Royal College of Physicians




       Renal Association

JOINT SPECIALTY COMMITTEE FOR RENAL MEDICINE

Minutes of a Meeting held on Tuesday 19th February 2008
at 10.15am in the Sloane Room

Present
Professor John Feehally
Chairman
 



Dr John Bradley

RCP (Payment by Results Group)



Dr Rodney Burnham

Registrar RCP 


Dr Morag Gorrie

SAS Nephrology Forum



Ms Juliette Kingcombe
Observer, Department of Health



Dr Donal O’Donoghue
Observer, National Director for Kidney Care

Professor Steve Powis
Specialty Advisory Committee



Dr Paul Rylance

Society of DGH Nephrologists

Dr Colin Short


Observer, British Transplantation Society



Dr Rebecca Sims

Nephrology SpR Club

Catharine Perry

Committee Administrator

Apologies
Ms Marije Brom

Patient and Carer Network



Dr Peter Drew


RA Revalidation Lead

Professor Ian Gilmore

President RCP  

Dr Kevin Harris

Renal Association, Clinical Vice President

Dr Brian Junor


Scottish Colleges



Mr Rob Lusuardi

Observer, Specialist Commissioner

Dr Phil Mason


Workforce



Professor Peter Mathieson
Renal Association, President


Professor Caroline Savage
RA Academic Vice President

Dr Paul Stevens 

British Renal Society



Dr Mark Taylor

British Association for Paediatric Nephrology

08/01

Welcome and Apologies

Professor Feehally welcomed members to the meeting. It was noted that Dr Peter Drew had joined the Committee as the Renal Association’s Revalidation lead. Apologies were noted as recorded above.
08/02

Minutes of the meeting held on 23rd October 2007

The Chairman signed the minutes of the previous meeting as a correct record.

08/03

Matters arising from the minutes
(a)
07/46

Map of Medicine




       Tabled Paper
The Chairman reported that the pathways for CKD had been agreed and signed off between meetings. They will be reviewed in 12 months when the NICE CKD Guidelines have been issued. Dr Fluck, who is coordinating work on the pathways, had provided a paper proposing a reorganisation of the pathways and names of people to work on each one. If renal replacement therapy includes transplantation, then the British Transplantation Society could be involved. Kidney cancer should be assigned to urology/cancer specialists. The work is likely to take 18-24 months rather than the 12 months proposed by the MoM. 
(b)
07/48(c)
NICE: costing of home dialysis

The Chairman reported that progress on this issue was awaiting the outcome of work on Payment by Results. 
(c)
07/48(d)
Proposal for College Conference 2009


  Doc 08.01
It was noted that the proposal for a Cardio-Renal Forum had been accepted. The conference will be on 21 September 2009 and it is hoped that the RCGP will be involved. In 2009 there will also be a College conference on the NICE CKD Guidelines, organised by Dr Stevens, and a conference on Vasculitis which the Renal Association will be co-badging.
(d)
07/48(e)
RCP Open Day, 5 July 2008
Professor Feehally said that he would write to Dr Peter Choi, who had coordinated the renal stand at the 2007 Open Day, asking him to do the same this year. 

ACTION: Chairman
(e)
07/48(g)
18-week Pathway for Haematuria and RA consensus discussions on 




haematuria with the British Association of Urological Surgeons

The Chairman reported that the RA and the BAUS were close to producing a two-page document outlining the professional view of investigation of haematuria, which should feed into the 18-week pathway. Dr O’Donoghue said that the urology pathways had been coordinated with the CKD Guidelines. Professor Feehally said that the RA/BAUS document can be a ‘gatekeeper’ to the pathways which are now in use. He agreed to distribute the document when it is ready.
ACTION: Chairman
The Chairman reported that on 25th February there would be a consensus event on the 18-week commissioning pathways based on the UK CKD and NICE Guidelines, which will indicate the correct points in the process of live organ donation where a pause can happen. This should mean that there are no unnecessary delays in investigations. 

