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09/44

Welcome, apologies and declaration of interests
The Chairman welcome Dr McGraw for BAPN and Ms Grant who was attending in place of Mr Lusuardi. Apologies were received as noted above. No interests were declared.

09/45

Minutes of the meeting held on 9th June 2009
One change was made to minutes 09/26(a), second sentence: ‘ …that people with stages 3 4 and 5 CKD …’. With this amendment the Chairman signed the minutes as a true record of the previous meeting.

09/46

Matters arising

(a)
09/26(a)
Preparations for Pandemic Flu





Dr Harris said that the Renal Association’s advice had been revised in the light of the first wave of swine flu, with input from the Department of Health and public health doctors. It would be updated as there was more experience. Mr Willan asked whether thought had been given to patient awareness as he had received no information about risks of vaccination. Dr Harris said that the RA had provided guidance on which patients might be at risk and that it was for individual units to implement that guidance. There is advice on the National Kidney Federation website. Dr O’Donoghue said that it was important to ensure that all advice was consistent and that advice about prophylaxis should be available soon. Dr McGraw said that paediatric prophylaxis advice separate from treatment information had caused some problems. BAPN had produced a leaflet.  In summary the Chairman said that clinicians must be aware that the advice keeps changing and that ultimately the responsibility for deciding which patients should be informed and how rests with Clinical Directors, who are kept informed via the RA Clinical Affairs Board. 
(b)
09/26(b)
Pneumococcal vaccine




       Doc 09.28
The College’s Healthcare Associated Infections Group had commented on doc 09.25T and their amendment of the timing of revaccination from 3-5 years to 5 years to be consistent with the Green Book, was discussed. Dr McGraw thought that 3-5 years was right. It was agreed that this paper should go through the RA Clinical Affairs Board to Clinical Directors. Comments should also be sought from paediatric nephrologists.  Mr Willan said that patients should be made aware that revaccination is required. Dr O’Donoghue said that the Green Book was being revised to take account of the experience of the flu pandemic so it would be available in standard primary care information. When Green Book is published, this matter should be publicised. 

(c)
09/26(c)
Transitional care from paediatric to adult renal services
The BAPN/RA document, Helping adolescents and young adults with renal disease, was being endorsed by the College and the RCPCH; it is on the website and is being accessed. Dr O’Donoghue said that NHS Kidney Care was planning to support five systems for implementing a young adult service over the next one to two years. A call for expressions of interest had gone out. ‘Support’ included aspects of social care as well as medical issues. 
(d)
09.26(d)
Terms of Reference





      Doc 09.29
The revised terms of reference were received by the Committee. BAPN is in the process of becoming a division of the Renal Association. When this happens its representative will be a full member of the JSC. 
09/47

Patient and Carer Issues
Issues that Ms Frade and Mr Willan wished to raise were dealt with under the Map of Medicine (09/50(d)) and the NPSA (09/50(g)).

09/48

National Service Framework for Renal Services


       Doc 09.30

Dr O’Donoghue reported that a range of  projects  were now making good progress. In the Department of Health there were discussions about financial issues and the need to link productivity to quality. 

The SpR in Green Nephrology is working on the relative carbon emissions produced by home or hospital haemodialysis. 

Increasing the number of Renal Units            Dr O’Donoghue said that there would soon be a call for expressions of interest in work to scope out the constraints and drivers for developing more rather than bigger kidney units. Having more local services would reduce travelling time and create better provision for dealing with AKI as well as providing better support to general medical services. It was likely that more consultants would be needed. The QUIP approach (quality, innovation, productivity) would need to be applied and would include  analysis of health economics and workforce to make the economic case. The recommended services should not be more expensive than at present. Dr Rylance was concerned that with financial austerity commissioners would have different priorities so he looked to the College, the Renal Association and the National Director to give a lead. Dr O’Donoghue said that there is money in the system but in the acute trusts it is being used for other things. The Committee endorsed this route for direction of travel to more free-standing renal units

Acute kidney injury       The NCEPOD report had been launched on 11 June, describing  inadequacies in AKI management. This provides a lever for improving acute medical and surgical care. Dr O’Donoghue had been talking to medical directors of SHAs about what they can do. He had also written to Chairs of medical schools, the Academy of Royal Medical Colleges, PMETB and the corresponding people in nursing and health professionals education. There would be a workshop on the key issues later in October. The challenges were to agree definitions and to change the culture so as to operationalise improved recognition and management of AKI. Senior managers in trusts need to understand that the development of AKI has significant negative effects on length of stay and outcomes.

