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08/39

Welcome and apologies

Professor Feehally welcomed Miss Frade, Dr Mohteshamzadeh and Mr Willan to their first meeting of the Committee and Dr Rees, who was attending in place of the President and Registrar. Apologies were noted as recorded above.
08/40

Minutes of the meeting held on 5th June 2008
The Chairman signed the minutes of the previous meeting as a correct record.

08/41

Committee membership

It was noted that Miss Frade and Mr Willan had joined the Committee as representatives from the College’s Patient & Carer Network, and that Dr Mohteshamzadeh had joined as a member of the New Consultants Committee. It was noted later in the meeting that Dr Chris Rudge, the new National Clinical Director for Transplantation had been invited to attend committee meetings. 
08/42

Matters arising from the minutes
(a)
08/22(a)
NICE: costing of home dialysis
Dr Harris reported that NICE was consulting on a costing template which providers could use for their own modelling. NICE had accepted that the initial start up costs of home dialysis had not been taken into account. There would not be a recommendation for a specific percentage of patients to have home dialysis. 
(b)
08/22(c)
RCP Open Day, 5th July 2008
It was reported that Dr Peter Hill had run the renal medicine display at the Open Day, for which thanks were expressed. There would not be a College Open Day in 2009.
(c)
08/22(e)
Preparations for pandemic flu

The College document collating specialty plans was being prepared to go on the website. Dr O’Donoghue reported that Dr Goldberg was responding to queries about preparing to respond to emergencies. 


(d)
08/31

Implementation of The Changing Face of Renal Medicine          Doc 08.32
The JSC had been asked to comment on the impact of this report since its publication in March 2007. There were indications that some of the recommendations in the report were having an impact, but it would take time before any action resulted. It is a useful document to have when arguing the case for change within trusts. On the arbitrary 1-5 scale of impact, it was agreed that the report, so far, had scored 2.5. It was agreed that it would be useful to repeat the exercise from time to time. The Chairman said that he would feed this assessment back. 
ACTION:  Chairman
(e)
 08/37(b)
Support for the West African College of Physicians 

The Chairman reported that the Renal Association was already giving support in West Africa through a Continuing Medical Education programme and international fellowships, so would not be supporting the College’s Fellowship scheme. 
08/43

Patient and Carer Issues

Miss Frade and Mr Willan had no specific issues to raise.

08/44

National Service Framework for Renal Services


       Doc 08.33 

Dr O’Donoghue spoke to the October NSF Update. 
•        Vascular checks:  Proteinuria is not a part of vascular checks. 

•        Quality Outcomes Framework 2009-10: the business rules relating to what is recorded for kidney patients are being made consistent particularly with regard to proteinuria. 

•        Clinical indicators: metrics based on the UK RR and UKT datasets have been suggested.

•        National Renal Dataset: approval for this, the first mandated specialty dataset, was expected soon. 

•        RRT Modelling:  It is not possible to include all stage 5 CKD, so modelling will be restricted to dialysis and transplantation populations.

•        Specialised services definitions sets: There is strong support for retaining renal services with the definition of specialised services. 

08/45

Payment by Results (ref. min. 08/30)
Dr Bradley reported that the work carried out by 17 trusts has resulted in returns for 2007-08, which on preliminary analysis had a narrower variance than the previous year, and a mean that is close to the current tariff of £153 per dialysis. This indicates that a number  of trusts have been receiving significantly more than they would under PbR using this tariff; the danger is that while this overpayment has almost certainly not been passed on to the renal units, when it stops the trusts will cut funding to renal services. Furthermore, implementation of PbR for dialysis could result in simpler cases going to commercial companies so that hospitals are left with all the complex cases. Renal care will go to tariff – based on all reference costs, not just those of the 17 trusts - in 2010-11. The Market Forces Factor (MFF) and other local factors would alter the exact payments made in different localities. 
The problem of funding capital developments was raised again; possible solutions included working in partnership with the commercial sector and asking the Strategic Health Authority for capital funds (if they have them). It is difficult to build capital replacement costs into the tariffs. Professor Powis suggested that service line reporting would take better account of overheads than reference costing, but this would require better accounting procedures. Dr Stevens said that in the reference costs template there was a section for overheads and capital costs. Having trading accounts would solve some of these problems.
08/46

Regular Reports
(a)
British Renal Society

Dr Stevens reported that the 2009 BRS Conference, Making the marginal mainstream, would not be  joint with RA. Key topics would include obesity and dialysis stability. Planning has started for the joint BRS/RA conference in 2010. Workforce planning was underway, based on mapping the skills and competencies required for the job roles needed for a flexible and sustainable workforce. A meeting involving all the relevant parties has been held in September to discuss the issues involved, with Dr Mason representing the JSC. A report will be produced to discuss with the DH Workforce Review Team and Renal Team.
(b)
British Association of Paediatric Nephrology 
In Dr Taylor’s absence no report was received.  See item 08/51.
(c)
Society of District General Hospital Nephrologists 



