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Dr Shane Duffy 
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Ms Linn Phipps 

Mr Hugh Ross
Mr Richard Jeavons

Chief Executive

Mr Martin Houghton

Secretary to Panel

Ms Zoe Dubber
Apologies: 


Dr Shera Chok

Dr Suzanne Shale
1
Introduction

The Chairman welcomed members to the meeting. 
2
Declarations of interest
2.1
The Chairman advised members that he had been appointed to a House of Lords ad-hoc select committee considering the long-term sustainability of the NHS. The committee was expected to report its findings in spring 2017.
3

Minutes of last meeting 
3.1
The minutes of the meeting on 10 March 2016 were agreed. 

4
Matters arising 
4.1
None.
5
Chairman’s update
5.1
Since the last meeting, Jane Hawdon had completed her term of office and Tessa Green had resigned from the Panel in light of her appointment as Chairman of Moorfields Eye Hospital NHS Foundation Trust. The Chairman placed on record his thanks to both of them for their valuable contributions to the Panel’s work. The process of filling vacancies was ongoing and Dr Stephen D’Souza, a consultant in vascular and non-vascular interventional radiology at Lancashire Teaching Hospitals NHS Trust, had been appointed as a clinical member. It was hoped to be able to announce further appointments at the September meeting. 
5.2
Members had seen the recent announcement by NHS England regarding commissioning intentions for the future delivery of congenital heart disease services. While the announcement had aroused particular interest in some areas, there was still much work to be done and further consultation could be expected before a final decision was made. Members were pleased to note, in line with the recommendations of the Panel’s 2013 report, recognition of the need for a co-ordinated approach to treatment provision for adults and children. 
5.3
Members noted the recent national developments that had taken place and the possible implications for the NHS and work of the IRP. A close watch would be kept on further developments and members updated as a clearer picture emerged. 
5.4
Richard Jeavons and Martin Houghton had been invited to attend a meeting of north east CCG chief executives and representatives on 7 July 2016 to talk about the work of the IRP and, in particular, its informal advice-giving role. Familiar themes about the benefit of early engagement and involvement with patients and the public – getting it right from the outset - had been well-received. 
6
IRP future work
6.1
A formal referral to the Secretary of State was expected shortly.
6.2
The Panel’s DH sponsors had invited the IRP to consider the current reconfiguration and assurance process and possible steps for improvement. The possibility had been raised of putting the Panel’s expertise to further use in its informal role to assist forthcoming NHS sustainability and transformation plans (STP) and other initiatives in achieving successful service change. 
6.3
Members noted recent trends in the pattern of formal referrals and considered possible reasons for this. The electoral cycle had undoubtedly played a part as had improvement in the NHS approach to handling service change. Anecdotal evidence suggested that a further factor may be additional pressure of local authority scrutiny resource. In that regard, maintaining a focus on better, earlier engagement was important to ensuring that local authorities remained able to carry out their scrutiny functions efficiently. 
6.4
A number of possible areas for greater IRP involvement were discussed and it was agreed that the Secretariat should take these forward. Some had already been initiated, for example, the visit to north east CCGS [item 5.4 above]. The intention was that, where possible, Panel members would be invited to join future such visits. Following discussions, NHS England had also asked the Panel for input into the next revision of its guidance on planning, assuring and delivering service change for patients and initial observations had been passed on. 
7
Panel briefing – the case for reconfiguration of acute adult services
7.1
Candace Imison, Director of Policy at the Nuffield Trust, provided a briefing on the case for reconfiguration of acute adult services.
7.2

Main points from presentation:

· Nuffield Trust has been examining evidence from a variety of sources to consider the case for service reconfiguration
· Looked at evidence from:
· NCAT reviews
· work on emergency general surgery (EGS) 
· elsewhere – HiSLAC, international, workshop on rural hospitals, joint debate with NHS Confederation on small hospitals
· NCAT reviews:

· five drivers identified – workforce, cost, technology, access, quality
· workforce and finance are the main drivers for change though quality is a beneficiary and influence of technology is growing (access often suffers as a result of change)
· staff recruitment and retention is problem in a number of specialties, lack of generalist skills, growing dependence on locums - greater workforce innovation needed

· reconfiguration rarely saves money due to diseconomies of scale, high capital costs, inability to reduce staffing costs, need to retain access for some services
· technology improvements provide considerable scope for improving diagnosis and treatment
· access to services is good compared to many other parts of the world, nevertheless it is a significant concern amongst local populations
· some evidence that higher volumes are associated with better outcomes in some specialities but no clear evidence that smaller hospitals consistently perform worse on indicators of quality
· emergency general surgery:

· workforce and training challenges: early move to specialisation, consultant-delivered care restricting opportunities, tension between service and training - all result in fewer surgeons with generalist skills
· noticeable national variations in outcomes for EGS presentations

· underlying demographic trends mean more elderly patients presenting

· new models of training may be helpful but have yet to be fully embraced

· other evidence:
· evidence of correlation between weekend staffing of hospital specialists and mortality risk for emergency admissions not definitive
· international comparisons vary about what constitutes a small hospital
· workforce challenges are magnified in rural settings and access issues exacerbated

· variety of strategies available to support services in rural areas, for example – broadening the skill base of doctors, clinical networks (hub and spoke), technological innovation
7.3
Members discussed:
· the apparent lack of evaluation of past reconfiguration proposals and difficulty in doing so – service change is not static (at what point should evaluation be undertaken?) and what should be included (knock-on effects for other services?) 
· major trauma is often a significant influence on reconfiguration plans even though patient numbers are relatively low in comparison to other services that may be affected
· the current STP process may in a number of cases focus on centralisation – evidence would suggest this is unlikely to result in financial savings
· but while reconfiguration may not result in direct financial savings in the present, it can help to avoid additional costs accruing in the future 

· local people have to trust those proposing service change, greater openness and involvement still required
· a greater recognition of generalist skills is emerging and is being reflected in pay

· advances in technology are increasingly enabling and supporting the continuance of rural centres – for example through remote consultation/diagnosis
7.4
The Chairman thanked Candace Imison for a very interesting and informative discussion.

8

Any other business
8.1
A briefing on success regimes would be arranged for a future meeting.
9
Date of next meeting
9.1
Thursday 8 September 2016.
4

