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Minutes

NWL Cardiac Steering Group Meeting

Room 4.1, NHS Hammersmith & Fulham

Wednesday 13 October 2010, 9.00 am – 10.45 am
	Attendees

	Pete Smith (PS), Cardiac Surgeon and Clinical Lead, ICHT (Chair)

Kathryn Wickham, PA & Administrator, NWLCSN (Minutes)

Hilary Walker, Director, NWLCSN

Antoinette Scott, Assistant Director, NWLCSN

Mark Dancy, Consultant Cardiologist, NWLHT 

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

Roy Oliver, Chair of H2H PPE Group
Nigel Stephens, Consultant Cardiologist, NWLH

Susie Pemberton, Nurse Consultant, Ealing and Harrow Community Services

Temo Donovan, Senior Project Manager, NWLCSN

Farah Irfan-Khan, Project Manager, NWLCSN

Mark Mason, Consultant Cardiologist, RBHT

Vias Markides, Consultant Cardiologist, RBHT

David Smith, Community Heart Failure Nurse, NHS Brent


	Apologies

	Adrian Brown, Consultant in Public Health, NHS Westminster

Julian Collinson, Consultant Cardiologist, Chelsea & Westminster

Miles Dalby, Consultant Cardiologist, RBHT

Amarjit Sethi, Consultant Cardiologist, EHT

Yoginder Maini, H2H member

Judith Edwards, Senior Clinical Nurse Specialist – Cardiology, Charing Cross
Iqbal Malik, Consultant Cardiologist, Imperial



	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 (14 July 10) and Matters Arising
There were two changes to the minutes:

· agenda item 3, last paragraph, should read: 1) the centralisation of arterial and vascular surgery

· agenda item 5, 2nd paragraph, should read: Recalling the last discussion at the January CSG, it was agreed to accept the current NICE guidelines of 4 & 2. 

These were corrected and the minutes were signed off.  

Actions from Previous Minutes:

AS confirmed that the dashboard had been circulated to Trusts prior to the CSG for  validation.  HW requested trusts to check the dashboard as soon as it was received and to feed back changes to the Network immediately allowing time to correct and prepare for the CSG.

Primary Prevention – Clopidogrel: AS reported that a discussion will take place at the next meeting primary prevention meeting on the way forward for a sector-wide prescribing guideline. 
Lipid guideline: There remains disagreement for a sector wide guideline, with the cardiologist supporting the recommendation from NICE CG067 for 4 & 2 and the PCTs working to the QOF goals of 5 & 3. HW recommended we need to make a compromise to reflect the current disagreement in the sector guideline and review when Atorvostatin comes off patent, which is scheduled for December 2010.  MD agreed to come up with a form of words to include in the guideline to enable this to move forwards. HW reported that a sector drugs and devices group has been convened to look at over performance and high cost drugs.  If the sector can improve generic statin prescribing levels there are considerable savings to be made.  Action Point:  AS and MD to meet and report at next CSG.

Pan London Chest pain consensus meeting: AS reported Jamil Mayet attended the London meeting as a representative from NW London.  A briefing from the meeting is attached.  Consideration needs to be given on how NWL will implement this guidance and what the financial implications are for NWL.


	AS/MD
AS
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	3.
	Pan London Cardiovascular Review
PS gave an update and reported that since the change of government Commissioning Support for London (CSL) had slowed down the progression of the Cardiovascular Review.   In August CSL published the cardiovascular documents and commenced a public engagement consultation process, which ends on 31 October, both of which signalled a return to an increased pace in taking forward the Cardiovascular Review.  Despite the slow down, many Trusts have been able to pre-empt the tasks ahead and have taken these actions on board prior to being asked. PS gave an example that the Brompton and Imperial have set up a joint aortic dissection group.

HW reported that at the recent London Cardiac and Stroke Network Board it was agreed that the Networks meet to discuss the recommendations and agree a high-level action plan in taking forward the implementation of the Cardiovascular Review at sector and pan London levels. This meeting will take place this afternoon.