       Doc 08.40
Dr Rylance reported that current issues for DGH nephrologists included tariffs, independent providers and the threat of a reduction in workforce if trainees were not available on call. He said that he would be standing down as Chair in April 2009, and would be replaced by Dr Stephen Morgan.
(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 SAS contract was being implemented, but patchily.
08/47

Renal Units numbers (ref. min. 08/31)

Dr O’Donoghue said that he was considering commissioning research on modelling the implications of various changes in practice for the number of trainees needed; this would also relate to the numbers of units needed. An examination in depth of those parts of the country which are underprovided could identify problems. When information on travelling times is available, the effect of, for example, patients not travelling for more than 30 minutes could be assessed. A ‘renal unit’ should have adequate staff and resources, although there should be scope for building up provision over time to independent unit status. It is not clear who deals with acute kidney injury, although the hub and spoke model has worked successfully; this requires the nephrologist to travel rather than the patients. Case studies of places such as Doncaster or Northampton where there has been rapid change could be useful.  As there does not seem to be a shortage of nephrologists, the focus should be on improving and extending infrastructure. PbR tariffs could be a barrier to development. ‘Specialised services’ should be for a population of 1mn or more; while more remote places do not have that population, they should still have access to a specialised service. 
08/48

Map of Medicine
The Chairman reported that work continued on reviewing renal pathways. Dr O’Donoghue reported that NICE was about to publish a paper on the use of the Map for CKD. 

08/49

Choose and Book / National Specialty Reference Group /
       Doc 08.39



Connecting for Health

Dr Rylance spoke to his paper, saying that the next issue would be the impact of SNOMED-CT which is now the NHS’s preferred coding system; the feasibility of linking all coding and databases to it was questionable. The point that patients want continuity of care rather than the first available appointment has been fed back to the NSRG. Mr Willan said that the word ‘choose’ implies there is more than one unit for patients to choose from, which is often not the case. The Chairman reported that work was in progress to map the National Renal Dataset (NRDS) to the SNOMED renal subset codes, but this had not yet been linked to Choose and Book. Developing coherent plans with those leading these different elements of information is a continuing challenge. Dr O’Donoghue reported that planning was in progress for the maintenance phase of the NRDS, which would be updated every six months. 
08/50

Commissioning arrangements
In Mr Lusuardi’s absence, the Chair reported that the paper tabled at the last meeting had been circulated. 

08/51

Transitional care from paediatric to adult renal services
Professor Feehally reported that the College and the Royal College of Paediatric and Child Health were planning to produce a generic document on transition issues, starting with a meeting early in 2010 for specialty representatives. However for renal issues a working group had been set up with representation from the two Colleges, the Renal Association, the British Association for Paediatric Nephrology, other health professionals and patients. A draft document with recommendations should be available in January. Information had been sought on current transition arrangements from Clinical Directors. Dr O’Donoghue pointed out that there were cultural issues to be considered when trying to make units welcoming to young people; these should also be covered in the training curricula. 
08/52

NPSA Patient Safety Project




     Doc 08.41L
A report on this project, which will be continuing, was received from Dr Rylance.

08/53

Modernising Medical Careers
There was nothing specific to report beyond what was noted in the Medical Specialties Board minutes.
08/54

Specialty Advisory Committee report



  Doc 08.42PM
A report which had been omitted from the committee papers would be circulated with the minutes. Professor Powis reported that the membership of the reshaped SAC was nearly complete but a patient representative was needed. He would be demitting in July 2009 and interviews for the new Chair would be held in the spring. The national ST3 person specification had been signed off. Thirteen  people had been appointed through national recruitment in 2008 and thanks were due to the Mersey Deanery for their work on this. It was expected that a smaller number of trainees would take the first Knowledge Based Assessment than later, when it had been tested. 
08/55

College Census 2007





       Doc 08.34 
The Chairman drew attention to an analysis he had prepared of specialty information from the most recent College Census.
08/56

Workforce issues
Dr Mason said that using a variety of models it seemed likely that there would be an excess of CCT-holders over available posts in the next 5-7 years. Responses to the RA's mailing of the document presented at the last meeting (08.24) revealed a wide range of views on this. Several people who responded felt that the model was overly pessimistic for reasons for which included:

· There is a difference between numbers of training slots and of people - some are on out of programme experience.

· The average time taken for training can be longer than the 5-6 years which had been assumed. 

· Some trainees leave the UK or the specialty.

· Part-time working is a factor.

