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[bookmark: bookmark6][bookmark: bookmark7]1.2.  Definition and nature of cardiac surgery
The specialty of cardiac surgery deals with the diagnosis and invasive / surgical inpatient and outpatient treatment of congenital and acquired heart disease and major vascular disease.
The main disease groups in our specialty are:
· coronary artery disease (surgical revascularization of myocardium) and complications (cardiac septal defects, acute mitral valve insufficiency, aneurysmal dilatation of the left ventricle, etc.)
· heart valve damage
· Congenital heart failure
· arrhythmia (ablation in the treatment of atrial fibrillation)
· end-stage heart failure (assisted pumps, heart transplantation, ECMO)
· cardiac tumors (mainly benign myxoma)
· operations on the ascending thoracic aorta and the aortic arch (chronic aneurysms or acute lameness).

Cardiac surgery can only be provided in specialized wards in advanced stage hospitals as a result of modern interdisciplinary approach to the patient, ie a strong link to cardiology service, including interventional cardiology and advanced stage specialist intensive care.
Current state of cardiac surgery in Estonia
There are two departments of cardiac surgery in Estonia: the North Estonian Regional Hospital (PERH) and the Tartu University Hospital (TUK). Cardiac surgery centers work successfully with collective experience (in collaboration with surgery, cardiology, anesthesiology and intensive care), and the establishment of new centers is only possible with the redistribution of people with existing experience in Estonia, and is therefore relatively unrealistic.
Both centers offer full surgical treatment of adult heart disease and in Tartu also treatment of congenital heart defects in children. Children are defined as up to 18 years of age. In addition, a surgeon from Tartu has performed ligation of open arterial duct in premature children at Tallinn Children's Hospital. This is necessary to prevent the critical transportation of children in critical condition.

	 
	PERH
	TUK

	Surgical staff
	full time - 4
half time - 1  
residents - 1  
	full time - 3
half time - 1  
residents - 1  
technicians - 1  

	Heart surgery a year
	ca 500 - 550
	about 400

	Service area for Acquired conditions
	mainly Northern Estonia  
(Tallinn)
	mainly in Southern Estonia

	Service area for congenital malfunctions
	-
	the whole republic


 
There are some changes in the number of operations. Due to the expansion of interventional cardiologic activity, there is a slight decrease in aortocortical bypass grafting, but a number of aortic valve prostheses have been added. If the waiting queue is properly timed according to the condition of the patients, it can be said that the Republic of Estonia is fully covered by adequate cardiac surgery, except for a few problematic diseases.
The EHIF would continue to expect surgery figures of between 900 and 1000 operations per million inhabitants, which has become the average of European countries in recent years.

[bookmark: bookmark10][bookmark: bookmark8][bookmark: bookmark9]1.2. Priorities for the development of cardiac surgery

Adequate treatment for an aging and 'sick' patient population
As the population ages, there is evidence of a higher incidence of coronary artery atherosclerosis, acquired heart valve disease and cardiac arrhythmias in older age. However, the number of coronary artery bypass graft surgery in younger patients may be reduced and valve pathology with rheumatic genesis is disappearing. Heart surgery, we also need to consider the fact that more and more people are needed to operate the older and more and more are operated severe comorbid conditions of patients, so-called fragile (fragile ) patients in the operational risk and cost of enhancing co-morbidities. Providing them with adequate and effective treatment is a challenge for the entire team - surgeons, intensive care, follow-up. With the increase of experience and resources, an increase in the number of patients can be expected, to whom we will be able to provide treatment that improves or maintains the quality of life for the last life of the patients.
The number of treatments for congenital heart failure is directly related to the number of live births. If an increase or decrease in the number of births is predicted, an increase in the number of malfunctions requiring correction may also be expected, or decline. So far, the total number of different operations for congenital malformations has been in the range of 75-100 operations per year. However, severe malfunctions can be expected to decrease with adequate experience and availability of prenatal ultrasound diagnostics, and if parents succeed in persuading them to give birth to children with very severe heart failure.
We will see our top priorities for the next decade
1. Adding new treatments to the list of EHIF services (VAD, TAVI, ECMO, etc.) 
2. Revision of part of the existing list of services of the EHIF concerning cardiac surgery and real-life adjustment. Increased interest of EHIF in implementation of new therapies.  
3. Further staff training and return to Estonia. 
4. Supporting the construction of hybrid hubs for hospitals 
5. Developing collaboration with European clinics for the treatment / provision of rare diseases (rare and severe congenital heart defects, heart transplantation)  