PS gave an overview of the three Cardiovascular work streams and reported that CSL had published the Cardiovascular documents on their website at http://www.csl.nhs.uk/Publications/Pages/ProjectPublications.aspx?tags=8&tagDisplayName=Cardiovascular
A discussion followed on the proposed hub and spoke model for EP Networks, within the sector and across London. It was noted that as the implementation gathers momentum, actions and issues will need to be monitored and managed at Network level.  HW suggested having small working groups to work through issues that may emerge.  VM supported this and added if required the Devices work stream would change.


	

	4.
	Brent End of Life National Priority Project

David Smith, Community Heart Failure (HF) Nurse at NHS Brent presented a national priority project on heart failure end of life care (EoLC).   The project team developed an EoL pathway and associated end of life tools such as the ‘trigger tool’ to recognise if a patient is EoL.  The project has improved access to palliative care services for HF patients and has ensured that equitable referral and assessment processes are in place.  Another key development is the ‘advanced heart failure forum’ providing a platform for the HF lead consultant in each Acute Trust site together with community and hospital HF nurses to discuss management of patients identified as “Cause for Concern”, with others attending as required. The service has been recognised within Brent’s EoL Strategy acting as a template to enable other disease areas to replicate the service.

MD noted that David and his team had undertaken a major task in implementing the EoL pathway and this should be recognised.  A national HF document is currently being produced which will have a suite of speciality documents which will feed into the EoLC strategy.  This should allow commissioners a pathway for everybody regardless of disease group.


	

	5.
	NWL Performance Update - Cardiac Performance and Dashboard
Trust Performance Quarter 1 2010-11 and the month of August  Using the  London Cardiac dashboard, AS reported that all trusts across NWL had achieved the national targets for acute MI, RACPC, 18 weeks cardiology and cardiac surgery.  Omitted from dashboard is the CHD waiting times for elective angiography, angioplasty, CABG and valve surgery.  This is because the Department of Health, since August, had stopped reporting the national monthly CHD waiting times.   The Department of Health are currently developing an alternative report and will notify users once this has been completed.  

NS queried why so few patients were seen at the Royal Brompton and Harefield.  MM responded that the majority of the RACPC are nurse led clinics which are run daily.  The numbers of patients attending these clinics are not reported nationally but the accurate figures can be provided by contacting Alison Hottle, clinic nurse at Harefield. Action Point:  Network to liaise with Harefield for accurate figures for the Harefield RACPC.
It was noted only 4% of patients were seen in the RACPC at Ealing, after decision to refer (where the referral is received after 24 hours).  A discussion followed with possible explanations, e.g., the GP referral was received at the RACPC several days later or after a weekend.  With no representative from Ealing to explain this, AS to contact the trust.  Action Point:  AS to investigate the RACPC with Ealing.
,

IHT web-based transfer system Performance from the IHT system continue to demonstrate poor and mixed use of the system from trusts across the sector.  

Royal Brompton and Harefield  Harefield continues to use the IHT system and the  Brompton continues not to use the IHT. HW mentioned that despite meeting with the Director of Operations and the CE of the trust earlier in the year, who gave their assurances that the trust would use the IHT system, it is evident that this has not been the case.  MM highlighted there were still issues with LOS as there are delays in getting patients across.  MM requested for LOS data to be split by receiving hospital.  Action Point:  SS to provide LOS data.
Despite this, the Network will continue to work with the trust to get the Brompton on board.  AS reported that the trust invited the Network to discuss the IHT at the Cardiac Services Partnership Forum meeting in July, and sees this is as a forum to raise awareness internally.  VM agreed to follow this discussion with the Brompton.  Action Point:  VM to liaise internally with the Brompton on the use of the IHT.

Northwick Park NS noted that although NPH had difficulty in getting started, the trust found the system, a hugely useful tool.

Imperial are showing signs of drifting towards non-use.  PS recommended this  needed to be looked into and monitored, through the Revasc group.
HW reported a meeting with senior acute commissioners from the NHS NW London Acute Commissioning Unit (ACU) to discuss the commissioning and contracting Intentions 2011-12, which will include a section on the use of the IHT system for non-electives and elective cardiac surgery.  The ACU will use the IHT system to monitor trusts performance and will impose sanctions on trusts that do not use it.  HW urged the trusts to use the time between now and end of March 2011 to remedy any issues with the IHT system.  

