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Minutes of the NWL Cardiac Steering Group
NWL Cardiac Steering Group Meeting

Board Room, NHS Westminster

Wednesday 19th January 2011, 9.00 am – 10.45 am
	Attendees

	Pete Smith (PS), Cardiac Surgeon and Clinical Lead, Imperial College Healthcare NHS Trust (Chair)

Dawn Holloway, Senior Project Manager, NWLCSN (Minutes)

Hilary Walker, Director, NWLCSN

Antoinette Scott, Assistant Director, NWLCSN

Alison Rochelle, Cardiology Manager, Hillingdon Hospital
Sylvia Stoianova, Information Analyst/Project Manager, NWLCSN

Roy Oliver, Chair of Heart 2 Heart PPE Group

Nigel Stephens, Consultant Cardiologist, NWL Hospital
Susie Pemberton, Nurse Consultant, Ealing and Harrow Community Services

Farah Irfan-Khan, Project Manager, NWLCSN

Mark Mason, Consultant Cardiologist, Royal Brompton and Harefield NHS FT
Vias Markides, Consultant Cardiologist, RBHT

Adrian Brown, Consultant in Public Health, NHS Westminster

Amarjit Sethi, Consultant Cardiologist, EHT

Iqbal Malik, Consultant Cardiologist, Imperial

Ann Miskin, Service Manager in Cardiology NWL Hospital
Tony Desouza, Consultant Cardiologist,, Royal Brompton and Harefield NHS FT 
Matt Noonan, Service Manager in Cardiology, Imperial College Healthcare NHS Trust 


	Apologies

	Mark Dancy, Consultant Cardiologist, NWL Hospital  
Miles Dalby, Consultant Cardiologist, Royal Brompton and Harefield 



	Item
	Discussion
	Actions/

Papers

	1.
	Welcome, Introduction & Apologies

PS welcomed all to the meeting, introductions were made and apologies noted.


	

	2.
	Minutes of Previous Meeting (13 October 10) and Matters Arising

The minutes of 13 October were agreed as an accurate record of discussions and were signed off.  

Matters arising

Lipid guidelines: An agreement could not been reached between the primary care group and the CSG on the lipid guidelines.  One point of agreement was that diabetic patients at risk of a coronary event were to be treated as secondary prevention ACS patients.   The principal area of disagreement, is that the NICE CG067 guideline of 4 and 2 cannot be agreed by PCTs at it is unaffordable.  Whilst 4 and 2 should be an agreed aim, the group agreed that 5 and 3 was a more realistic target.  The lipid guideline should be amended to state that 5 and 3 is the target and 4 and 2 is the aspiration – the guideline will be reviewed again by the primary care work stream when the statin comes off patent.  (Atorvostatin is planned to come off patent in November 2011).  
Action: A copy of the draft lipid guideline with the wording will be forwarded to AB to take to the next Primary Care prevention work stream meeting for agreement.  The guideline will then be put on the network website.
Clopidogrel: AB informed the group that clopidogrel guidelines from the primary prevention group had been developed and circulated to the medicine management leads in PCTs for their comments and feedback   The final guideline will be forwarded to the next CSG for sign off.  Action:  AB to forward clopidogrel guidelines to CSG when ready
Drug Notes:

Clopidogrel, or clopidogrel bisulfate, is an antiplatelet drug that prevents blood clots caused by platelets sticking to each other. This drug is most commonly prescribed to people who experienced a recent heart attack or stroke and need to reduce their risks for another. It also can be used to treat patients with conditions that increase the chances of heart attack or stroke, such as peripheral artery disease (PAD) acute coronary syndrome (ACS). 


	

	3.
	Cardiology Drugs

IM raised a concern about the management of patients discharged home on Ranolazine and Dronedarone and gave examples where patients were prescribed either drug but that the patient was referred back to the hospital by the GP for a repeat prescription.  IM asked the board for guidance on how to best manage the situation as this is likely to occur more frequently particularly as new cardiology drugs come on board.  There was general agreement that the decision to prescribe should be made by the cardiologist and repeat prescriptions should be prescribed by the GPs, supported by guidelines.  

