited
cardiac anesthesia fellowship include minimum volume recommendations (>40 valves, >
50 CABG, > 70 total procedures). Similarly the National Board of Echocardiography has
minimum requirements for board certification that is often viewed as a surrogate for
certification in cardiac anesthesiology. The basis of these recommendationsis unclear,
but is likely based on expert opinion.

Even if cardiac surgeons have declined to issue minimum volume recommendations,
should there be recommendations for cardiac anesthesiologists? Oddly, the literature is
essentially non-existent on thisissue. In the absence of evidence to support an
association, it isimpossible to make a recommendation based on anything other than a
guess which could not be particularly well educated.

Conclusion

The lure of setting minimum volume levels for cardiac anesthesiologists may well prove
asirresistible as catnip to insurers and regulators. The Society of Cardiovascular
Anesthesiologists should work to ensure this does not occur in the absence of any science
to guide these decisions.
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