Primary Care Trust Performance Quarter 1 2010-11 – Generic statin prescribing AS reported there was nothing new to report and that only Hounslow achieved the target of 77% low cost generic statin prescribing.  

NHS Health Checks The sector offered 11,572 health checks of which 6966 were  completed.  PS enquired if health checks are adequately funded and if there is any inequality?  HW responded that funding for the health checks is in the PCT baseline budget and funding is not ring-fenced.  It was noted that Hounslow will cease their health checks programme in December, but may recommence in April 2011 depending on funding. The Network will bring a report on health checks to the next CSG. 


	AS

AS

SS

VM

AS

	6.
	Cardiac Work streams Update

Cardiac Rehabilitation AS reported the work stream had agreed a local target that 70% of patients are offered CR with a 10 – 20% increase per year.  
There will be a joint event with the Health Innovation Education Cluster and the Network organised for 16 November.  The aim of the event is to better understand the CR pathway, the perceived barriers to service change and to discuss options for service redesign. 
Heart Failure MD raised the issue of BNP usage. HIP have developed a cost modeling tool and are working with a number of PCTs nationally to encourage the use of BNP within the diagnostic pathway of HF.  NHS Brent are working with HIP using the cost modeling tool to produce a business case for BNP.  TD noted that the Network had previously put together two sector wide business cases for BNP which were not taken up. HW noted a document was being put together for commissioners to highlight areas that need looking at and this will include BNP.
 

Cardiac Devices VM gave an update.  TOR had been reviewed and updated and signed off by the group.  The final version to be circulated to the CSG for information.  Action AS to circulate the TOR to the CSG (see attached).  A Cardiac Device Clinical Leads meeting was held in September in which national leads and senior clinicians attended. A key message is that CCAD (Central Cardiac Audit Database) will include a national audit on cardiac device complication rates in future device survey reports, as this is currently not being audited.   The network device deactivation guidelines are under review.  Issues around the management of a cardiac device for pre-and post-op patients have been identified and will be included. The final version of the national Device Survey report 2009 is due to be released.  Trusts throughout the sector reviewed and validated data in the draft report and changes were reported to the CCAD prior to the final publication. The sectors’ performance on the whole continues to show variability for implantation for pacemakers, ICDs and CRTs.  A summary of the key headlines from the report were

• The new pacemaker implant rate fell slightly, but is just above the national average

• The CRT implant rate is above, and growing faster than, the national average. Ealing PCT, Hounslow PCT and Harrow PCT exceeded the national target

• ICD rate rose and is now the same as the national average nearly all PCTs having increased their rates.

In relation to cardiac device report, HW highlighted that the commissioners had raised a concern of over-performance in cardiac device implantation rates against planned number of procedures, particularly for ICDs at the Royal Brompton and Harefield. The Network was asked to investigate the increase in activity taking into consideration the cost implications, provide an expert clinical view, as well as provide recommendations for a sector approach to aid in future planning for cardiac devices.  VM agreed to do an analysis of the implantation rates at the Royal Brompton and Harefield.  

HW reported review of activity data for ICD, CRT and pacemakers between April – August 2010 revealed that ICDs had increased significantly across the sector. The data revealed that at the end of August the sector had performed 126 ICDs.  The national target for ICDs is 100 pmp.  

VM carried out a detailed analyses of the data and confirmed the accuracy of the data in the Network report to the commissioners and agreed the use of ICDs and CRTs have significantly increased, particularly at Imperial. VM indicated that what was not possible to establish from the data is what proportion of the devices are new devices and replacements, commonly known as a box change, as it is likely that a box change is being coded as a new device.  VM estimated approximately 50% of box changes are counted as new.  

VM added that the life of the device (although varies from device to device) is around 4/5 years before needing replacement.  In terms of compliance to NICE guidelines, MM confirmed that the figures for both Harefield and the Royal Brompton and Harefield were validated and both hospitals averaged 95% compliance to NICE guidance.  A discussion followed on the cost of devices as it emerged this varies from supplier to supplier.  

PS concluded that for the remainder of this financial year, it is essential that commissioners understand what has happened and NICE guidance is followed.  For the next financial year we need to plan to take into account all issues and the compliance rate of 95%.  VM concluded that a written response will be provided to the commissioners.  
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	7.
	Cardiac Imaging – Developments of the Sector wide Cardiac Imaging report 

Due to timescales this item will be deferred to the next meeting in January 2011.


