- Minutes of IRP meeting 9 July 2015 - 

IRP

INDEPENDENT RECONFIGURATION PANEL

MINUTES OF MEETING HELD ON 9 JULY 2015
London

Present:

Lord Ribeiro


Chairman
Ms Cath Broderick 

Dr Shera Chok

Dr Nick Coleman 

Ms Rosemary Granger

Ms Tessa Green

Dr Jane Hawdon

Ms Nicky Hayes

Mr Simon Morritt

Ms Linda Pepper

Ms Linn Phipps 

Mr Hugh Ross
Dr Suzanne Shale
Mr Richard Jeavons

Chief Executive

Mr Martin Houghton

Secretary to Panel

Ms Natalie Andrews
Apologies: 

Dr Fiona Campbell 

Mr Glenn Douglas 

Dr Shane Duffy 
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1
Introduction

The Chairman welcomed members to the meeting. 
2
Declarations of interest
2.1
Cath Broderick had undertaken work relating to the Greater Manchester health services review (para 5.3). This was not considered to represent a conflict of interest with the Panel’s discussion at the meeting.

3

Minutes of last meeting 
3.1
The minutes of the meeting on 14 May 2015 were agreed. 

4
Matters arising 
4.1
Paras 5.4 and 5.5. The Panel’s initial assessment advice on the Cossham Hospital referral and the 2014/15 annual business review had now been published. 
5
Chairman’s update
5.1
Following discussion at the last meeting, the secretariat had prepared a draft policy for members’ use of social media in relation to IRP work. Consideration had been given to the Panel’s own Code of Practice and guidance applying to civil servants. While Panel members are not civil servants, they are members of a public body and it seems reasonable for the same guidance to apply. Members agreed the policy and should be mindful not to disclose official information without authority and not to discuss the detail of IRP work outside the Panel.

5.2
Members agreed at the last meeting that, in light of the recommendations of the triennial review of the IRP, the Panel should continue to review its quality assurance procedures including seeking feedback from past contributors to reviews on the Panel’s working practices and implementing improvements where applicable. It was acknowledged that the Panel’s primary customer was the Secretary of State who commissioned reviews and that a number of routes to receiving feedback from that source were already in place. It was proposed that feedback from contributors to reviews should be sought via an electronic questionnaire with the option for a follow-up telephone conversation in which members could be involved. A standard questionnaire would be developed for use following submission of an IRP report but prior to publication – to focus responses on processes rather than content. Further thought would be given to which parties involved in a review should be approached for feedback. It was considered that there may be occasions when follow-up through face-to-face meetings would be appropriate though Members acknowledged that costs needed to be kept to a minimum. The secretariat would draw up a draft standard framework for questions incorporating Members’ suggestions for discussion at the next meeting.
5.3
Members were advised that final decisions on the review of healthcare services in Greater Manchester were due to be taken on 15 July 2015. Ongoing work elsewhere in the country – including London, the north east, the north west and the south west - was noted. 
6
Panel briefing – Urgent and Emergency Care
6.1
The Chairman welcomed Prof. Keith Willett, orthopaedic surgeon and National Director, Acute Episodes of Care, NHS England to talk about urgent and emergency care provision.
6.2

Main points from presentation:

· a 2013-15 review examined all urgent and emergency care provision - £27b worth of expenditure (25% of NHS budget)
· three phases to review: design, delivery, implementation – programme is now in implementation phase

· the vision:

· for people with urgent but non-life threatening needs is highly responsive, effective and personalised care outside of hospital and care in or as close as possible to people’s homes

· for people with serious or life-threatening emergency needs is treatment in centres with the very best expertise to maximise chances of survival and recovery 

· 5.4m people admitted to hospital in England each year, 340m GP attendances
· basic principles:
· self-care – NHS111 on digital platform with access to clinician when needed, promote pharmacy access

· same day, every day access to general practice, primary care and community services advice

· 24/7 clinical decision support for GPs, paramedics and community teams from hospital specialists

· ambulance service to become mobile urgent community treatment service, not just transport

· emergency care networks comprising:

· urgent care centres

· emergency hospital centres

· emergency hospital centres with specialist services

· all connected into a cohesive network through system resilience groups

· challenges:

· payment system reform

· information sharing 

· system measurement

· workforce and skills shift 

· 2017 target for implementation against published set of standards
6.3
Members discussed:

· the need to involve patients in system design:

· all system development has been done in the public eye with patients involved throughout

· information sharing across different arms of the NHS must be personalised with the prior knowledge of the patient and with access to specialist advice

· public education allied with experiential learning will be vital to achieve appropriate use of the revised system
· as patients develop understanding of the difference between urgent and emergency care, the hope is that they will appreciate the value of sharing patient information 

· payment system disincentives to information sharing and barriers between primary and secondary care need to be broken down to ensure better integration
· workforce models may well be different across the country to reflect different local needs – pilot schemes will test alternative ways of working

· need for shared governance framework to ensure accountability

· central policy agreement required to ensure payment system reform and workforce changes are implemented
· experience in test sites has shown that, with support for paramedics, ambulance services can adapt to the new service requirements
· devolution should not impact on the programme - localities are free to develop service designs that meet local needs provided the defined service standards are met
· IRP reviews, even when localised, should focus on the wider context and whole health economy and how proposals sit within networks
6.4

The Chairman thanked Prof. Willett for a very interesting and informative discussion. A copy of the slides used would be circulated.

7

Any other business
7.1
None. 

8
Date of next meeting
8.1
Thursday 10 September 2015.
1

