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09/24

Welcome, apologies and declaration of interests
The Chairman welcome Dr Baker and Dr Morgan to their first meeting and Dr Inward who was attending in place of Dr McGraw for BAPN. Apologies were received as noted above. No interests were declared.

09/25

Minutes of the meeting held on 3rd March 2009
One amendment was made to the third sentence of minute 09/10 to read: ‘ …Secondly, investment is being made in five transition centres …’. With this amendment the Chairman signed the minutes as a true record of the previous meeting.

09/26

Matters arising

(a)
09/03(a)
Preparations for Pandemic Flu




The Registrar said the Department of Health was well prepared for the probable pandemic of swine flu. The College’s guidance for specialties had been put on the website. Dr O’Donoghue said that people with stage 4 and 5 CKD, GFR <30,  would be prescribed Relenza® rather than Tamiflu®. Some people do not know that their GFR is low, but an excessive dose of Tamiflu® given inadvertently to some one with GFR<30 has low toxicity. He said that at present work was concentrated on the website, so the proposed blue and yellow cards for outpatients had not been printed.
Dr Stevens said that dialysis unit staff should have priority for treatment. The Secretary of State had stated that antiviral medication should be available throughout the NHS. Trusts should decide which staff in key areas received priority; Dr Morgan reported that such plans were well advanced in his trust, and that dialysis unit nursing staff were among those to be given special priority. The College and/or the Academy of Royal Medical Colleges could give guidance on this. The Chairman said that the RA Clinical Vice President, Dr Harris, together with Dr Goldberg who had led for the JSC in preparing renal specialist advice, would be asked to remind clinical directors to make preparations.
ACTION: Dr Harris
(b) 
09/03(a)
Pneumococcal vaccine




     Doc 09.25T
Dr Stevens spoke to his paper, which addressed the issue of whether pneumococcal vaccination was required for certain kidney patients. Those with kidney disease should be re-vaccinated 3-5 years after the first vaccination. The requirements are different for children. It was agreed that the paper should be more widely distributed and should also be sent to the College’s Health Care Acquired Infection group (HCAI). Communicating to GPs can be problematic, and Dr O’Donoghue said that he would put Dr Stevens in touch with the DH department which could facilitate this. It was agreed to ask Dr Harris to take the paper through a Renal Association consultation process. The Registrar was asked to pass it to the HCAI for their views and advice.

ACTION:  Dr O’Donoghue, Dr Harris, Registrar
(c)
09/03(b)
Transitional care from paediatric to adult renal services              Doc 09.14
The Chairman said that the document (09.14) had been produced by a working party of the Renal Association and BAPN, alongside generic guidance being produced by the College. it should be signed off by the College.

Dr O’Donoghue said that NHS Kidney Care was investing in this area; he had asked Dr Paul Harden (Oxford)  to lead the work. Projects were running in five SHA areas, supporting key youth workers who would spend most of their time in the adult services, where most of the issues arise. There were difficulties in supporting people living at a distance from the renal unit, where a network approach was needed. The number of youth workers should double in the second year. Dr Inward said that there were plans for  continuing support to be provided from paediatric staff to young people  up to a year after transition which would need to be integrated. 

Transitional care raises training issues around adolescent medicine which need to be addressed. 
Dr Inward said that there were a very small number of young people who might fall outside the scope of the document. The Chairman said that it had been a conscious decision of the working group  to focus on young people with established renal failure on renal replacement therapy or close to needing it; once arrangements were satisfactory for these, the needs of others, for example those with rare metabolic disorders or complex glomerular disease, must be considered. Another group whose needs should be considered are young adults who get renal disease at age 18-25 years, who never been in a paediatric unit, but will share many of the issues of young people who go through transition. Dr Inward said that 16-17 year olds seem to fall into a gap in the systems; when the adult and children’s renal registries are merged the size of the problem should be apparent.
It is unlikely that these costs would be put into tariff. It is important that commissioners are involved as early as possible. 
The JSC gave its support to the document. To gain formal College support it should be sent to the Working Parties Review Group for recommendation to Council on endorsement. Dr Stevens said that it would be embedded in the BRS workforce planning document, including a means of audit later on.
(d)
09/08

Role and functioning of the JSC



       Doc 09.15

Updated terms of reference had been circulated. It was agreed that ‘quality metrics’ should be added to the remit. The Registrar said that this could happen for all JSCs.

ACTION: Administrator, Registrar 
09/27

Patient and Carer issues

In the absence of Ms Frade and Mr Willan no patient and carer issues were raised. (See also min. 09/34)
09/28

National Service Framework for Renal Services


       Doc 09.16

Dr O’Donoghue highlighted several items in the June update. Members were urged to read and act upon the National Kidney Care audit of dialysis transport and the End of Life Care for Advanced Kidney Disease Framework.