	

	8.
	A.O.B. 
HW reported that as part of the management reduction cost initiative across NHS London, the CE of the 8 PCTs within NW London, have agreed a proposal to merge the 8 PCTs and in the process create 3 PCT clusters in NW London: 

· Inner cluster:  Hammersmith and Fulham, Kensington and Chelsea and Westminster

· Outer cluster: Ealing, Hillingdon and Hounslow 

· Brent and Harrow cluster

Details of the newly appointed cluster CEs will be announced this week.  The 3 new cluster CEs will join Anne Rainsberry, the CE for NW London, in leading the sector. 


	

	9.
	Date, Time, Venue of next meeting
Wednesday 19 January 2011 at 9 am, Boardroom of NHS Westminster, 15 Marylebone Road.   The Network board will be held on Wednesday 26 January, Boardroom, NHS Westminster.


	


END OF MINUTES  
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Briefing on the meeting for a Pan-London Chest Pain Clinical Consensus.

Background:


At the request of the Pan-London Cardiac and Stroke Network Board (PLCSNB), a pan-London clinical consensus meeting was held in September 2010. Participants from trusts across London were recruited to the meeting after being nominated by their Network. Participants at the meeting are listed in the appendix 1.


Purpose:


The aims of the group were to:


1. Discuss the ‘Chest pain of recent onset’ NICE guidance (NICE clinical guideline 95, published March 2010)


2. Make recommendations on the adoption of the guidance across London

3. Understand the cost and commissioning implications of the new guidance


4. Agree on consensus to facilitate a discussion with commissioners.

Recommendations:

These recommendations have been proposed by a pan-London clinical consensus group, in relation to the NICE ‘Chest Pain of Recent Onset’ guidance (March 2010), and signed off by the Pan-London Cardiac and Stroke Network London Board.


The group were overall supportive of the recommendations from NICE.  However the group identified 5 areas that may require an alternative approach to support the implementation of the guidance. The group agreed that across London it should be recommended that each trust implement them as appropriate for the local area.  This is dependent on local capacity, provision and expertise.

1. There is still a need for rapid access chest pain clinics (RACPC), which provides assessment within 2 weeks.

2. While exercise testing will be reduced in its use, it may still to be used as a risk-stratification tool for appropriate patients.

3. CT Calcium scoring can be used in patients in the 10-60% risk bracket if appropriate to local availability*.

4. For CT Calcium scores less than 0, patients should still be referred for CT Angiography (ref JACC, 2010; 55, 627-634).

a. For dense/high Calcium score, CT Angiography may not be appropriate.


b. CT Angiography should report the radiation dose and ideally should be performed on low does scanners, e.g. less than 5 msv.

5. Functional tests (, i.e. stress echo, nuclear scanning and stress MR) should be provided in according to local speciality and capacity.


a. Functional tests can be used for the patients in the 30-90% risk brackets, when appropriate (and used for patients in the 10-30% risk bracket if radiation dose from CTA is a concern)*.


*In patients with a risk of less than 10%, further investigation should be a clinical decision. 

Next steps:

The group highlighted further actions that would need to be taken forward:


1. The group requested that functional tests, i.e. stress echo, nuclear scanning and stress MR, may need a locally negotiated price and agreed delivery within reasonable time frame, e.g. suggested best practice of 4-6 weeks.

2. The group also recognised that there is scope for pilot studies to test the model of delivery (e.g. assessment and tests on same day).

a. Issues around patient consent must also be considered in the pilots.

3. The group recognised that to support the development of the model of care, audits should take place recording not only the activity surrounding the diagnosis of new onset chest pain, but the negative and positive outcomes of tests undertaken on patients. 

4. The group also highlighted that local solutions are important, and that centralised services are not necessary unless due to limited capacity.


Matters for consideration:


1. The Board is asked to be aware of the recommendations of this group.


2. Financial information relating to implications of the NICE guidance will presented at the December pan London Cardiac and Stroke Network Board.