(f)
07/48(h)
CKD submission for the GP Quality and Outcomes Framework Revision

Dr O’Donoghue reported that negotiations were still under way, so there will be no change in 2008-09. 

(g)
07/52

Renal coding

The Chairman reported that a Working Group was close to finalising a rationalisation of SNOMED-CT codes for a renal subset.

(h)
07/55

Preparations for pandemic flu


  

  Doc 08.02
Members received a letter from the Chairman to the Registrar asking for one important change to be made in the DH’s ‘Surge Prioritisation’ document, namely that patients with established kidney failure should not be disadvantaged in the triage system. Dr Burnham said that he was collating the specialties’ contributions; a decision would have to made about what to do with it and how and where to circulate it. He reported that the Healthcare Pandemic Influenza Group was working on stockpiling enough vaccines and antivirals and on patient information, including a ‘Fluline’. 
(j)
07/37

Consultant Physicians working with Patients, 4th ed

Doc 08.03
The Chairman reported that he and Dr Mason had drafted the renal section. The document needed to flag up that renal medicine necessarily had a high ‘new to follow-up appointment’ ratio. It was agreed to move paragraph 5 on page 1 further up. Members were asked to send any more small points to the Chairman as soon as possible.
ACTION: ALL
08.04
Patient and Carer Issues






  Doc 08.04
The committee had received a paper from Ms Brom stressing the importance of continuity of care for patients when changes are happening. The Registrar said that a forthcoming joint RCP/RCGP publications on ‘Teams without Walls’ would advocate integrated care across the primary/secondary divide, which should bring specialist care closer to home. 

The paper also highlighted a concern about the disposal of clinical waste in the community. Ms Kingcombe said that the DH was putting together advice on this. She said that she would contact Dr Harris for information on what is actually happening in practice. 
ACTION: Ms Kingcombe

08/05

National Service Framework for Renal Services


Doc 08.05

Dr O’Donoghue spoke to the ‘NSF Update’ which had been circulated. He pointed out that there is funding for the Donor Task Force recommendations, possibly to start in 2008-09, which would lead to structural changes and hopefully better deceased donor rates thereafter. The issue of ‘presumed consent’ was being examined with a report due in the early summer, so this would be a good time to feed in a clear view, if possible. The Registrar said that the College’s Committee on Ethical Issues in Medicine would not support ‘presumed consent’ (cf. min. 08/17) as they thought that relatives should have a say. This is an issue on which clinicians, and indeed JSC members, are divided. Dr O’Donoghue said that he would write to Dr Fluck and the Registrar to put the Healthcare Associated Infections/Methicillin Resistant Staphylococcus Aureus Renal Project in touch with the College’s Infections Group. 
ACTION:  Dr O’Donoghue
Dr O’Donoghue was thanked for all his work.
08/06

Medical Specialties Board, 5th February 2008

Professor Feehally reported on a presentation on Modernising Scientific Careers from Professor Sue Hill, the Chief Scientific Officer. This was an initiative to end inconsistencies in careers and remuneration of NHS scientists. Professor Hill also updated the Board on progress on the Physiological Measurement Programme which is aimed at shortening waiting times for physiological measurements. 

The NHS Choices Team gave a presentation on the NHS Choices webportal (www.nhs.uk), which aims to bring together and make accessible the huge amount of patient information which is already in the public domain. Sir Muir Gray may have funding for specialists to work on this for one day a week will be approaching specialist societies. Professor Feehally said that he would follow this up.

ACTION:  Chairman
08/07


Reports

(a)
British Renal Society








In the absence of Dr Stevens, no report was received.
(b)
Society of District General Hospital Nephrologists 


Dr Rylance highlighted the interest of DGH nephrologists in workforce planning, as a reduction in trainees or lack of expansion in consultant posts could leave some units vulnerable. The Society would be sponsoring a session on patient safety at the upcoming Renal Association meeting.
(c)
British Transplantation Society

Dr Short said there was nothing specific to report from the BTS.