The NCEPOD report on Acute Kidney Injury would be launched on 11th June and should provoke action. There was a need to agree definitions for reporting and to move towards better education of non-specialist healthcare professionals. The Chairman mentioned an RA statement on guidelines.
09/29

Regular reports
(a)
British Renal Society   






     Doc 09.26T

D Stevens spoke to his report. The impact of the Kidney Care Plan needed to be assessed. The item on violence and aggression in renal units was linked with a recent document on how to manage difficult patients; the results of a survey would soon be available. He noted that Ms Macdonald had taken over from him as President of the BRS but had asked him to remain as the representative on the JSC. 
(b)
British Association for Paediatric Nephrology

Dr Inward reported that BAPN had decided to become a division of the Renal Association and that the details of this were currently being worked out. This news was welcomed.
(c)
Society of DGH Nephrologists

Dr Morgan reported that the Society’s AGM had taken place at the Liverpool Renal Association meeting, with discussions on workforce, expansion of renal services etc. He thought that the NCEPOD report would strengthen the view that expansion of delivery of renal services in DGHs was needed. The AGM had not been well attended; possible reasons for this were that the Society no longer held separate meetings with a scientific programme, and some potential members had not heard of it. It was planned to contact potential members through the RA and Clinical Directors, asking whether the present format should continue. With likely expansion in DGHs it was important that DGHs have a voice on committees such as the JSC.
 (d)
British Transplantation Society

Dr Baker reported that a successful joint meeting with the Renal Association had been held at Liverpool in April and that the next annual conference would be in London in 2010. NICE was planning a technology appraisal of some novel agents for immunosuppression, but this may now be included within a broader review of the 2002 appraisal of immunosuppression for renal transplantation. 
(e)
SAS Nephrology Forum

Dr Gorrie said that it was difficult to know how many SAS doctors there are and that work was need to update such information and involve people. Dr Stevens said that the BRS was running an establishment questionnaire which asks for grades, and if this produced useful information he would pass it on. The Registrar said that money was being made available in England to facilitate education and career development for SAS doctors, with leads being appointed by trusts. 
09/30

Payment by Results

Dr Bradley reported on three areas: 
1) A report had been produced from the recent costing exercise to ensure robust reporting of reference costs, copies of which are available from Kidney Care. This had helped to inform tariff costs for a 2010/11 non-mandatory tariff possibly leading to a mandatory tariff in 2011/12. This will result in some units receiving less income from dialysis, but the costing exercise suggests that the tariffs were broadly correct. 

2) Best practice tariffs should create incentives for home dialysis, vascular access via fistula and haemoglobin level testing. However there are currently two datasets which could be used for recording activity: the National Renal Dataset and the Commissioning Dataset. The best option would be to merge the two datasets, but this could take three years. Other options were to create new HRGs specifically for best practice tariffs, or to use existing HRGs but clarify what they would mean in terms of best practice. These options have been put out for a quick consultation. Dr Bradley thought that if the second or third option were chosen, there would still be a longterm aim of merging the two datasets. Dr O’Donoghue reported that there is agreement in principle to use the clinical dataset as a commissioning dataset and that something should be in place for 2011/12. 
3) Transplantation is a very complex area for PbR. A meeting of Clinical Directors and Finance Directors involved in the reporting exercise had been held on 21 May. It highlighted key coding misunderstandings leading to vast discrepancies including examples where renal transplantation had been reported as a day case activity. A sheet had been drafted to be sent to trusts for Finance Directors, which listed all elements to include in the cost of transplantation, as for dialysis.  

09/31

Map of Medicine




                  Docs 09.19(a), (b)
The Elevated Creatinine and Urea pathway was before the Committee to sign off. Two changes were made :

- Section 3, Clinical Assessment, bullet point 5, to read ‘AKI is defined as a rapid decline in renal function occurring over hours to days and may require urgent referral …’.  
- Section 4, antepenultimate line: ‘spurious hyperkalaemia, eg delayed sample analysis, prolonged venesection.
09/32

Commissioning


Doc 09.xx

The Registrar reported that work continued to apply the principles of Teams without Walls to specialties, especially those with longterm conditions. The aim was to develop a collaborative service, but one costly problem was commissioners trying to demonstrate ‘contestability’ by competitive tendering. In this work engagement with patients and collaboration with commissioners were both important. The Chairman noted that he had not been able to attend meetings of the Interface Group; Dr Stevens agreed to represent the specialty. Mr Lusuardi said that specialist commissioners recognised the necessity for pathways and thought that this was beginning to be recognised in PCTs, but the diversity of PCTs made working with them problematic. He said that transparency of decision making was required, which did not necessarily require a tendering exercise.
09/33

