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08/20

Welcome and Apologies

Professor Feehally welcomed Mr Else, Dr Drew and Dr Fry to their first meeting of the Committee. Apologies were noted as recorded above.
08/21

Minutes of the meeting held on 19th February 2008
One amendment was made, to minute 08/08, page 5, third line: ‘Dr Cairns and Dr Martin Raftery …’. With this amendment the Chairman signed the minutes of the previous meeting as a correct record.

08/22

Matters arising from the minutes
(a)
07/48(c)
NICE: costing of home dialysis
Dr O’Donoghue reported that the PbR Dialysis Group had produced an interim report with costings based on four sessions a week, although many patients would benefit from five or more. NICE had been informed and should be inviting the RA to help with their work on this. The Renal Association has set up a Home Dialysis Working Party to determine the actual demand. 
(b)
07/48(d)
College Conferences, 2009

The following conferences will take place in 2009: 
24th February: Chronic Kidney Disease (RCP and RA)

21st September:  the Cardio-Renal Interface (RCP, RA and British Cardiovascular Society)

9th November: Vasculitis (RCP, RA and British Society for Rheumatology)

(c)
07/48(e)
RCP Open Day, 5 July 2008
It was noted that Dr Peter Hill would be coordinating the renal display at the Open Day. 
(d)
07/48(g)
18-week Pathway for Haematuria and RA consensus       
       Doc 08.14

discussions on haematuria with the British Association of Urological Surgeons
The Chairman reported that Document 08.14 was a virtually final version which had been signed off by the Renal Association and the BAUS and was now on their websites for comment. It is based on opinion rather than evidence. It should be publicised; Dr O’Donoghue reported that it is included in the 18-week pathway. 
(e)
07/55

Preparations for pandemic flu


  

The Registrar reported that a document collating all the specialty plans with a general introduction had been prepared for discussion at the Medical Specialties Board on 19th June.
(f)
07/37

Consultant Physicians working with Patients, 4th ed

 
It was reported that this publication would be launched in July.
08/23

Patient and Carer Issues







Ms Brom said that she wished to raise an issue in connection with Choose and Book (see minute 08/33).
08/24

National Service Framework for Renal Services


Doc 08.15
Dr O’Donoghue introduced the April NSF Update: 
· As part of ‘Putting Prevention First’, patients whose raised blood pressure is picked up by vascular risk checks would have serum creatinine measured to check their eGFR. The National Screening Committee had been asked to advise whether there was a good case for measuring proteinuria as well. Local pilot projects would be run and volunteer PCTs were sought for this. 
· The change in the Quality and Outcomes Framework was backed up by information on the BMA website which stressed the importance of laboratory tests in determining proteinurea. 
· There were a number of projects under way on the Year before Dialysis. The Information Centre with the Renal Registry is establishing audits for vascular access and transport for HD. 
· There is a focus on raising uptake of home therapies, and work is under way on national capacity planning in order to update the NSF; all stage 5 CKD, including those who are pre-RRT and those receiving palliative care, will be included, if possible. This will be available to SHAs and SCGs for their own modelling. 
· There is now a National Director for Transplantation (Mr Chris Rudge) to oversee implementation of ‘Organs for Transplantation’. The report on presumed consent should be provided to Ministers shortly.
· The End of Life Care Strategy workshop on 14th April had been very helpful, with one outcome being the need for standardised nomenclature, a description of the components of care and models of delivery, including the best location for a patient’s care; in due course this may feed into Payment by Results. 
There is now some funding available to help implement the NSF both through central functions (knowledge management and communications) and locally, working with networks on special projects such as acute kidney injury and transitional care. Governance arrangements are being put in place for what will probably be a three-year programme. Criteria for decisions on funding local activities include the benefit to people with kidney disease, arrangements for working in partnership, and the willingness of statutory organisations to take up the work if evaluation provides that it is successful. 
08/25

Update on Modernising Medical Careers
The Registrar reported that action was awaited from the government on implementation of  the recommendations of the Tooke Review. Further changes may follow the launch of the Darzi Review on 30th June. The uncoupling of run-through training cannot happen until 2009. Current recruitment to Core Medical Training and to ST3 seems to be going well. There is debate about which post in the Department of Health holds responsibility for the proposed Medical Education England Board, in which it is hoped there will be substantial professional involvement. The College’s view was that there should be national oversight of workforce planning and of the funding for training. The idea of a tariff for training had emerged although it might add to junior doctors’ costs. Another idea was the provision of training for a subspecialty in ‘medical education’. 
[ Professor Gilmore joined the meeting ]

08/26

Specialty Advisory Committee report



  Doc 08.22
A report from Professor Powis was received. 

