PAEDIATRIC HEPATOLOGY

MANAGED CLINICAL NETWORK MEETING REPORT

HELD ON

18TH JANUARY 2005

1. Format of the Day

1.30 p.m.

Arrival and Welcome

  
 2.00 p.m.
             Case Presentation and Discussion of Care




             Dr Alastair Baker, Consultant Paediatric Hepatologist

   
3.00 p.m.

TEA    (on the move!)

   
3.10 p.m.

Planning Network 
· Protocols and Guidelines

· Access and referral

· IT and Communications

· Share Care and Specialist Nurses

· Patient and Carer Experience – Patients Pathway

· Staff experience, work-life balance

4.00 p.m.

Biliary Atresia – State of the Art





Dr Dino Hadzic, Consultant Paediatric Hepatologist

      
4.30 p.m.

Close 

2. Attendees

Doctors; Sanjay Sahi, Moshin Malik, Job Cyriac,  Andrew N W Evans, Assad M Butt, Charlotte Daman-Willems, Anne Duthie, Tina Williams, Richard Patey, Selma Al-Wahab, Suzanne Keane, Sally Mitton, Sandhia Naik and

Professor Peter Clayton. 

Community Nurses; Stephanie Kiernan, Ann Cullimore, Louise Schembri and Paul Ainsworth.

3. Progress of Group Work

The attendees agreed to combine :-

· Access and Referral with Information, Technology & Communication

· Staff Experience (Work and Life Balance) with Patient and Carer Experience.

· Shared Care

4. Transcribed Summaries of Group Work

ACCESS & REFERRAL


? Type Hospital – Work in

? Clinical State of the Child

? Registrar & Consultant 

· Named Liver Consultant per hospital/region or send rota to named local consultant – clear routes of communication

· Joint Clinics/Meetings – either local or at KCH every 6 months

IT & COMMUNICATION

Needs to improve – Summary within one week – timescale/targets

Nominal Fax – No per hospital – clear routes of communication

OPD letter – Exchange Management 

Prolonged Stay – Interim Summary – timescale/targets

Results - ? Patient held

Emails or ? faxed to named Consultant

Community Nurses liaising with Liver CNS – clear routes of communication

SHARE CARE PROGRAMME


Gold Standard MCN Oncology examples from Royal Marsden.

Communication – Does it work well?

Clear channels.  Registrar and Specialist Nurses

Royal Marsden Shared Care Nurse

Oncology telephone line

? emails

Protocols – varying

Are there enough patients to warrant shared care?

Is shared care more difficult between tertiary centres?

Database of services – plus number of patients

Discharge Planning

What has worked well?

· Liaison with HCT/Community Team

· Referral

· Answering Queries

What could we do better?

· Real shared  care – linked in to local team - reciprocal

· Find out about local resources and use them

What makes good care?

· Keeping the family local as far as possible close to home

· Dr to Dr communication post referral – lines of communication

· Shared care folders – information

· Discharged letters faxed as well as sent - timescale

What do staff/patients appreciate/enjoy?

· Good Communication

· Accessibility

· Expertise

· Availability

Future?

· ? Outreach.  ? Networked ( to discuss)

ASK THE PATIENT

STAFF EXPERIENCE – (WORK/LIFE BALANCE)


Access to information

Co-ordination/Communication between M.D.T. *

Better informed patient – (expectations realistic)

*Common access to database clinic letters

PATIENT & CARER EXPERIENCE  (PT PATHWAY)

What can we pre-plan? 

Tests locally  - results – pre-planning and expectations

Out patient experience – Continuity – Explanation/Information/Expectations

Post Transplant  - Bloods – Results – 

KCH point of contact – communication (clear route)
Communication – Discussions with family

Data

NHS Net potential to access letters?

Wait for doctors to discuss with surgeons

5. Conclusions of Group Work

All three groups considered some very similar requirements for developing the service.  They emphasized :-

· Clear routes of communication including clear points of contacts at King’s College Hospital and reciprocal points of contact in the local centres.

· Standards for communication including : defined recipients and timescales.

· The target of care as close to home as possible for patients.

· Pre-planning of care if possible and whenever possible.

· Greater level of meeting/interaction between tertiary centres and other contributors to the Managed Clinical Network.

6. Actions

(a)
Participants would like correspondence to be sent by email.  The only secure email service possible is NHS Net.  This service is in the early process of development but all NHS employees should be able to obtain an NHS Net email address.  Alastair Baker undertook to explore sending all correspondence by NHS Net if recipients will obtain NHS Net email addresses. (This is, in fact, possible)

(b) Audit of correspondence  - the clerical service at King’s College Hospital, which is currently managed by Ms Julie Dawkins is very much cognisant of the importance of sending correspondence within the target timescale of less than one week.  Alastair Baker will ask her to provide data from ongoing audits of turnover time for correspondence from out-patient clinics and in-patient admissions including day cases.

(c) Attendees described the value of simple pro-forma communications based on changes in clinical plans and instructions for changes in care.  We have developed pro-forma communications for biliary atresia, liver transplantation and auto-immune hepatitis.  Alastair Baker will contact Dr Marianne Samyn who has led in these areas to ask whether further pro-formas for example, in portal hypertension, Wilson disease, alpha-1-antitrypsine deficiency and follow up surgical care are imminent.  

(d) Joint Clinics have been extremely well received throughout England, Wales and Scotland.  There is already a joint clinic in Redhill, which works very well.  Attendees expressed enthusiasm for rotating joint clinics in the London area with the aim of improving interpersonal, interaction and communication, clarifying procedures and protocols, planning individual patient’s care, demonstrating to patients and families the quality of interaction between different professionals and reducing patient’s travelling time.  Alastair Baker undertook to explore the possibility of joint clinics rotating throughout the Greater London area to enhance the function of the Managed Clinical Network.

(e) Managed Clinical Networks have rapidly progressed in a variety of specialties throughout the United Kingdom.  In paediatric gastroenterology those leading the way appear to be based in Wales and Scotland.  Alastair Baker undertook to obtain targets and standards for Managed Clinical Networks in those two locations to discuss on the next occasion this MCN meets. (contacts made)

(f) Attendees asked for correspondence to specify a point of communication for individual patients.  Alastair Baker undertook to discuss this with his Consultant colleagues and Clinical Nurse Specialists at King’s College Hospital.  

(g) Attendees were in general agreement that a Managed Clinical Network for London in paediatric liver disease would be extremely beneficial to patients and to themselves in providing care.  Six monthly meetings were opted.  It was proposed that, in the first instance these would be held at King’s College Hospital with a view to moving around London if there was a consensus as to how this could be achieved.  The format was found broadly acceptable with a combination of educational and planning components associated with 2 CME points from the Royal College of Paediatrics and Child Health.  

(h) Alastair Baker to arrange further Managed Clinical Network Meeting in early July at King’s College Hospital.  

…………………………………………………………..



8th February 2005

Dr Alastair Baker

Distribution

Email to all people who attended

Email to all people who were invited but offered their apologies

Hard copies to Consultant colleagues

Hard copies to CNS

Hard copy to Julie Dawkins