(d)
SAS Nephrology Forum 

Dr Gorrie reported that the main current issue was the proposed new SAS contract which was being balloted for implementation in April. There were also concerns about how revalidation would affect SAS grades. Dr Burnham said that the GMC would be automatically relicensing everyone this year with further relicensing through a rolling programme. Specialist recertification would not come in for some years. The Chairman expressed concern about the stress on finding quantifiable measures, but the Registrar said that the as medicine is a team effort, team outcomes would be taken into consideration, along with multi-source feedback and patient questionnaires. 
(e)
New Consultants Committee
It was noted that a new representative from or link to the NCC was needed. The Chairman said that he would circulate an email asking for suggestions.

ACTION:  Chairman
(f)
President RCP Report, July 2007 – January 2008



  Doc 08.06
The report from the President was noted.

08/08

Payment by Results

Dr Bradley reported that considerable momentum had built up both in the College Group and in the newly established DH Renal Working Group. The main issue was how to get the reference costing for indicative tariffs for dialysis right, given the great disparity in reported reference costs. Clinicians and finance directors from 17 trusts had reviewed their 06/07 costs in detail and presented their findings early in February, enabling the identification of  areas of uncertainty and guidance on what to take into account. This should lead to clearer guidance for the accurate presentation of 07/08 reference costs, which the same group would review. 
The DH Clinical Advisory Panel (CAP), of which the Registrar is a member, had asked the College PbR Group for issues around coding and tariffs, especially perverse incentives, to feed into the Darzi Review. Three specific renal issues noted were (a) coding and tariffs for home haemodialysis where the early set up costs need to be recognised; (b) the need for clarification about whether routine dialysis is included in the ‘inpatient care tariff’ - there are hopes of unbundling dialysis so that it has a separate tariff; and (c) blood borne viruses where the definitions need to be extended from hepatitis B to include hepatitis C and HIV. There is a disincentive for early referral from the GP and there might need to be a CKD tariff which would take account of complex cases, perhaps including palliative care for RRT patients. Incentives are needed for units to take on dialysis for patients when they are away from home. More problematic is the fact that at present dialysis is costed per session but it might be better to have a tariff for dialysis treatment as a whole with a ‘reward’ for meeting the RA targets. 

Dr O’Donoghue said that good progress has been made on dialysis but there will be more difficulty in areas where there are no agreed definitions. There is a lot of interest in maintaining the Group and spreading its scope, with feedback to the RA Clinical Affairs Board and the DH Renal Advisory Group. Such increased scope would first cover pre-dialysis/non-dialysis care for CKD Stages  4 & 5. Acute kidney injury will be dealt with later. Transport for dialysis remains a problem even though it is out of PbR and is a local commissioner responsibility, but we need to know the costings. Systems which are developed must not be set it in concrete and must be monitored for adverse consequences. Dr Hugh Cairns is the lead for the HRG4 Expert Reference Panel which is revising those codes. HRG4 would have a shadow year in 2009-2010 and then be implemented in 2010-2011. Dr Cairns and Dr Martin Raftery are helping with wording of the definitions set. Transplantation is contained in inpatients costing.
The question of how capital costs relate to PbR was raised and it was noted that the PbR team is aware of these concerns. Dr O’Donoghue recommended that clinicians talk with commissioners who, with their SHAs, should have a plan for providing adequate services for their populations. It may take engagement over years to get to the point where capital projects are part of a trust’s regular capital development. He will be raising the subject of capacity while visiting SHAs, relating it to their public health aims. 

The DH is commissioning modelling work to review SHA plans and ensure that they are based on the correct level of expected growth. Ms Kingcombe said that alongside this, other learning will be disseminated, for example that from the E16 scheme. Dr O’Donoghue said that capital is available within PCTs. There will be a template for Trust finance directors for all costs including capital costs. 

Dr O’Donoghue raised the basic question of what kind of service and service structure will be  needed in the future. Should the focus be dialysis or a full renal service? How should new units be provided and funded? The Chairman said that he would ask Mr Lusuardi for a commissioner’s view of the capital issue.
ACTION:  Registrar
08/09

Commissioning Arrangements
In the absence of Mr Lusuardi these were not discussed. 