[bookmark: bookmark11][bookmark: bookmark12][bookmark: bookmark13]1.3. Critical development needs

New treatments
On a global scale, the treatment of heart disease is developing very rapidly, particularly in the direction of mini-invasiveness and hybrid procedures, which should ideally alleviate the discomfort of patients with cardiac surgery and restore their ability to function more quickly. At the same time, these therapies are undergoing technological innovation and are therefore expensive. The list of endovascular and mini-invasive procedures for treating heart disease is expanding very rapidly, but it is important to keep a critical eye on which of these methods will remain on the market and at what cost and whether the initial conventional surgery is not equivalent to patients.
Over the next decade, we should strike a reasonable balance between the scale of the deployment of medical technology and the financial resources of the EHIF.
Transient aortic valve implantation (TAVI) and ventricular support devices (VAD) should definitely be added to the new therapies in the near future. These are specified below.
Significantly more therapies, such as mitral valve correction, short-term endovascular pumps, etc., may be added over a 5-10 year period, but this is difficult to predict.

Treatment of heart failure
There is currently no adequate surgical treatment in Estonia for the treatment of end-stage heart failure. There is no heart transplant program and no ventricular assist device (VAD ) is used. Our cardiac surgeons are already ready to install VAD (a precedent was created by SA PERH in 2010), but the procedure itself is not on the list of medical services. Training has been provided by various VAD companies and is ready to implant 5-10 VADs per year as needed. As far as heart transplants are concerned, it is very difficult to predict the future. The development of auxiliary pumps has been impressive and the current temporary solution prior to heart transplantation (bridge therapy) may soon become final destination therapy for the patient. In such a case, the need for a heart transplant would become marginal and the feasibility of developing a treatment method in Estonia would be questioned. In the 2012 European Society of Cardiology Heart Failure Treatment Guide, the combination of assistive pumps and transplants at the Cardiac Surgery Center is not considered merely desirable. As a result, we have taken several steps in Estonia to join the Nordic organ exchange organization Scandiatransplant and to reach an agreement on transplantations at Helsinki University Hospital. Logistically, this would be the most rational and imaginable solution, but for the time being we have been distrustful of the transparency of our business. What we need here is clear support from the state and clarity in financing the EHIF.

Endovascular valve replacement
Transcatheter heart valve ( THV ) has been introduced into clinical practice in recent years , using different pathways for implantation (interventional cardiologists using the peripheral artery, aortic arch or cardiac surgeons at the left ventricular end). The most common acronym has become TAVI ( transcatheter aortic valve inplantation ), which is, however, only one of several competing options. Widespread use of the method is hampered by its high cost and uncertainty over the long-term results. Therefore, elsewhere in the world, such valves are initially implanted only in elderly patients at high risk of surgery. According to the literature, TAVI does not make a financial gain compared to a regular harvest. However, in the coming years we can expect prices to become more affordable, which would allow us to introduce THV implantation more widely.
According to the latest census, there are 106,179 people aged over 75 living in Estonia, of whom about 5% have moderate or severe aortic narrowing. In turn, half of them should have complaints so severe that valve prosthesis would be indicated. We would find 2,650 such patients in Estonia. This kind of theoretical speculation, however, gives an idea of ​​the extent of the problem and its ignore so far, for example, in 2011 only 231 (Tallinn 121, Tartu 110) aortic valve operations were performed in Estonia. The demand for valve replacement surgery is clearly expected to increase over the next decade, with the concomitant illness and infirmity not allowing all those in need of traditional treatment. The list of endovascular and mininvasive procedures for the treatment of heart disease is expanding very rapidly in the world, and clinical surgery has been introduced into robotic surgery. Meanwhile, the relationship between manpower and technology has continued to shift in favor of the latter, which in turn increases the cost of procedures (especially drastically in our circumstances, where labor will still be significantly cheaper in the near future compared to the old European countries). With relatively limited financial resources in Estonia, we should only look critically at these developments and, where possible, implement only well-established and proven methodologies that provide the patient with a convincing advantage over previous uses.