Appendix 1

Those present at the clinical consensus meeting were:


· Dr Nick Bunce, Consultant Cardiologists, St George’s NHS Trust (Chair), South West London

· Dr Khaled Alfakih, Consultant Cardiologists, University Hospital Lewisham, South East London

· Dr Andrew Archibald, Consultant Cardiologists, Barts and the London NHS Trust, North East London

· Dr Jonathan Byrne, Consultant Cardiologists, Kings College Hospital, South East London

· Dr Gerry Coghlan, Consultant Cardiologists, Royal Free NHS Trust, North Central London

· Dr Jane Hancock, Consultant Cardiologists, Guy’s and St Thomas’ NHS Trust, South  East  London

· Dr Stefan Karwatowski, Consultant Cardiologists, South London Healthcare Trust, South  East  London

· Dr Jamil Mayet, Consultant Cardiologists, Imperial NHS Trust, North West London

· Dr Harry Singh, General Practitioner, North East London


· Sue Sawyer, Assistant Director, North West London Cardiac and Stroke Network


· Laura Gillam, Senior Project Manager, South London Cardiac and Stroke Network 

· Russell Don, Assistant Director, South London Cardiac and Stroke Network

Version 2 


November 2010
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Terms of Reference - Cardiac Devices Group


This group will be responsible for improving services for arrhythmia patients by supporting Trusts and GP Consortia to implement requirements of the National Service Framework (NSF) for Chapter 8.  This will include providing guidance, advice and recommendations on all aspects of arrhythmia and sudden cardiac death.   This will be achieved through networking with other senior clinicians within the field across NW London.

The group will agree an annual work plan with areas for priorities clearly identified with agreed timescales and actions. The main purpose of the group is to: 


1. Reduce variance and improve equity and the uptake of implantation rates for PM (pacemakers), ICD (implantable cardioverter defibrillator) and CRT (cardiac resynchronisation therapy) across the sector that meets the aspirations of the national target


2. Link into the Cardiac Devices National Action Group, Heart Rhythm UK and Commissioning Support for London for London cardiovascular services

3. Identify the current provision of service across the Network; identifying issues which need to be addressed and provide guidance on services, guidelines and protocols and review where appropriate

4. Develop a clinical vision for the service, which incorporates primary, secondary and tertiary care, recommending models of care, which will ensure equity of access within the framework of national guidance 


5. Interpret, advise on national guidelines and develop a common understanding of the implementation of such guidance across the Network in order to maximise clinical safety and effectiveness

6. Ensure national standards are met and implemented as appropriate for review and monitoring of quality requirements across Network.  To monitor local standards, data collection and clinical governance mechanisms in determining key measurables for service performance

7. Advise on any workforce requirements or implications related to arrhythmia and sudden cardiac death services

8. Review and agree audits and research priorities for the sector in relation to arrhythmia and sudden cardiac death services, e.g., infection and complication rates

9. Implement relevant advisories from device manufacturers and Medical and Healthcare products Regulatory Agency (MHRA) guidelines and advice.  To notify the MHRA and manufacturer of any problems arising with devices or leads

10. Organise educational events to build awareness of arrhythmias, sudden cardiac death as well as the role of cardiac devices, treatment and management 

11. For this group to advise and co-ordinate a sector approach to manage issues that may emerge from the implementation of the recommendations of the London Cardiovascular Review for Cardiology Electrophysiology Networks


12. Be responsible for communicating progress to the Cardiac Steering Group, the Network Board, individual Trusts and GP Consortia within the sector. 

Reporting Structure


· This group will meet every 3 – 4 months and all meetings will be minuted


· This group will report to the Cardiac Steering Group and the Network Board which meets quarterly.

Membership 


Chairman:

Mr Vias Markides, Consultant Cardiologist, Royal Brompton and Harefield Foundation Trust 

Other representatives:

Lead Arrhythmia/Sudden Cardiac Death Consultant Cardiologists for each Acute Trust across NW London

Lead Cardiac Physiologists


General Practitioners


Nurse Specialists

Network Director 


Network Assistant Director


Network Senior Project Manager 


Network Public Health Lead


Commissioner from NHS NW London (Commissioning Partnership)


TOR signed off by the Cardiac Devices group in September 2010.

Revised September 2010
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