08/10

Choose and Book






  Doc 08.07
Dr Rylance spoke to his paper. There are now just three clinic types, and SNOMED terms are replacing previous keywords. Nephrologists are urged to check that their local clinic types and SNOMED terms lead to the correct clinics.
08/11

NPSA/Renal Association Clinical Incidents Project

Doc 08.08

Dr Rylance spoke to his paper which summarised progress on the project. He is only getting a 25% response rate of feedback from units and more would be desirable to evaluate the project’s success. Professor Powis suggested trusts may begin to create safety–oriented key performance indicators below Trust Board level. Dr O’Donoghue said that it could be linked to the Healthcare Commission audit on vascular access which will be picked up by the Renal Registry. Dr Rylance said that he would explore that possible link.
ACTION:  Dr Rylance
08/12

Connecting for Health

The Chairman pointed to an estimate that generic record systems will provide about 90% of the information and functionality needed for renal services. Connecting for Health had conceded that specialised systems will still be needed to meet our requirements. The Renal Information Exchange Group was looking at what a specialised system would need to provide. There would be a meeting called by the National Clinical Director on 14th March to look at the relationships between generic and specific systems. Connecting for Health has delegated the work to SHAs which should each have appointed a Chief Information Officer. The Chairman said that he would write to clinical directors asking them to identify a renal IT lead in each SHA area to open up communication with the CIOs. RIXG will provide a network to spread relevant information.  
08/13

The Tooke Report on Modernising Medical Careers

The Registrar summarised the main recommendations of the report: 
1. F2 should be incorporated into Core Medical Training year 1; 
2. PMETB to be assimilated into the GMC; 
3. a flexible approach to the European Working Time Directive;
4. most importantly, the establishment of national NHS Medical Education Boards (“Medical Education England”) with ring-fenced budgets and overall responsibility for training the medical workforce.
On the third point, junior doctors were in favour of being able to opt out of the EWTD to work up to 56 hours a week, as they felt this was needed for adequate training. However some felt that long hours led to patient safety issues. There is something of a trade-off between training and experience. General (Internal)Medicine training which is needed so that trainees can keep their options open in a changing workforce should be separated out from nephrology training. 

08/14

Specialty Advisory Committee Report 



  Doc 08.09

Professor Powis spoke to his report, pointing out that SAC membership now comprises Regional Specialty Advisers for Training, and that PMETB had provided guidance for making minor changes to the curriculum in 2009. Three deaneries had put their posts into the national process for 2008 to give all trainees the opportunity to get an ST3 post. There are about 20 CESR
 applications going through the system, but it is a very slow process requiring a lot of detailed evidence.
08/15

Workforce issues






  Doc 08.10

 Professor Feehally introduced the paper provided by Dr Mason, highlighting the section on changing patterns of work and the possible emergence of sub-specialties. A model is needed for predicting consultant numbers. Up to now the DH Workforce Review Team has been asked annually for 40 more SpR posts, which usually resulted in less than 20 actually being appointed because of lack of funding. Expansion in consultant posts is slowing down and the College Census showed a real drop in renal consultants over the last 18 months. The task is to match the numbers entering specialty training (centrally driven) with sufficient consultant posts for them (locally determined). Professor Powis thought that the point of change from supply to demand should be at entry to ST3, which would give people an opportunity to go off and do something else. 
Dr O’Donoghue said that modelling should show how many renal centres are needed if service is district-based not necessarily based in teaching hospitals, and this may create  very different workforce demand. This should be modelled not only on dialysis demand, but also on wider patient care.
Dr. Rylance commented on the difference in service between DGHs with service both led and delivered by consultants and non-consultant career grades, with the majority of trainees in teaching hospitals. This pattern would need to be reversed if the service was really to be equalised. The Chairman stated that it was typical that trainees would gain nephrology on-call experience in teaching centres, but G[I]M on call experience when rotated to DGHs. However there was no reason this pattern could not be reversed.