08/27

Revalidation 







  Doc 08.23

Dr Drew gave a presentation (attached to these minutes) on the background and issues of revalidation, noting the GMC’s 4 ‘domains’ (Knowledge, skills and performance, Safety and Quality, Communication, partnership and teamwork and Maintaining trust), and that much of the assessment would take place at the local level. The President said that, given the difficulty of assessing individuals who mostly work in teams, service accreditation was being considered again. A pilot would be run using Stroke Units. The use of national audit data would obviate the need for many visits. The tools are available; it remains to decide how to use them and make the system proportionate. E-portfolios and online knowledge-based assessments could both be used. The e-based portfolio which trainees now use could be adapted and maintained for recertification, which Dr Fry thought was reasonable. 

In discussion the following questions and points were raised:

· Would there be programmatic approaches? 
· How would it be scored and what system of weighting would be used? 
· How would a distinction be made between those needing support in order to come up to standard, and those who are beyond such help? When doctors are not functioning properly it is known locally, so a trigger mechanism would be required to start an enquiry. 
· Knowledge-based assessments, linked to e-cPD, could be based on collation of existing materials. 
· In some other countries recertification is based mainly on CPD. Professor Gilmore said that the American Board of Internal Medicine has a voluntary recertification programme with 70% participation. ‘Practice Improvement Modules’ are used to demonstrate improvement in practice.
· The Renal Association should promote the aim and methods of recertification. 
[ Professor Powis left the meeting ]

08/28

Workforce Issues





                   Doc 08.24
Dr Mason introduced his paper, saying that there was a shortage of reliable data. He drew attention to the executive summary (point 9). 
Consultant to patient ratio:
There is some agreement that a ratio of specialists to RRT patients of 1 (WTE):100 is about right, with 1:75 for nephrologists also doing GIM. Many renal consultants also do other things such as academic medicine and  general medicine, although that number is falling. The British Renal Society figure for consultants required in  2010-15 is aspirational and may need to be revised; it is a lot less than the number of trainees due to get their CCTs. The number of trainees should be reduced urgently.

Changing patterns of work:  The impact upon requirements of multidisciplinary team working is not known. There will be less highly trained staff doing the day-to-day and out of hours work which is now done by trainees. Part time working is also a factor. 

Pressures towards the emergence of a ‘subconsultant’ grade: In the future it is likely that there will be specialists who do not progress to consultant level. Much as the idea of a ‘subconsultant’ grade is disliked, market forces mean that trusts will be creating such posts for which there will be applicants. 

[ Dr O’Donoghue left the meeting ]

The President said that the College’s view was that specialists should be trained to CCT level, but they may be employed in different ways by trusts. In any case, it is unlikely that trainees will go straight into career posts after qualifying; other options are available to them such as getting onto the specialist register in Europe. Professor Gilmore was worried that the Department of Health may be wanting to move to a model of people spending some years after core training working as subspecialists. The assumption that consultants are expensive should be rebutted – there is good evidence that seeing a trained doctor early on is more cost effective. The quality of care that comes with specialist intervention should be emphasised. 
Dr Mason said that in 4-5 years time the medical schools would be producing 7,200 students a year. For them all to find consultant or GP jobs there would need to be a tripling of posts, which is extremely unlikely. Dr Rylance pointed out that in the next two years the numbers of people achieving CCTs will match retirements and the subsequent doubling of CCTs should  match available specialist jobs. After that there will be a rise in numbers from the expansion of core medical training, followed by a very large rise from the expansion of medical schools. 
[ Professor Gilmore left the meeting ]

 Dr Fry said that issues for current trainees were (1) will there be enough jobs – will they have to work flexibly? (2) how in the future can trainees be attracted to the specialty if the prospect is of becoming a subconsultant; (3) how to reduce current training numbers? 