List of EHIF services
The current list of EHIF services contains only three (?!) Codes representing cardiac surgery. Today, when surgeries have become very diverse (artificial blood circulation, working heart, mini-invasive), this is regrettably low. There is no possibility of adequate statistics, at least by EHIF codes.
The biggest discrepancy is in the financing of implantation of heart valve prostheses and support rings. The cost of one valve is adequately covered by the cutting price, but with two to three different prostheses, the service provider will have to make up the deficit from his own resources. In addition, the price of the products under the common denominator varies in a very wide range (400 - 2500 EUR).
Therefore, in the short term, the current cardiac surgery pricing model should be updated with the EHIF. As an addition, we see the placement of prosthetic denture correctors as an additional tool in surgery. This would allow for a flexible response to the price changes of the prostheses and would fairly offset the cost of the different "packages".

The role of the EHIF in the development of the profession
In general, the EHIF could also take the initiative in the future and, as advocates for the health of the Estonian people, come to see if we could offer one or another internationally accepted service to patients, they now have opportunities. Otherwise, we have to "beg" us for something that could be just the opposite.

Human resources
Cardiac surgery is a demanding specialty where psychomotor abilities are of paramount importance and make the choice of personnel difficult. Today, doctors take residency only on the basis of a theory test, and the candidate often has no idea of the practicalities of cardiac surgery. We have repeatedly been forced to admit that the will of a young man is not enough and that he has made a mistake in his choice. Unfortunately, the delicate and legally correct 'denial' scheme for such cases does not exist and situations have become uncomfortable for both parties.
The profession of cardiac surgeon is not currently popular with young people as it is considered too difficult (not to be taken up as a challenge) both physically and emotionally. Few suitable candidates are in demand from other disciplines, and competition is relentless in this regard.
We currently have 9 cardiac surgeons in Estonia, 2 of them retired. As there are only three under 55s, the next decade will see a sharp rise in the offspring. 2013 one surgeon completes a residency in cardiac surgery at PERH, another at the JRC in 2015. When older colleagues leave, this substitution is certainly not enough and there is an urgent need to train young people. The surgical treatment of congenital heart defects is particularly precarious because it is actually covered by only one surgeon at the JRC.
The situation (shortage of surgeons and residents) could be somewhat alleviated, and has been doing so for 5 years in Tartu, using surgical technicians, ie cardiopulmonary resuscitation, specialized training. surgery technicians. The legalization and popularization of this system could provide relief for a number of surgical specialties, where surgical assistance is standard and does not always require the involvement of an equivalent specialist. However, this should not affect the EHIF's price list, as there are frequent cases where, in addition to the technician, a specialist is needed at some stage of the operation, it should remain under the hospital's own organization decisions.

Comparison with the rest of the world
The Estonian cardiac surgery service is on a good level compared to other countries. We are doing better than the European average in terms of mortality, complication rates and post-operative hospital days. That is something we want to maintain, with sufficient funding.
In Europe, the history of cardiac surgery has been very large and powerful, but progress in the prevention of coronary heart disease and the emergence of competing therapies (PTKA) has recently reduced the need for ACT and has led to shorter waiting lists for surgery. There have been queues in connection with the curtailment of EHIF contracts.
In Estonia, very little effort would be needed to achieve a situation where cardiac surgery does not have to wait for months, or about 10-15% increase in volume (in terms of patient numbers). Certainly, more financially, because new treatment methods would have to be introduced while maintaining the current treatment.
In the world, part of the treatment of heart disease is rapidly moving towards so-called combined procedures and mini-invasive procedures. To this end, so-called hybrid surgery rooms are being built, where different treatments can be combined at the same stage of treatment (open and percutaneous revascularization of myocardium, treatment of arrhythmias, hybrid solutions of TAVI, aortic arch and descending portion thereof). Compared to North America, there are still few in Europe and a major downside is the high initial investment (US $ 3-9 million, including devices such as 3D rotary angiograph, MRI or CT scanner; in Europe, installation costs are estimated to start at $ 4 million).
According to the literature, only about 60-70% of the capacity of most hybrid rooms is used, but building them is one of the more expensive investments for the hospital. The hybrid room should be used interdisciplinarily (in addition to cardiac surgery, for example, neurosurgery, vascular surgery) and thereby optimize the use of both technical and human resources.
Such hybrid pits are not available in Tartu and Tallinn, and their installation or construction will be inevitable in the next decade. This would help improve patients' quality of life through less traumatic procedures, but would be more expensive due to modern technology.
Cardiac surgery is a serious physical and mental experience that can take months to recover. Many countries have a rehabilitation program for patients after heart surgery. In Lithuania, for example, the USSR maintained a network of national sanatoriums, to which all operated cardiac patients are now referred for rehabilitation. From the point of view of the patients, this arrangement was very justified. In Estonia, post-operative rehabilitation is not systematically developed, which may lead to a lower quality of life for our patients after heart surgery than elsewhere in the world. We could consider inpatient rehabilitation for all those who undergo cardiac surgery, or ~ 900 people per year.