MAUs and the Society for Acute Medicine are keen to be involved. Dr O’Donoghue asked whether the JSC and the College would support flagging it as a priority for the NHS National Quality Board. NICE was scoping a clinical guideline for AKI to be reviewed in November. The nsf biochemistry group is considering how to implement a standard definition and reporting. Following visits by Dr O’Donoghue to SHAs, trusts are being asked how they recognise, prioritise and improve care for  AKI. The information in primary care databases which helps to define those at risk for AKI could in the future   be available to hospital admission units.

Dr Bradley said that the PbR Clinical Advisory Panel was focussing on comorbidities and complications and that early AKI should be recognised as a comorbidity across the board with additional payment under PbR. A functional definition is required, followed by coding and a tariff. Dr Stevens said that definitions were being revisited internationally by the AKI Network, and KDIGO[1]  has a clinical practice guideline on AKI due out in mid 2010. UK guidance should be synchronised with international guidelines.

09/49

Regular reports






       Doc 09.31
(a)
British Renal Society

Dr Stevens spoke to his report. He highlighted the importance of responding positively to NICE’s proposal for an AKI guideline.
(b)
British Association for Paediatric Nephrology



       Doc 09.32
The Chairman noted that a Renal Association/BAPN working party was preparing a rare renal disease strategy, which would incorporate the rare diseases register presently being developed with the UK Renal Registry. There was some overlap with transition issues since  a number of rare renal diseases were identified in childhood and through better management were now surviving to transition to adult services, often with complex specialised needs. However it should be emphasised that the rare renal  disease strategy was being developed to cover all rare renal diseases, including those which presented in adulthood as well as childhood.

Next agenda item
(c)
Society of District General Hospital Nephrologists

In Dr Morgan’s absence Dr Rylance spoke about the issue of expanding units in DGHs, either free-standing or satellite. He pointed out that commercial satellite units could be cheaper. More consultants would be needed, and there was a concern about losing trainees. The Chairman said that some units had been successful in rapidly expanding the number of consultants to achieve the four required for a freestanding renal unit. The units in Northamptonshire and Doncaster were cited. Lessons should be learnt form their success. 

(d)
British Transplantation Society

In Dr Baker’s absence this item was not discussed.

(e)
SAS Nephrology Forum

Dr Gorrie said it was still proving difficult to identify the numbers of SAS doctors. A questionnaire had been sent out to clinical directors but had not received much response. The Chairman recommended that it be sent out again through the Clinical Affairs Board with Dr Harris as a co-signatory. 

ACTION:  Dr Gorrie, Dr Harris
09/50

NHS and service-related issues
(a)
Home dialysis (ref. min. 08/42(a))
The Secretary of State for Health has recently said that home dialysis should be expanded to 30%. The Chairman said that the key questions were whether patients are being offered it and whether some are being denied for inappropriate resource related reasons. It was also important ot emphasise that 30% on home therapy included PD patients. Dr Rylance said that his unit had opened a home haemodialysis service but few patients want it or can have it. Often a comorbidity  or socio-economic circumstances precludes it. Dr McGraw said that there was no home dialysis in paediatric nephrology although Great Ormond Street hospital was piloting a feasibility study. There could be different models of care than a purely paediatric model, perhaps a link with an adult unit and their training programme. However it would be for a very small group of adolescents. Dr Harris agreed with the lack of demand, but said that the variability in its use around the country should be explained. Dr Stevens said that by encouraging self management in the unit patients saw that is it possible; this was beginning to have an impact on numbers. Training opportunities should be close to home in the satellite units. 