Action: PS suggested setting up a network group for offering cardiology pharmacy guidance.   This group would review each of the cardiology drugs every 4 to 6 month as well as taking advice from the commissioning authority.  AB stated that he would follow up the possibilities for taking forwards Cardiology drug issues and would feed back at the next CSG.
IM proposed formulating a Network wide policy for the use of Dronedarone and Ranolazine and to obtain consensus across the network for these drugs including Dabigitran when this comes onto the market.  The decision to prescribe should be led by the cardiologist at the trust and continued use should be prescribed by the PCT.  A sector guide sanctioned by the board would avoid possible blocks from the PCT.  MM proposed having a resource on the Network website for GPs to access.  This resource will have secondary care input.  This is an option that may be considered for the network.  
Drug notes:
Ranolazine is a medication prescribed to treat angina, which is chest pain or pressure. Angina occurs when the heart does not receive sufficient amounts of oxygen. Ranolazine is an anti-anginal medication that works by helping to improve blood flow. It is only intended for use by patients who suffer from chronic, or long-term, angina. This medication cannot treat a sudden attack of angina, but rather it is for continued maintenance and prevention   
Dronedarone is a medication predominantly prescribed to treat cardiac arrhythmia, a condition commonly known as irregular heartbeat. A member of the antiarrhythmic class of drugs, dronedarone is used in the management of two main types of irregular heartbeat: atrial fibrillation and atrial flutter. The drug is sometimes referred to as SR33589 and is marketed under the brand name Multaq®.    
Dabigatran is a medication used to prevent dangerous blood clots in patients with atrial fibrillation. Like other drugs in its class, it makes the blood thinner and interferes with the body’s ability to produce thrombin. This makes it difficult for blood to clot, and though this reduces the risk of stroke and systemic embolism in certain patients, it can also cause uncontrolled bleeding.
Prasugrel is a platelet inhibitor in tablet form that is usually prescribed to patients along with aspirin. Its users are typically those who have had heart attacks or stroke and underwent angioplasties. The main condition the drug helps to treat is acute coronary syndrome in patients undergoing planned percutaneous coronary intervention (PCI). Other conditions for which prasugrel may be prescribed are severe chest pain and blood clotting. This particular medicine is in the class of anti-platelets drugs and acts by preventing platelets from clotting together, a problem that could lead to heart attack or stroke.

Drug information from http://www.wisegeek.com/


	

	4.
	NWL Performance Update 

Revascularisation/Inter-hospital web based transfers

IM reported that trusts generally were using the IHT web based system fairly well, with NWL Hospital using the system exceptionally well.  Ealing has now started to use the IHT system.  IM highlighted the following areas – the next revasc. work stream would pick up the below issues and then IM and SS would feed back to the CSG:

· Action: An increase in readmission rates for cardiology and cardiac surgery.  This is being investigated for accuracy.  The group agreed that if a patient is discharged and readmitted within 30 days, the revasc centre that undertook the procedure should be notified. 
· Data quality issues in terms of gaps and inconsistencies in reporting were noted for MINAP data collection at RBH, Ealing and West Middlesex University.  Action The Network will be contacting trusts to clarify any issues and improve the data collection.  IM also reported there is no significant change in the HES LOS figures  

· Action The prolonged stay following cardiac procedures, associated with the older patient not wanting to be discharged from hospital.  There tended to be a social reason for this.  IM suggested setting up an OT /physiotherapy working group to address or to link in with the rehabilitation work stream
HW added that NHS London request quarterly reports from the London Networks on progress towards implementation of the commissioning intentions.   In terms of electronic referral uptake for cardiac surgery, NWL is poor at 29% in comparison to NC 62% and NE 100%.  There was no record for S London.  IM stated that the revasc group are pushing to get all referrals on the system as demonstrated by the improvement in the last quarters’ report.   

Cardiac Performance and Dashboard

Trust Performance Quarter 2 2010-11 AS reported there was nothing significant to report in the performance of the trusts against the national target.  Echo waiting times has improved at Ealing (82% waiting <6 weeks) as a result of putting on extra clinics.  It was discussed that it would be good to get feedback about waiting times across the sector and how they compared.  It was discussed that this was looked into at the diagnostic working group, and feedback from this group can be presented to the CSG.

Cardiac Rehabilitation
A local indicator newly reported on the dashboard.  AS reported that the rehab group are reviewing CR uptake and receipt of data from 5 CR programmes shows the uptake at 60%, which is above the national level.  A recent workshop with the HIEC team identified that staffing levels did not meet the national standard and the CR group are working to achieve this. Work is continuing over to improve the rate of uptake for CR.  
Primary Care Trust Performance Quarter 2 2010/11

Smoking Cessation – Three PCTs, Brent, Hammersmith and Fulham and Hillingdon had more quitters than planned during quarter 2.    Hillingdon continue to do well.

Generic statin prescribing -   There was nothing of significance to report other than Hounslow remains the only PCT to be above the national target of 77% prescriptions written for low cost statins.   
NHS Health Checks - The sector offered 20,406 health checks of which 12,648 were  completed.  HW asked why there was a difference between some PCT that offered and carried out Health Checks.   AB replied that each PCT offered health checks in different venues, such as GP surgeries, Pharmacies and at community events, and that there was a range of different payments and funding across the sector.  AB added that it is envisaged that once the 3 NWL PCT clusters are operational, there will be more joined up working for NHS Health Checks which will be reviewed and become more standardised across the sector.   