Factors discussed which influence workforce planning include :
· The changing government views of workforce and the role of doctors. Workforce changes are occurring locally and some work which has been done by consultants is now done by specialist nurses, thus freeing doctors to do what only they can do, namely diagnosis and care planning. 
· The move to specialist care closer to home.

· The relentless increase over time in patients on renal replacement therapy.

· The changing male to female ratio (38.4% of trainees are female), potential for part-time working, and retirements. 
· Dr Mason’s projections show that there is no significant mismatch for the next two years, but then there will be ~70 trainees obtaining a CCT each year,  so 60+ new appointments a year will be needed. 

· There are wide variations in local service provision.

Other points made in discussion:

· Specialist care closer to home: simple procedures could in theory be done by GPs or other healthcare professionals, but the skill set to deliver that does not exist. GPs are generalists and want the specialists to take responsibility. 

· The government wanted a consultant-led service so increased trainee numbers. There is an assumption that once trained you will become a consultant, but oversupplying the market could lead to the creation of a sub-consultant grade. 
· The focus must be on the requirements of patient care, and/or trainees five years ahead. 

· SHAs will not be interested in increasing numbers of nephrologists when they have bigger problems with meeting targets for surgery. 
· There are 500 WTEs for 14 PAs per week, but 800 consultants, so maybe the number of PAs per week should go down to 10, though it would be cheaper for Trusts to require 12 PAs per WTE than appoint other people.
· As the number of acute/GIM physicians grows, nephrologists will drop out of GIM. The numbers of trainees opting for Acute Medicine + a specialty is growing. 
· The service should be the same, whether delivered from a teaching hospital (consultants plus trainees) or a DGH (consultants plus ‘subconsultants’). However there is no reason why trainees should not do their rotations in DGHs.

Additional specialist qualifications: Should there be subspecialty training (cf. The Changing Face of Renal Medicine) after obtaining a CCT in nephrology? Some thought that a subspecialty in dialysis medicine may create a wrong implication that care for dialysis patients was not part of core nephrology expertise. Post-CCT training – ‘credentialing’ – could be explored, but there is a funding question. 
The College’s view is that specialist care must be delivered to patients wherever it is needed. Trends like feminisation of the workforce, part time working, increased requirements for specialist delivered care, fewer trainees etc, cause much uncertainty, but there is agreement that more consultants are needed (one study indicates the need for 50% expansion). This may be a short-term problem until the extra trainees come through. The NHS as a monopoly employer has a responsibility to trainees who should have a reasonable expectation of getting a job. Pressure can be applied by demonstrating how patient care can be improved by changing the workforce. 

These points will be fed back to Dr Mason.

08/16

British National Formulary  (ref. min. 07/48(i))
Dr O’Donoghue said that in May 2007 he had met with RA and BNF representatives to look at safety issues. There were some changes in BNF 54 and work is now in progress on BNF 55. One problem is that the registration of drugs is not based on GFR but on creatinine clearance. Dr O’Donoghue said that he would ask the BNF to explain that equating GFR and CrCl in deciding dosing for a particular drug is not as straightforward as it seems.
08/17

Consultations





           Doc 08.11T
Members received a paper giving an update on current consultations.

08/18

Other Business

(a)
Ethical issues in renal medicine

The most significant ethical issue, that of presumed consent of organ donors, is already being considered by the College’s Committee on Ethical Issues in Medicine.
(b)
RCP ‘Physicians and the Pharmaceutical Industry’                      

  Doc 08.12

working party questionnaire

Members were asked to send any comments on the draft comments to the Chairman by Friday 29th February. 
ACTION:  ALL
(c)
‘Human Factors and Patient Safety’ meeting, 11th March

Members noted this meeting which had been organised by the National Patient Safety Agency.
(d)
Committee Membership

This was the last meeting for Dr Sims, representing the Nephrology SpR Club. Dr Sims was thanked for her participation. A new representative will be elected by the Club.

08/19


Date of next meeting:
Thursday 5th June 2008, 2pm  

The meeting ended at 12.50pm
� Certificate of Eligibility for Specialist Registration 
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