One solution to the problems of the present system would be to put everything under one single authority to oversee numbers of medical students, trainees and consultants. Trainees should not be encouraged to go into jobs which will not lead to a consultant post. If both ‘specialists’ and consultants have achieved CCT, we should be clear what added value a consultant brings. It could become more like the European system where a consultant heads up a large team, but one advantage of the British system is that it allows a lot of productive dialogue among peers.
Mr Else said the emphasis should be on improving the quality of patient care, which requires  more specialists in the system. There are so many current variables – the European Working Time Directive, changing work patterns, different models of care – that it is not the right time to take big decisions. If more care is to be provided outside hospital clarification would be  needed about the pathways of care, the staff required and of how training can be provided in different environments. 
Dr Harris said more data is needed, possibly from a Renal Association survey. A view is needed from the specialty on how services should be delivered. Dr Mason was thanked for his excellent paper. It will be disseminated through the Renal Association for comment, in liaison with the British Renal Society for information on job plans. Colleagues should be encouraged to reply to the College census for basic data. There should be a discussion in the RA about whether to seek more specific and detailed information.                                   ACTION:  Renal Association
08/29

Map of Medicine 
Dr Fluck reported that the CKD pathway has been signed off and launched but would be reviewed in October in the light of the forthcoming NICE Guidelines. Together with Professor Feehally, he had met that morning to discuss the other renal pathways with MoM personnel, and with a GP. He reminded members that the pathways are intended for primary care and non-specialists in secondary care, and that they were accessible to patients and commissioners. A small group would be safety-checking the existing pathways before a meeting at the end of July to map out the nephrology pathways, followed by drafting and consultation on each one. He noted that GPs will be involved, through an agreement between the RCP and the RCGP.
[ Ms Kingcombe joined the meeting ]
08/30

Payment by Results





                   Doc 08.28
Dr Bradley reported progress on the work noted in the first paragraph of minute 08/08, which had highlighted disparities across the 16 trusts involved, in both overall costs and also the various elements included. An 8-bullet checklist had been sent out to all the trusts to clarify the areas. The Department of Health has put the indicative tariff on hold until the trusts have been able to provide a more informed cost return this year. Tariffs may be set on a representative group basis. There would be another meeting in July and the DH is considering rolling this process out to other specialties. 
The Clinical Advisory Panel recently sent out the 'normative' adjusted tariffs for inpatient and outpatient activity but there were many problems which had been fed back to the DH. The Registrar said that 'sense testing' is happening at an early stage. One big problem is that the information on costs is based on historical data collected by trusts at 2006-07 prices and adjusted upwards from the cheapest one (Cornwall) by a 'Market Forces Factor'. Much depends on the capability of the people collecting the data for trusts. 
 
Dr Short questioned whether using an average was the best method, or whether using the median or mode would be better. It may be helpful to see the range and determine the reasons for discrepancies. Dr Bradley said that a fuller interim report would be released on 6th June which would provide a more detailed analysis and fuller information. It was agreed that the report should be put on the RA website.
ACTION:  Chairman
[ Dr Burnham left the meeting. ]

08/31

Implementation of The Changing Face of Renal Medicine
         Doc 0.16
Professor Feehally asked the Committee whether it wished to take action to promote implementation of the recommendations of this report, published in March 2007. 
Discussion focussed mainly on the recommendation that after achieving CCT there should be opportunities for further subspecialty training in transplantation medicine, dialysis medicine, critical care nephrology, and interventional nephrology. The JSC was informed that the SAC was in favour of broad training pre-CCT but had not discussed post-CCT subspecialty training. Dr Fluck pointed out that as the numbers of consultants grows there are issues about maintaining competency in all aspects of renal medicine, so some subspecialisation within a team was inevitable. The Chairman asked whether this should be regarded as a normal part of service development and consultant maturation or whether a formal certification of additional training would be useful. Dr Short thought that the formulation of job adverts as ‘… with an interest in …’ was adequate. The consensus view of JSC was not to support formal post-CCT subspecialty training.
Recommendation 13: Dr Short asked whether the implication of this recommendation was that training time would have to be extended. Professor Feehally said that it was just to emphasise that experiential learning was as important as formal training.  

