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	DRAFT MINUTE of MEETING of the

CLINICAL PLANNING GROUP (SERVICE REDESIGN COMMITTEE)

Board Room, Assynt House
	Monday 8 December 2008 – 2.00 pm


Present

Dr Ian Bashford, Chair




Mrs Helen Bryers



Mr Quentin Cox



Prof John Cromarty




Mr Stuart Denholm




Dr D A Russell Lees




Dr Chris Lush




Dr Ken Proctor




Dr Ian Scott




Ms Roseanne Urquhart 

In Attendance
Dr Andrew Hay, Consultant Microbiologist (item 3)

Mr Paul Nairn, Service Planning Manager (Non-Highland Services) (items 4 & 5)

Dr Sheelagh Rodgers, Area Clinical Psychologist (item 4)

Ms Lynne Warburton, Service Agreement Manager (items 4 & 5)

Mr Sudhir Borgaonkar, Consultant Urologist (item 6)
Miss Irene Robertson, Board Committee Administrator

Apologies  -  Dr Eric Baijal, Ms Margaret Brown, Dr Grace Fergusson, Dr Moray Fraser, Dr Michael Hall,  Dr Roderick Harvey, Mr Nigel Hobson, Dr Chris MacGregor, Dr Alistair McIntyre, Ms Heidi May, Dr John May, Mr Ray Stewart and Dr Angus Venters 
1
MINUTES 

The minute of the previous meeting held on 09/06/08 was discussed.  Reference item 2 Clinical Advice to the Board, page 2, Prof Cromarty advised that new drugs requiring service change would now go through the Exceptional Medicines Sub Group and not the New Medicines Sub Group, as stated in the minute.  Subject to this clarification the minute was approved.  
2
MATTERS ARISING
2.1 Role and Remit of Clinical Planning Group
Dr Bashford recapped on what had been agreed at the last meeting in respect of the remit of the Group, with the focus on service provision and service redesign, and the process for submissions to the Group.  Discussion followed on lines of accountability and reporting arrangements.  The Group had been accountable previously to the Improving Health Committee.  Given its role in undertaking high level clinical scrutiny of relevant issues and providing clinical advice to the Board to inform decision making, it was felt that the  appropriate route for the Group would be through the Corporate Team.  The Chair undertook to firm up the proposals and circulate a revised role and remit to the Group for consideration and agreement.  
The Group:

· Agreed the proposal that it should report to the Corporate Team.
· Noted that the Chair would prepare a revised role and remit for agreement. 
2.2 MS Treatment – Natalizumab (Tysabri)
The Chair enquired whether an application for the inclusion of Natalizumab in the Highland Joint Formulary had been submitted.  Prof Cromarty undertook to ascertain the current status of the application.
2.3 Anticoagulation
Dr Lush reported that some progress had been made.  There was still an issue around the process relating to patient discharge and the hand-over system to be addressed.
2.4 Referral Prioritisation

This was raised by the GP Sub Committee whereby a priority assigned to a referral by a GP to a consultant may be altered to another priority category by a consultant and this decision was not being notified to the GP.  The Chair advised that this issue was being resolved.  It was suggested that it might also be useful to raise the matter with the 18 Week RTT Group.  The Chair agreed to take this forward.       

3 MRSA SCREENING

The Chair welcomed Dr Andrew Hay, Consultant Microbiologist to the meeting.  In his presentation Dr Hay gave the background to MRSA screening, highlighting its importance,  outlined the current position and advised what was intended for the future.  Currently, all surgical admissions (elective and emergency) were screened, as were ITU admissions, selected patients according to risk assessment, and contacts of cases.  Mathematical modelling had suggested that screening all admissions to acute hospitals could be cost effective in preventing MRSA infection.  This programme was already being implemented in England and Wales, and was being piloted in three Scottish Board areas (Ayrshire & Arran, Western Isles and Grampian).  The pilot was due to report in March 2009, the intention being to roll out the programme nationally during 2009-2010.  The effectiveness of the model depended on quick turnaround of results reporting (no more than two days).  He gave details of the estimated cost to NHS Scotland over 5 years, noting that savings would be made relating to costs associated with isolation in single rooms, administering decolonisation treatment and administering contact precautions.  