Dr O’Donoghue said that this was part of the patient choice agenda and seemed to be partly driven by technology. Several units are taking this on. The Chairman said that it should be discussed with patients during preparation for renal replacement therapy; once patients were established on hospital-based haemodialysis they were less likely to change to home dialysis. A compelling argument in favour of home haemodialysis was the opportunity it gave for more frequent dialysis than conventional thrice weekly regimens.

(b)
Payment by Results 
Dr Bradley reported that a ‘sense check’ was being done on the 2010-11 tariffs. There were few mandatory renal tariffs as the data are not reliable. Work was underway on a best practice tariff. Home dialysis could be incentivised by being costed at the same rate as hospital dialysis as in the longterm it would be cheaper. Dr O’Donoghue confirmed that it takes a year to recoup set up costs. Dr Bradley said that guidance to commissioners for 2011/12 was likely to be for a non-mandatory tariff which would be close to the outcome of the reference cost exercise. 
It was hoped by 2012 to have best practice tariffs for haemodialysis via a fistula and home dialysis. The transplantation tariffs were unrealistic, so the Finance Directors who submitted reference costs had been brought together to identify areas to look at in more detail. The focus was just moving to identifying the important comorbidities and complications for renal patients. A marker was needed for early kidney injury as a comorbidity, which the JSC could help with. Dr O’Donoghue pointed up the problem of the gap between trusts’ income from renal work and expenditure upon it.  

(c)
Teams without walls / integrated care

Dr Stevens said that he had just joined the Interface Group. The Registrar reported slow progress, saying that the aim was to produce a compendium of best practice for each specialty. This has the full support of the RCGP, RCPCH and the NHS Alliance.

(d)
Map of Medicine







     Doc 09.42T

A report was received from Dr Fluck. 
Renal replacement therapy pathway





 Docs 09.33(a),(b),(c)
The necessity for this pathway was questioned, although the Chairman said that generalists might be interested to know about RRT; however it should be a short pathway. Ms Frade pointed out that there was no link between the dialysis and transplantation routes. Dr Stevens said that, like the CKD pathway, it did not link well to the 18 week transplantation pathway. Dr O’Donoghue said that commissioners and others do use them for guidance on how to deliver their services. The Map is also available to patients. 

Dr Fluck and Professor Brown, leader of the reviewing group, will discuss this and re-write the pathway for further review. The Map could be useful for rare diseases.
North West Pilot


A project in Cheshire is evaluating whether implementation of the Map had made a difference to patients with CKD. Dr O’Donoghue said that the project should report in about six months. 
(e)
Renal Informatics

Trusts are now mandated to provide  the resources to collect data within the National Renal Dataset. Some but not all data for the Dataset are collected by the Registry. Some elements come from other sources such as the National Cancer Register and the Health Protection Agency. for the Renal Registry. Dr Stevens noted there was an issue about openly recording HIV status. Dr Rylance pointed out that the renal unit clinical information systems are mostly quite old and capital for updating them would be required. The Chairman noted that it was now accepted by Connecting for Health that the NHS information spine could not collect all necessary data, so it had been accepted that specialty systems would continue.   

(f)
Commissioning

Ms Grant  reported that network managers are now required to collate information on dialysis away from base. There were issues of capacity of units to take patients from other areas and it had been suggested that patients should be asked to pay. There were also data collection issues and NHS Kidney Care was working on a toolkit for data collection. 
The West Midlands Specialised Commissioning network was running a pilot project to increase the number of available organs for transplantation.  
Health Select Committee Inquiry into Commissioning



       Doc 09.34
The College’s response to the Inquiry was circulated for information. 

(g)
National Patient Safety Agency – clinical incidents



       Doc 09.35
The question of disseminating information to patients without unduly alarming them was discussed. Incident reports are sent to units, including to lead nurses but it depends on them to pass the information to patients. As part of its continuing development,  ‘Renal Patient View’ could perhaps be used, as could local kidney patient associations. It was agreed that Dr Rylance should circulate a newsletter periodically including information on generic incidents, for display on noticeboards in units. Dr Rylance  said that he would send a draft to Ms Frade and Mr Willan for their comments.