[bookmark: bookmark14][bookmark: bookmark15][bookmark: bookmark16][bookmark: bookmark17]2. Service Distribution
[bookmark: bookmark18][bookmark: bookmark19]2.1. Hospital vs. Outpatient
Cardiac surgery is, and remains, in-patient specialist medical care. Patients generally receive treatment through cardiology departments where the disease is diagnosed. Cardiological examinations in county hospitals may also determine their need for surgical treatment during an outpatient specialist visit.
Outpatient follow-up of more complex cardiac surgery (valve surgery, thoracic aorta surgery) is also performed.
Follow-up of patients who have undergone surgical treatment for congestive heart failure (VAD, transplantation) should also be performed in an ambulatory manner. However, there will not be many patients.
The primary care system can contribute so much that it can recognize heart problems and send patients to simpler examinations early (exertion tests, echocardiography). Everything has worked out well in this regard and should continue to do so. It is better to send older people for research and treatment, who we can also adequately help.

[bookmark: bookmark20][bookmark: bookmark21][bookmark: bookmark22]2.2. Between hospitals
There are two departments of cardiac surgery in Estonia, at the North Estonian Regional Hospital and the Tartu University Clinic. This division should remain in place until 2020. No new centers based on private hospitals or other regional and regional hospitals are expected to be established, as most of these facilities do not have the necessary support system for advanced stage cardiovascular invasive research and experience. One hundred per cent does not exclude the redistribution of existing experience between Estonian hospitals and the creation of a new center on the basis of the existing competent workforce, especially when performing new, non-traumatic procedures.
Cardiac surgery is strongly linked to cardiology. This is where our patients come from, and most of the cardiology is done in these patients. Therefore, establishing and maintaining links with non-cardiovascular hospitals is essential in the future. It should address the issue of operational indications and patient selection criteria, for example in the form of a Heart Team . This would create more opportunities to influence the choice of treatment method (ACT vs. PTKA ) more equitably.

[bookmark: bookmark23][bookmark: bookmark24][bookmark: bookmark25]2.3. Rare diseases
The only rare disease in adults requiring cardiac surgery is heart tumors, the most common of which is myxoma. This treatment has been performed in Estonia for decades.
Rare diseases also include most complex congenital heart defects, including adult congenital malformations. If they have not been treated by the team of the Tartu University Hospital, they will be asked for help from German or Helsinki University Hospital colleagues. Especially the latter have been working very closely lately as they have the opportunity to help more Estonian children after the department has been renovated. Mostly referral to treatment is related to the rare incidence of such rare malfunctions in Estonia, which in turn is directly related to the number of births in Estonia.

[bookmark: bookmark26][bookmark: bookmark27][bookmark: bookmark28]2.4. Rare conditions
Advanced heart failure - there is no adequate surgical treatment in Estonia, no ventricular support equipment, or heart transplantation is involved. Although this development plan is expected to make this treatment available in the near future to tens of patients in Estonia, there are still the best ways and contacts to treat these patients at Helsinki University Hospital.
Endocarditis e. valve inflammation. From year to year, the number of those operating with such a diagnosis, often with catastrophic consequences for the patient, varies between 20 and 30. Etiologically, endocarditis is a social issue because it is often associated with drug abuse and poor oral hygiene. It would be important for the state to contribute more than before to alleviate these problems.
Aortic dissections. The operations are extraordinary and at the same time probably the most complicated in cardiac surgery, 10 - 15 of these patients gather in Estonia every year. In more complicated cases, patients are referred for surgery abroad already in the chronic stage of the disease (eg Germany's renowned aortic surgery center)

[bookmark: bookmark29][bookmark: bookmark30][bookmark: bookmark31]3. On-call service
In the specialty of cardiac surgery, there is no on-call schedule for surgeons in-house as well as a challenge. The operated patients are in the intensive care unit and are supervised by intensive care doctors. It would make sense to have at least a challenge watch chart. There are not enough surgeons in either Tallinn or Tartu, and in reality it works so that each surgeon is responsible for his or her patient.
To treat emergency cardiovascular patients, the team builds on a "who is available soon enough" principle. Depending on the complexity of the pathology and operation, not all surgeons can be equally employed, which increases the on-call duty of the more qualified (unfortunately, technicians and residents will be lost in this situation). With such an organization of work, ensuring a modern standard of care is often quite stressful.
As previously written, surgeons are needed. To cover the challenge watch circle, to allow all surgeons to deal with emerging situations, to cover day operations, to the outpatient clinic, and to teaching in Tartu.
In view of the above, one of the basic requirements of the development plan should be to increase the efficiency of the on-call service, in particular by increasing the number of cardiac surgeons.

