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1
Introduction

The Chairman welcomed members to the meeting. 
2
Declarations of interest
2.1
None.
3

Minutes of last meeting 
3.1
The minutes of the meeting on 9 July 2015 were agreed. 

4
Matters arising 
4.1
Members noted the ongoing developments with regard to health services in Greater Manchester.
5
Chairman’s update
5.1
Linda Pepper’s term of office was due to conclude at the end of the month. Members joined the Chairman in thanking her for her hard work, sound advice and good company. Reflecting on her eight years with the Panel, Linda highlighted the benefits of diversity amongst the Panel membership, both in the different disciplines and within the different but complementary backgrounds of the lay membership. Her experience with the Panel had proved mutually beneficial for some of the organisations with which she had worked including the Centre for Public Scrutiny, RCGP, RCOG and as a governor with her local NHS trust. 

5.2
Dovetailing with some of the recent presentations the Panel had received, the Royal College of Emergency Medicine had issued a response to the publication of the NHS England document Safer, Faster, Better: good practice in delivering urgent and emergency care. Overall, the principle of getting care right first time in the right place had been positively received. The College’s response supported the emphasis on co-location of primary care services with A&E departments though some concern had been expressed about funding for social services. Members commented that some “system leadership” would be required to ensure successful local implementation along with changes in the way primary care works – a possible topic for future IRP briefing.
6
Quality assurance of IRP procedures
6.1
Members had agreed 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. 
6.2
A standard questionnaire had been drafted for use following submission of an IRP report but prior to publication – to focus responses on processes rather than content. The questionnaire could be followed up where necessary by telephone conversation involving Panel members. The questionnaire followed the chronology of an IRP review from referral through to submission of advice. The Panel’s existing Review Process document, issued in advance to all those taking part in a full review, had been updated to complement the questionnaire content. 

6.3
Members offered a number of helpful comments concerning the content and clarification of the purpose of the questionnaire which would be amended and piloted with recent participants of IRP reviews. 

7
Panel briefing – Future of specialised services 
7.1
The IRP chief executive, Richard Jeavons, also currently Interim Director of Specialised Commissioning with NHS England, provided a briefing on the future of specialised services.
7.2

Main points from presentation:

· national commissioning undertaken by 10 area teams, each responsible for particular services rather than on their own populations

· £14bn budget covering 175 service specifications 
· spend on specialised services is predicted to rise by 7.2% between 2013/14 and 2019/20 – rising price of drugs is a major issue – leading to an anticipated funding gap unless action is taken
· six services – chemotherapy, secure mental health, renal dialysis, neurology, neonatal intensive care and neurosurgery – account for 50% of spend growth
· six cost control interventions to reduce the identified financial gap to 2019/20:

· publish data to reduce variation
· reduce provider incentives for volume
· control deployment of new interventions

· increase focus on healthcare value

· reshape supply

· reduce avoidable specialised care

· even then, there is still likely to be a financial gap which will require radical redesign of the way care is delivered to improve quality whilst helping to close that gap:
· three year rolling reviews in services where the relationship between quality and patient volumes is strong

· networks of services integrating organisations and service around patients

· consider specialist centres for rare diseases
· consolidation of services may help control costs but determining the right concentration of providers depends on:

· getting the right mix of viable volumes and access for patients

· the majority of specialist service provision is already concentrated in a small number of large providers – consolidation impacts more on medium sized providers

· a number of design principles will be used to evaluate options for change including minimum catchment populations, service and pathway interdependencies, patient experience, existing footprint, equity of access, deliverability and centres of excellence
· aim is to move to a different cycle of delivery based on transparency and measurement – consolidated service delivery through network clusters and a quality and improvement culture based on transparency and results

7.3
Members discussed:

· the large expansion of specialised services in recent years
· health education takes time but change is needed urgently

· added complexity around public health (a local government responsibility) and the need for strategic planning

· the need to remove barriers to collaboration and for leadership from provider trusts 
· the need to shift away from a competitive, top-down system and remove regulatory and market constraints 
· public and patient involvement is a fundamental principle of all the work being done

· the London neonatal network provides a good example of how change can be implemented for the better
· a speaker from the new models of care team could be invited to brief the Panel 

7.4
The Chairman thanked Richard Jeavons for a very interesting and informative discussion. 

8

Any other business
8.1
None. 

9
Date of next meeting
9.1
Thursday 14 January 2016.
3