	

	5.
	Pan London Cardiovascular Review

PS reported that the conclusion from Pan London review is to implement the recommendations for the models of care by March 2012 and the main driver for the implementation of the proposed model of care is to improve patient outcomes. To facilitate the implementation stage, 3 projects have been set up: 
· NSTEACS (non ST elevated acute coronary syndromes)
· Cardiac surgery and 
· Electrophysiology/arrhythmia.  
Each group will meet and agree high level action plans with representatives from each of the London cardiac and stroke networks.  PS is the lead for the cardiac surgery, reported that 4 meetings are due over the next 4 months, with the first one in January.  
Each of the 3 London network directors will be leading on these groups, with a  clinical lead and a cross section of attendees to represent each of the groups.  The London project leads for each of the groups are:
Non elective cardiac surgery: Lucy Grothier, S London, Pete Smith
High risk NSTEACS: Janet Lailey, NE East, Andrew Archbold, consultant cardiologist Barts and the London Hospital
Electrophysiology: Hilary Walker, Michael Cooklin, Consultant cardiologist Guy’s and St Thomas’.
Each group has been tasked to develop a project initiation document (PID) for the project areas and these are due to be ready by the end of March 2011.

	

	6.
	Proposed two Network work streams
PS  opened a discussion and proposed two new cardiac work streams:

· cardiac imaging : the membership is in place but the remit is to take forward issues identified from the sector imaging guide and baseline assessment

· Inequalities

PS asked the CSG board to approve the work streams and to designate these two new work steams to become part of the cardiac Network strategy.   A discussion followed and the following questions were raised: 

Cardiac Imaging PS reported the group has drafted a sector guide and a baseline assessment of cardiac imaging resources, clinics and activity across the sector, in line with the national policy document on Cardiac Imaging Guide February 2010, which identified cardiac imaging resources as expensive and the service could be improved through improved co-ordination and better use of resources. The new group will take on the next steps of engaging with the GP consortia and commissioners.  A chair for the group will be discussed and identified at the next cardiac imaging meeting.  
Inequalities work stream PS proposed a work stream to focus on inequalities.  A discussion followed in which it was identified that this is a very broad and complex subject and needed to clarify the reason, remit and scope of this group.  PS responded the remit would be age, sex and culture aligned with national developments1.   A discussion followed and the following points were raised:

· The group should link inequalities with outcomes.  ASe added this should cover drugs
· gender would focus on inequality to access to revasc.  The advice from Dr Ghada Mikhail would be sought.  HW added work has been done on this at a national level and to link in with that
· age inequality, particularly the older patient for cardiac surgery and device implants.  MM stated there is data from CCAD and MINAP data that can be used to support this.  It has been found that octogenarians don’t do so well as younger people

· outcomes for the different ethnic groups. Is enough done for our local cultural minorities in terms of access and outcomes.  
MM asked would this affect meaningful change and is this something that the existing work streams should identify and take forward.  HW responded in terms of meaningful change, the information would inform the GP consortia.  VM highlighted that the cardiac devices work group has started to look at equal access to appropriateness of case for cardiac devices.  

To conclude, PS recommended a subgroup to scope the work streams and to report back the findings at the next CSG and to discuss what should be done to take this further.  AB agreed to take a lead on this and that the subgroup would do detailed work.   AB recommended needing the support from data information colleagues as well as the commissioning colleagues, particularly in how the work of the Network fits within the commissioning structures.  Action: AB
The group agreed and approved the setting up of the two new work streams.
  1 http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_099782.pdf
	

	7.
	Cardiac Work streams Update

With reference to the cardiac progress report, (see attachment) PS reported that the work streams were working well and there was nothing further to report.  The clinical leads agreed and had nothing new to add. 

	

	8.
	Cardiac Imaging – Developments of the Sector wide Cardiac Imaging report 

Due to timescales this item will be deferred to the next meeting, where it is planned to present a completed report.  PS reported that the cardiac imaging report has been drafted and the baseline assessment almost complete, both of which are a significant piece of work.

	

	9.
	A.O.B. 

Future of the Network  PS reported that the Network will be funded till March 2012 and will continue during to act as a commissioning support to the commissioners .  There was no other business.


	

	10.
	Date, Time, Venue of next meeting

Wednesday 20 April 2011 at 9 am, Boardroom of NHS Westminster, 15 Marylebone Road.   The Network board meeting will follow at 11.00 am.  
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