Recommendation 27 should read ‘… training in critical care nephrology …’ not ‘clinical’ care nephrology.  
Dr Harris said that there was general agreement on some of the recommendations, for example expansion in the number of units, which everyone would want to drive forward. Dr Rylance pointed out that any changes in commissioning or workforce planning could make DGH units vulnerable; if a patient-centred service closer to home is wanted then DGHs would need more resources and staffing. Prof Feehally pointed out that only two new units had been created in the last two years; expansion instead had mainly occurred through increasing the number of consultants in existing units with more satellite units. The National Clinical Director had challenged the Renal Association at its recent AGM, suggesting that better care would be delivered if the number of main units was expanded; arguably to nearer 100 units in the UK rather than the present 71.  
It was agreed that the Renal Association should be asked to develop a view about establishment of new units which, with College backing, could be passed to Dr O’Donoghue as the National Clinical Director for Kidney Care. 
ACTION:  Chairman, 

Professor Mathieson, Dr Harris

Ms Kingcombe informed members that the DH was holding three workshops to talk about strategies for expansion of renal services 

08/32


Reports

(a)
British Association for Paediatric Nephrology


                   Doc 08.17
Dr Taylor introduced document 08.17, BAPN’s position statement, ‘Foundation for Change 2008’, and in particular the issue of transitional care, which the Department of Health had identified as a problem. A professional voice from adult renal medicine is needed to shape any changes in commissioning of renal services, and there are also generic issues to be addressed. The Committee agreed that a small working group should be set up with representatives from the JSC, the Renal Association and BAPN to draft a way forward on this. 
ACTION:  Chairman, Dr Taylor, Professor Mathieson

(b)
British Renal Society






                 Doc 08.29L

A report was received from Dr Stevens. 
(c)
Society of District General Hospital Nephrologists 


             Tabled Paper
Dr Rylance tabled a report; issues raised had been covered in previous discussions.

(d)
British Transplantation Society

Dr Short said there was nothing specific to report from the BTS.
(e)
SAS Nephrology Forum 

Dr Gorrie reported that the new contract had been accepted, which required revised job planning for those who chose to transfer to it. 
[ Mr Else left the meeting ]
08/33

Choose and Book






       Doc 08.19
Dr Rylance spoke to his paper, pointing out that there were still major deficiencies in the Choose and Book system and that implementation at local level is both patchy and problematic. Ms Brom raised a general concern from the Patient and Carer Network, namely that for patients continuity of care from the same consultant is a lot more important than having an earlier appointment with a different consultant. However the Choose and Book system does not permit referral to a specific consultant. Dr Rylance said that he would feed this point back to the Choose and Book team. An allied point was made by Dr Mason, that patients should not be referred from other networks, which can happen even in cases of end stage kidney failure, and such referrals could be refused.  
ACTION:  Dr Rylance

08/34

Commissioning Arrangements 




             08.20T
Introducing his tabled paper, Mr Lusuardi said that the West Midlands Specialised Commissioning Service had a five-year capacity plan for renal requirements. It was expected that commissioners would work with clinicians, patients, etc to develop these plans. Commissioners should also be reviewing capacity each year. PCT LIFT schemes involve a PCT taking the lead in establishing a satellite facility in their premises. Mr Lusuardi offered to give contact details for regional renal leads to anyone requesting them. The Chairman thanked him for his very helpful paper, particularly the list of procurement funding options, and asked for it to be circulated via the Renal Association to Clinical Directors.

ACTION:   Chairman
08/35

Renal Clinical Incidents / National Patient Safety Agency                 Doc 08.21
Dr Rylance introduced his paper, saying it was unknown how far the scheme had been cascaded to renal units as there had been a low response to the request for evaluation from clinical directors. However the project had been valuable for those who had made use of it, and it can continue. The Patient and Carer Network is now involved. The Chairman felt that it was important that it should continue to be jointly badged by the NPSA and the Renal Association. Dr Rylance was thanked for his work.
08/36

Connecting for Health
There was nothing specific to report on this item.

08/37

Other matters of business
(a)
Workshop on Renal Supportive/End of Life Care, 14th April 2008
This had been covered under minute 08/24.

(b)
Support for the West African College of Physicians

                   Doc 08.25
It was agreed that this item should be passed to the Renal Association International Committee for consideration.





           ACTION:  Renal Association
(c)
Consultations update






                   Doc 08.26
A report was received.
(d)
Committee membership: New Consultants Representative
The Chairman said that he would take action to find a name for the College’s Nominations Committee.








  ACTION:  Chairman
(e)
President RCP Report, January – May 2008



       
       Doc 08.27
The report from the President was noted.

08/38


Date of next meeting:
Tuesday 21st October 2008 at 2pm  

The meeting ended at 4.30pm.
JSC Renal Medicine
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