ACTION: Dr Rylance
09/51

Workforce issues






       Doc 09.37
Dr Mason reported that more modelling needed to be done. The DH Workforce Review Team base their figures on each trainee resulting in 0.6 of a WTE consultant. The WRT had agreed that there were too many training numbers so there would be a reduction of 13 by 2013, mostly from London, which the London Deanery is willing to do. This would come about by not re-appointing. This recommendation had gone to WAPIG, the DH group which caps numbers of trainees in a specialty. The SAC wanted to increase academic posts, which should be taken from existing posts and be short term. 
Where training posts have been funded by trusts the money is returned to them. Trainee posts have to be replaced by non-training posts for the service to be provided. It is not clear where control for this lies. PMETB is only concerned with educational approval and approves programmes, not posts. Numbers are controlled by WAPIG.
[Dr O’Donoghue left the meeting ]

09/52

Recruitment to core medical training and specialist training 
The Registrar said that there had been no reduction in CMT numbers in medical specialties. The College’s view was that more doctors are not needed, but there should be some redistribution. In the first year of the College’s management of recruitment to CMT, 99.3% of posts were filled. The process had saved both money and consultant time. The machine marking test had been shown to be a good predictor of the outcome of interviews. Most applicants had their first choice of interview. The aim in 2010 was that all should get their first choice of interview, although some popular deaneries may have to limit the numbers they call to interview. Dr Rylance was concerned that nephrology was not popular with people in the foundation years, and consideration should be given to how it is promoted at early stage. 
09/53

Specialty Advisory Committee
In the absence of the new Chair of the SAC, this was not discussed. 

09/54

Revalidation






       Docs 09.37(a),(b)
Dr Drew had circulated an update and slides from a College workshop. The aim was to base specialist recertification on a more robust annual assessment at appraisal time, along with CPD, questionnaires, multi-source feedback and patient views. The specialty has been asked to suggest five specialist questions to complement the generic elements of the  MSF. It was noted that the MSF was intended for distribution to a wide range of staff including non-clinical staff. Dr Gorrie said that research had shown that MSF is a good predictor of performance. Dr McGraw pointed out that some of the proposed questions asked more than  one thing in a single question and Ms Frade that in the patient questionnaire questions 4 and 5 should be combined. 

[ The Registrar left the meeting ] 

After discussions it was agreed to suggest:
Is the doctor competent at procedures he or she regularly undertakes? 

Does the doctor prepare patients for dialysis in a time and effective manner?’ (Question 1a)
Does the doctor prepare patients for transplantation in a time and effective manner? (Question 1b)
Would you be happy for this doctor to treat yourself or a close relative?
No enthusiasm was expressed for a written examination, although a form of e-learning and assessment might be useful. A broad test might not be appropriate for those whose practice is very specialised. A knowledge based assessment of non-nephrological emergencies would be a better test.

09/55

College Lecturers, 2011




       Docs 09.30(a),(b)
Nominations of College lecturers for 2011 were sought. Dr Rick Johnson [Denver, USA] will be nominated again. Members were asked to send ideas to the chairman.
ACTION: ALL 
09/56

College Conferences

(a)
21st September 2009: The Cardio-Renal Interface
The Chairman reported that this conference had gone well.

(b)
9 November 2009: Vasculitis – Recent Advances
Conference organised by the College, Renal Association and British Society of Rheumatology
09/57

Consultations






       Doc 09.39
An update on current consultations was received. 
09/58

President RCP Report, May – July 2009
                   

       Doc 09.40
A report on his activities was received from the President.
09/59

Committee membership
It was noted that this was the last meeting for Dr Gorrie, who was thanked for her service, and Dr Burnham, who was thanked for his supportive and helpful contributions.

09/60

Dates of meetings in 2010

In 2011 meetings will be held on Wednesday 3rd February, Thursday 24th June, and Thursday 7th October, all at 2pm
The meeting ended at 16.50.
Action points

	Item no.
	Action
	By
	Deadline

	09.49(e)
	Send questionnaire to clinical directors via the RA Clinical Affairs Board
	Dr Gorrie, Dr Harris
	

	09/50(g)
	Send a draft ‘Incidents newsletter’ to Ms Frade and Mr Willan for their comments.
	Dr Rylance  
	

	09/55
	Suggest names of College lecturers in 2011
	ALL
	9th November
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