[bookmark: bookmark32][bookmark: bookmark33][bookmark: bookmark34]4. Load standards
Unfortunately, load standards cannot be seriously discussed in our cardiovascular surgery because, if obeyed lawfully, waiting lists would be unacceptably lengthened. While in the Scandinavian countries, for example, an average of 80-100 operations a year is performed by a cardiac surgeon, we reach 200 in the busiest. We have been at the forefront of comparing surgical profiles for hours spent in the operating room and the retirement of older colleagues may, I fear, exacerbate the situation. The situation is similar with the guard service described above.
It is clear that operations in cardiac surgery are long and laborious. One surgeon should definitely not do two surgeries a day for a whole week.
This is supplemented by assistants, unless technicians or residents are used. Technicians and residents should bear most of the burden of assistance, which they do in Tartu. In Tallinn, this would free four surgeons from assisting with a total of 400-500 surgeries.

[bookmark: bookmark35][bookmark: bookmark36][bookmark: bookmark37][bookmark: bookmark38]5.     Forecasts
[bookmark: bookmark39][bookmark: bookmark40]5.1. Service demand forecast
Regarding the need for service, we agree with the Ministry of Social Affairs.
The share of surgery in the treatment of coronary heart disease has decreased worldwide. According to the European Database, the proportion of ACT from heart surgery decreased from 70% in 1999 to 50-60% in the next ten years, depending on the country. The main reason for this is definitely the stormy development of the PTKA. Thus, the number of these procedures in Estonia increased from 532 to 2522 over the same period. In the treatment of acute coronary syndrome, the proportion of ACT has continued to decline over the last decade. In the initial phase of myocardial infarction, myocardial reperfusion is performed by intervention cardiologists (thrombolysis, immediate coronary artery dilation and, if necessary, stenting). Patients undergoing emergency cardiac surgery who persist in critical myocardial ischaemia (persistent angina pectoris, manifestations of acute heart failure, severe arrhythmias) or who have experienced a myocardial infarction (ventricular septal defect, mitral valve papillary gland).
The earlier assumption of a significant increase in re-operations has not been fulfilled either. On the contrary, in most European countries, the number of such cuts has either remained stable or decreased significantly between 2000 and 2008.
On the other hand, the aging of the population has changed the profile of cardiac surgery (in developed European countries, however, this process has already reached a turning point). Elderly people, for example, have a growing need for surgical treatment of aortic valve replacement (often with coronary artery bypass grafting), atrial fibrillation, or chronic heart failure. The number of cuts is increasing, but their cost as well. Elderly patients stay longer in the intensive care unit and are discharged later than younger patients. They are more likely to have arrhythmias and may need support (dialysis, cardiac pacemaker, maintenance, etc.) for aging weakened organ systems. The introduction of new, more tolerable therapies (TAVI) would allow such older and more fragile patients to be helped in the future. Unfortunately, these operations are predominantly at the end of their lives and we can only talk about the urgent need to improve their quality of life, not to restore their working capacity.
In the European Cardiac Surgery Database, we find a sobering relationship with the country's gross national product per capita. The higher it is, the higher the average age of, for example, operated patients with valves. Thus, the volume of surgical treatment of elderly patients in Estonia remains dependent on the financial resources of the EHIF.

[bookmark: bookmark41][bookmark: bookmark42][bookmark: bookmark43]5.2. Estimated number of beds
Due to the steady rate of heart surgeries, we do not see any need to open additional cardiac surgical beds in the near future

[bookmark: bookmark44][bookmark: bookmark45][bookmark: bookmark46]5.3. Need for specialist doctors
I haven't seen an order, but I think there could be a heart surgery in Tallinn 8 and in Tartu 6. Depending on the number of technicians, the need for Tallinn may be less (6). Unfortunately, we may not be able to reach these numbers, as it takes 6-8 years to train a cardiac surgeon to wear a neck, and already we can see that we can't. At best, we will be able to replace the retiring people in the near future and maintain the current workload.
Consider calling some talent back home. In Scandinavia, it is known that 3 younger people of Estonian descent work in cardiac surgery.