Increasing the number of renal units

Dr O’Donoghue reported that a modelling exercise was underway in which Dr Harris was involved. This will be a standing item on the JSC’s agenda. 
09/34

Patient Safety






09.19(a),(b),(c)

Dr Rylance said that he would be writing an article on the renal clinical incidents system for Clinical Medicine. The desirability of giving give patients information about possible dangers should be balanced with a need not to alarm them unduly. The Committee would await the response of the patient and carer representatives to Dr Rylance’s letter (09.19B)). 
09/35

Choose and Book






             09.27T
The Committee received a tabled paper from Dr Rylance outlining the lack of progress on Choose and Book. He was thanked for his efforts.

09/36

Specialist Advisory Committee 





09.24T
A report from Professor Powis was tabled including a letter he had written to Dr David Graham, the lead dean for renal medicine. The Chairman said that he would obtain accurate numbers of people taking the Specialist Certificate Examination and circulate them with the minutes.
ACTION:  Chairman
09/37

Workforce issues







   09.20

Dr Mason spoke to his paper. The RA Workforce group had agreed that there are too many trainees in the system for the likely number of consultant posts. This raised two main issues: 

1) How might CCT holders be employed? Some have gone to Acute Medicine but soon there will be Acute Medicine CCT holders competing for such posts. The aim should be a consultant delivered service. A ‘trained doctor’ grade might develop because of ‘market forces’, probably called a consultant but not paid at the same grade. 
2) How to reduce numbers of trainees to match the expected number of consultant jobs? Even with twice as many consultant posts compared to present numbers, trainees would need to be reduced by more than half. In the previous plans which led to increasing training numbers, it always been intended that after expanding numbers by 200 over five years, there should be a reduction again to achieve balance in numbers. Dr Mason reported that the London school was willing to make a reduction if other schools did as well; the money would need to go back to the trust to pay for a replacement to fill the service slot. 
Points made in discussion included: 

· Different working structures across the primary/secondary boundary could be tried, with PCTs employing renal physicians to manage renal patients in the community. This would need more doctors and provide a better service. 
· The range of different structures should be publicised.
· Training posts should be converted to non-training positions. This would require consultants to do the out of hours rota (with consequent days off affecting clinics), although that might depend on how the work was organised. 
· Medical Education England has a remit to oversee workforce planning as well as training.

· Do renal physicians have a big role to play in managing non-dialysis acute kidney injury? 
· There is anxiety that in the short term people would be needed in temporary posts. Overseas graduates are not now available. 
· The number of people engaged in research who hold an NTN in research is a problem, but we should not disincentivise academic medicine. 

· Reducing trainee numbers would send a negative signal to current trainees.

[ The Registrar left the meeting ]

· Consultant expansion has happened spasmodically because of retirements and the requirements of the NSF. 
Dr Inward said that in her specialty not all units train nephrologists all the time. Trainees are appointed to a national grid system and highest ranked candidates choose where they want to be. The other posts are often made available to general or other paediatricians in training, thus giving them useful experience. This would work if trainees are not being used to deliver the service. This was agreed to be a helpful idea. 

It was agreed to continue to press for expansion to the recommended level while making clear the reasons for any reduction in trainees. The Chairman commended the document as an excellent summary which can be discussed widely. It describes the problem, so a ‘Part 2’ is needed with solutions. Dr Mason, Dr O’Donoghue, Professor Powis and the Lead Dean would meet together before a planned meeting with the DH Workforce Review Team. 
09/38

Revalidation 

In the absence of Dr Drew and the Registrar this document was not discussed.
09/39

College conferences






       Doc 09.21
(a)
Conferences in 2009
(i)   The Cardio Renal Interface, RCP, RA & British Cardiology Society Conference, 
21 September 2009.
(ii)    Vasculitis – Recent Advances, RCP, RA and British Society of Rheumatology
 Conference, 9 November 2009. (programme attached to these minutes)
(b)
Conference 2011
A letter had been received from the Academic Registrar offering the specialty a conference in 2011. It was agreed that the subject should be ‘acute kidney injury’.

09/40

Consultations






       Doc 09.22
An update on current consultations was received. 
09/41

President RCP Report, March – May 2009
                   

       Doc 09.23
A report on his activities was received from the President.
09/42

International Society of Nephrologists
Professor Feehally was congratulated on becoming President-Elect of the International Society of Nephrologists.
09/43

Date of next meeting:
Thursday 1 October 2009 at 2pm.

The meeting ended at 4.23pm
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