· Opinion was widely divided on the numbers of trainees needed. Based on RRT  (with a reducing commitment to general medicine) the ratio of 1:100 was generally agreed, although a few favoured 1:30. Some questioned the value of specialist nurses and wanted data to prove that they are cost-effective. 

· Half were against a subconsultant grade. 

Many of these points could be resolved with more accurate data. A questionnaire for trainees is being put together to get more information so that by February there should be data on trainee intentions. The Consultant College Census should also provide information so it is important that returns are high. 

There will be increased numbers of medical graduates due in the next few years. Many of these are expected to go into general practice but it is likely that many will not get into core medical training. The current economic problems will have an impact. Workforce planning should be mapped to clinical requirements, not the availability of finance or trained people. Dr Fry said that current trainees were thinking about how they would fit into non-training posts, which they see as temporary until they achieve a consultant job; however this attitude may change in future years so that a subconsultant grade becomes accepted. It may be necessary to reduce trainee posts fairly soon, although there is no mechanism to do this. 

[ Dr O'Donoghue left the meeting ]

Professor Savage said that in her department changes in training had resulted in the need to appoint one extra consultant to cover the training, and to create two non-training posts to maintain the service. These rapid changes in the shape of the workforce are happening without any planning. Since Consultant and other non-training posts are created and funded by individual hospitals, the only lever available is to manipulate the number of training posts. The DH Workforce Review Team used to recommend to the lead dean the number of posts which should be created, but this has not happened recently as it has a wider remit of matching patient-centred competencies to key roles. No solutions having been discerned, this item will continue on the agenda.

08/57

Revalidation and recertification




  Tabled paper
Dr Drew reported that he had attended a conference organised by the British Association of Medical Managers and a workshop run by the College. Only 150,000 of the 240,000 doctors on the GMC register are in active service and 30,000 are overseas, which presents challenges to the revalidation system. A tabled paper (‘Model D’) showed a greater emphasis on local practice, with a Local Responsible Officer for each trust reporting to regional GMC affiliates. 
Assessment will be against the four GMC domains and will include annual appraisals. CPD has to be satisfactory to reassure patients - should the level of knowledge required of trainees also be required of consultants, perhaps using e-based systems? ‘Point of care’ learning might be able to be logged as CPD. Sometimes there are conflicts between professional issues and managerial issues. There is a problem when doctors only infrequently perform a particular procedure – perhaps a logbook of procedures done should be kept. There is a lot of emphasis on 360o feedback and patient feedback surveys. 
After discussion of ‘subspecialisation’ within renal medicine, it was agreed that team-working together with a system to maintain competencies should ensure that those carrying out specific procedures are up to date and available when needed. It was also agreed that a prescriptive curriculum for CPD was unnecessary so only a record of the number of hours done should be required. Good appraisals and truly responsible Local Responsible Officers should underpin the system.
08/58

Annual Review of Ethical Issues arising in Renal Medicine              Doc 08.35
The Committee received a paper from the College’s Committee on Ethical Issues in Medicine arguing the case for mandated choice for organ donation. Dr Drew, who had been a member of the DH Organ Donor Task Force (report due out soon), said that there were several problems with mandated choice, including how actually to do it, the cost, and what happens if donors change their minds. 
Dr Stevens reported that, when asked about opting out or in, the National Kidney Federation Patients Conference was split. Mr Willan thought that it was crucially important that choice was informed. Sometimes the relatives of a donor who had signed up to organ donation veto their choice. Professor Powis made a distinction between ‘soft presumed consent’, where you always ask the relatives and abide by their wishes even if the donor had chosen organ donation, and ‘hard presumed consent’, where even if the relatives refuse, you still go ahead. The basic task is to change people’s attitudes. Dr Short thought that it should be possible to devise a mandated choice system and that, even if it were not universally followed, mandated choice plus relatives’ agreement would increase the number of organ donations significantly. 

The Committee thought that the paper was a little unbalanced as it contained no mention of the problems outlined above. Members were not able to agree on a single view of the issue.
08/59

Other matters of business
(a)
Consultations update






                   Doc 08.36
A report on current and recently ended consultations was received.

(b)
College Lecturers 2010
The Chairman reminded members that nominations were needed for the high profile lectures in 2010 and asked that suggestions be sent to him by 20th November.

ACTION:  ALL
(c)
College Conferences, 2009

The following conferences will take place in 2009: 

24th February: Chronic Kidney Disease (RCP and RA)


       Doc 08.37
21st September:  the Cardio-Renal Interface (RCP, RA and British Cardiovascular Society)

9th November: Vasculitis (RCP, RA and British Society for Rheumatology).
(d)
President RCP Report, May – September  2008


       
       Doc 08.38
The report from the President was noted.

08/60

Dates of meeting in 2009:
Thursday 5th March, Tuesday 9th June, Thursday 1st October, at 2pm.

The meeting ended at 4.40pm.
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