The programme would cover Raigmore and the rural general hospitals in Wick, Fort William and Oban.  Consideration would need to be given to the implications of mandatory screening   for staffing and laboratory capacity and the funding thereof.  Dr Hay indicated that there was no evidence to suggest that there was a need for action in community hospitals, the model had looked only at the acute sector.  While screening policy varied among the rural general hospitals, surgical screening was becoming standard practice.  Dr Hay advised that in Highland screening of day case or short stay patients was not undertaken, only those with an anticipated stay of more than 48 hours were screened.  
In the ensuing discussion, it was suggested that it might be useful to ascertain what the practice was in England in relation to day case screening.   The Group agreed the need to have a policy and work programme in place to ensure all staff were clear as to their roles and responsibilities in terms of dealing with MRSA infection and informing patients.  The Chair also proposed to contact the Boards running the pilot sites to ask for an update on the implementation of the programme, its impact on service provision and patient care and whether there were any lessons to be learned.
In response to a query about screening staff, Dr Hay advised that there was national guidance available and a local policy was also in place.

The Chair agreed to feed back the discussion to the Board Nurse Director in her capacity as Lead Officer for Infection Control

On behalf of the Group, the Chair thanked Dr Hay for his informative presentation.

The Group:

· Noted the presentation.  

· Agreed that the Chair would feed back to the Board Nurse Director in her capacity as Lead Officer for Infection Control on the issues identified for action as appropriate.

· Noted that the Chair would seek feedback on the programme from the pilot sites. 
4 BARIATRIC SURGERY
The Chair welcomed Paul Nairn, Service Planning Manager (Non-Highland Services), Dr Sheelagh Rodgers, Area Clinical Psychologist, and Lynne Warburton, Service Agreement Manager.  Mr Nairn spoke to the circulated report which set out the background to the current service provision for bariatric surgery, and detailed the challenges facing the existing service, particularly the increasing demand and the service situation in NHS Grampian.
Funding had been allocated for a number of patients to be treated in Aberdeen, several of whom had already undergone surgery.  NHS Grampian had indicated that they were planning to close the waiting list due to pressures on the service but had given an assurance that the remaining NHS Highland patients on their waiting list would be treated over the next 12 months.   The service provided by NHS Grampian included pre-operative assessment, surgery and lifelong post-operative care.   A proposal had been drafted for the establishment of a local multi-disciplinary assessment and follow-up service.  This would tie in with work being done under  the Highland Healthy Weight Strategy, providing clinical input to those patients requiring local interventions, eg psychology and nutrition rather than surgery. As a temporary measure two local assessment clinics had been held pending the establishment of a formal assessment and follow up service.   

The report set out a number of options:-
· The status quo – this was not viable as the local assessment service was only temporary and NHS Grampian was unable to meet demand from NHS Highland. 
· Seek an alternative NHS Scottish provider – to date there had been no success with this approach

· Commission a private provider

· Seek an NHS provider elsewhere in the UK

· Cease to provide bariatric surgery as a service to NHS Highland residents
The Group considered that the issue of bariatric service provision required a national solution. In the interim, the Group recommended the following action:-

· The issue to be referred to the North of Scotland Planning Group to consider options from a regional perspective.
· Noting that a private provider had been identified in Glasgow the Group recommended that this option be explored, although only two year follow up would be provided. 

· The patients on the Grampian waiting list to be assessed/re-assessed to ensure that surgery is still clinically appropriate. 

· Identify funding to develop psychology and nutrition services to support local assessment. 

It was noted that there was a varied range of services and assessments across the Boards who undertook bariatric surgery, while a number of Boards had no local service provision.   The Group agreed the need for national consistency in the criteria, pathways and protocols for treatment.  
The Group:

· Noted the issues relating to service provision for bariatric surgery.  
· Agreed that the issues required to be addressed at national level.
· Recommended a series of actions by Mr Nairn and Dr Rodgers as detailed above as an interim measure pending a national solution. 

Dr Rodgers, Dr Proctor and Dr Scott left the meeting

5
LASER DEPILATION SURGERY REFERRALS

Mr Nairn spoke to the circulated paper, highlighting an increasing number of requests for referral to laser depilation surgery on behalf of patients with hirsutism.  This treatment would often reduce the effects of hirsutism but not remove the condition completely so approaches for further/new referrals could be expected every one or two years.  Due to the increased demand, Mr Nairn asked the Group to consider the appropriateness of referrals of patients with hirsutism for this treatment in private plastic surgery clinics and to agree a protocol for referring patients.  The protocol to identify criteria for determining eligibility and appropriate package of care to be funded, agree an appropriate authorisation process and determine clinics that can be commissioned.  Mr Nairn advised that he was awaiting responses from other Boards with whom he had been in touch to establish what protocols were already in place across NHS Scotland.
Mr Nairn gave details of demand for the service and activity, noting that Argyll and Bute patients were currently referred to a private facility in Glasgow.  Dr Lees advised that there were a number of conditions that caused hirsutism and that where clinically appropriate he would recommend referring all patients to Glasgow to ensure consistency of treatment across the board.  The Group recommended that patients should be assessed by an appropriate specialist (usually a dermatologist or endocrinologist) before referral and associated funding could be agreed.  The Group would also wish to have information on transgender surgery in terms of activity and associated costs.  
The Group:

· Remitted to Mr Nairn to prepare a further report in the light of the above discussion for consideration at the next meeting.   