[bookmark: bookmark47][bookmark: bookmark48][bookmark: bookmark49]6. Medical technology
The need is great. Already today, many traditional therapies have become less invasive or replaced by new ones. For example, atrial fibrillation can be treated by a surgeon with a stopped or working heart, standard sternotomy, or thoracoscopy. And in all cases, he uses different technological solutions as different apparatus and accessories. Approximately the same and simultaneous development has occurred with immobilizers and other aids used in the working heart bypass graft (OPCAB). As repeatedly stated, in addition to existing disease management, many mini-invasive (TAVI), hybrid procedures (for the treatment of ischemia and congenital malfunctions), and expensive, technology-intensive treatment for heart failure (VAD) are difficult to predict. It is clear that hospitals need to invest in hybrid room capabilities and that the EHIF should agree to include relatively expensive services in the list of services. These methods are not a substitute for the existing service needs to a large extent, but are more likely to be added to existing and predicted cases of treatment, providing opportunities for the sick and those who have not yet been treated, provided these procedures provide definitive treatment and quality of life.

[bookmark: bookmark50][bookmark: bookmark51][bookmark: bookmark52]7. Regulatory environment and necessary changes
Cardiovascular surgery is a legal profession in the Republic of Estonia. Unfortunately, today cardiovascular and vascular surgeons do not have a significant common ground in either Tallinn or Tartu. Different professional societies, different departments in hospitals, different surgeons. We consider it justified to separate these two specialties into cardiac surgery and vascular surgery. Rather, in the future, cardiovascular surgeons and intervention cardiologists may be approaching new therapeutic approaches (TAVI, hybrid surgery).
Treatment guidelines largely come from cardiology. One of the most important issues in this area is that the European guidelines for cardiac revascularization have been made with cardiac surgeons and are very adequate. It is hoped that similar collaborative treatment guidelines for TAVI and VAD treatment will be available in the near future.
Renewal of the Cardiac Surgery Development Plan should continue to be done only by members of the specialist committee, actively practicing cardiac surgeons. For example, interventional cardiologists would be conceivable under intertwining conditions.

[bookmark: bookmark53][bookmark: bookmark54][bookmark: bookmark55]8. Raising the responsibility of the profession as a maintainer of specialist qualification
[bookmark: bookmark56]Cardiovascular surgery is a narrow, specialized community with a small number of specialists. Self-cleaning works, ie the incompetent are either not recruited or scrapped. Cardiac surgery must be psychomotor-capable and with good exercise capacity. If someone falls out of a so-called departmental ensemble, it is immediately visible and corrections are made accordingly. From their point of view, it is important to understand as early as possible the necessary prerequisites to avoid further disappointment in their choices.

[bookmark: bookmark57][bookmark: bookmark58]9. E-health
The solutions so far are good.
In cardiac surgery, it would be nice if drawings and diagrams could be added to the description of the operation. Sometimes a picture says much more than a hundred words.
Requires the image bank service to run in an unobstructed / seamless learning room (angiography, computer tomography, MRI, etc.)

[bookmark: bookmark59][bookmark: bookmark60][bookmark: bookmark61]10. Other specialty problems, suggestions
According to the study on the availability of medical care, living in Estonia by county in 2008 influences the likelihood of being treated through aortic-coronary bypass. Such inequalities would require closer attention by the Ministry of Social Affairs for correction.
Uncertainty exists in the rehabilitation or follow-up of patients undergoing cardiac surgery (see above). At the hospital stage we are greatly assisted by social workers who are looking for the best possible solution and arranging logistics. Unfortunately, their aspirations are confronted with limited opportunities, and patients remain longer than recommended in the profile beds of a higher institution.
The oral hygiene of the Estonian people should be improved by ensuring easier access to dental care for the most vulnerable (see endocarditis above).
[bookmark: _GoBack]In a nutshell
There are few cardiac surgeries. Unfortunately, the dignified ones to train are also few and difficult to find.
At present, the specialty of cardiac surgery is covering Estonia's need and should remain so for the next decade. Certainly, the profession is facing changes in the development of new, high-cost, technology-intensive therapies worldwide. In addition to "standard" cardiac surgery, their introduction requires young enthusiastic surgeons and the "coming along" of the EHIF.
 