Mr Nairn and Ms Warburton left the meeting
6
LAPAROSCOPIC RADICAL PROSTATECTOMY

The Chair welcomed Mr Sudhir Borgaonkar, Consultant Urologist who asked the Group to consider his request for a fellowship in the Department of Urology, University of Brussels from April to June 2009 in order to gain experience in laparoscopic surgery.  He outlined the benefits of laparoscopic surgery to the patient, noting that it was a less invasive procedure enabling a shorter stay in hospital and quicker return to normal activities and employment.  The procedure was currently carried out in Edinburgh, and Aberdeen had the necessary infrastructure in place to begin offering it to patients.  Mr Borgaonkar suggested that it would be appropriate for Inverness, as a designated cancer centre, to also be able to provide this treatment.  
Mr Borgaonkar clarified that this was a new technology for a service that was already being provided.  He anticipated a reduction in cost over time, with a minimum of 24 bed days a year saved.  The anticipated case load of 10 – 12 operations per year was considered adequate to maintain the new skills learned.  This figure was likely to be higher, however, and there were also a significant number of cystectomies to be added.  Argyll and Bute patients currently being treated in Glasgow would be able to have their surgery in Raigmore.  Capacity was not likely to be an issue given the shorter length of stay in the HDU and wards.  There would also be sufficient theatre capacity to cope with Argyll and Bute patients once the day case centre was operational.  A few items of specialist equipment would need to be purchased, some of these would be disposable while others could be re-used, but the additional cost would not be significant.

The fellowship would provide Mr Borgaonkar with a period of intensive training and education at a high volume centre which he would not be able to get currently in the UK.  The Group felt that the fellowship offered a unique training opportunity which would be of benefit to both patients and the organisation, and unanimously endorsed the request.  In order to assure clinical governance, the Group recommended that there should be six monthly audits of the outcomes, to identify any surgical complications or other issues that may arise.  Mr Borgaonkar indicated that funding was available to enable him to undertake the training.  Backfill funding would need to be identified to maintain the current service during his period of leave.

Noting that the number of radical prostatectomies carried out in Raigmore had peaked in 2007, the Group agreed to ask Public Health colleagues to look into the reasons for the significant increase that year.        

The Group Supported Mr Borgaonkar’s application for the fellowship.  
7
ELECTRONIC HANDOVER SYSTEM

Dr Harvey was unable to attend the meeting to speak to this item but had advised that the project was going ahead as part of the European Working Time Directive initiatives.  The proposal was for the development and implementation of an electronic handover system capable of linkage with an electronic patient record for hospitals within NHS Highland. 
Compliance with the 48 hour European Working Time Directive for junior doctors from August 2009 would result in a substantial reduction in available routine weekday medical cover.  There would also be changes in arrangements for evening and weekend care with a further move to a multidisciplinary Hospital at Night team approach.  In order to ensure continued patient safety there would be a step change increase in the need for rapid and robust handover and task management arrangements.  Traditional face to face handover would be increasingly difficult to achieve where large numbers of patients and staff were involved and where there may be no actual shift overlap time.  
The project would address the above safety and working time issues through the development and implementation of a modern electronic system in two interlinked parts:

· A system to support out of hours handover, and patient orientated task management.

· An electronic patient record for hospital inpatients across NHS Highland that emulates the current handwritten record, facilitating faster and  more reliable admission, transfer and discharge, and safer structured patient care.

The Group Noted the development and that it was being progressed through the European Working Time Directive initiative and was supportive of the development. 

8
FUTURE AGENDA ITEMS

The undernoted topics were agreed for discussion at the next meeting:-  

· ‘A Framework for Future Clinical Care Delivery in NHS Highland’ 
· Chronic Pain Service
9
SCHEDULE OF MEETINGS IN 2009 
The Group agreed to meet on a quarterly basis, on the following dates:-
· 9 March

· 8 June

· 14 September

· 14 December

An earlier start time of 1.30pm was suggested.  It was agreed that the next meeting on 9 March 2009 would start at the usual time of 2pm, and a decision would be taken at that meeting whether or not to revise the start time.  
10
DATE OF NEXT MEETING

The next meeting would be held on Monday 9 March 2009 at 2.00pm in the Board Room, Assynt House.
The meeting concluded at 4.40pm
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