Agenda Item 3  Appendix B

Notes prepared as aide-memoire for Dr Newstead for Trust Board meeting 2.2.06
I am the lead manager for the Leeds Teaching Hospitals Trust Renal Service; we deliver care from eight sites in West Yorkshire, a major one of which is the LGI, as well as providing home-based treatment for about 150 patients. 
Is it practicable to reconfigure in this way?

The cities of Leicester, Sheffield and Nottingham, each with two large hospitals, have only ever had a single renal unit.
In the last few years the following hospitals have all moved from dual to single site renal inpatient care:

· Manchester Royal Infirmary and Withington
· RVI and Freeman in Newcastle
· Guy’s and St.Thomas’ 
· Barts and the London

· St.Mary’s and Hammersmith. 
The above examples demonstrate the feasibility of moving to single-site provision.

Patient Involvement

Information-sharing with patients and staff started in April 2005 and up to now there have been: 
· 10 briefing bulletins (circulated by email and placed on notice boards in ward areas and sent to Kidney Patient Association (KPA) officers)

· 2 open staff meetings

· 2 open patient meetings

· 8 meetings with KPA officers

· 5 regional management meetings attended by a national patient advocacy officer 

· 10 letters to MPs / individual patients.  

Service Access Issues

We have always planned for minimising travel and for convenient access to services, which is why Leeds-based renal services have established ten satellite units in surrounding towns.  On Tuesday I will be visiting a GP’s surgery to see if we can offer haemodialysis in that setting.  

Under the proposed arrangements, patients who live nearer to Seacroft or St. James’s but currently travel to the LGI for treatment will dialyse nearer their home than at present. 
Travel time and availability of car parking are important factors but 84 out of the 106 haemodialysis patients at LGI travel by NHS transport.  None use public transport. We would of course avoid any change that made access more difficult for the small number of people who work in central Leeds. The plan for a dialysis facility at LGI should serve the population of West and North West Leeds. This facility will make it easier to care for in-patients with acute renal failure at LGI.
In response to an error of fact I should point out that patients in satellite units are not required to set up their own treatment trays or clean chairs.  Some do so and are encouraged to do so as part of contributing to care and as preparation for the prospect of home haemodialysis.

Benefits of the single-site Proposal

For me much the most important factors are the medium term service benefits such as the opportunity to vacate poor estate, over and above the statutory obligations relating to fire containment and electrical safety.  There are other environmental issues: sewerage leakage (on five occasions in the past 18 months), windows not sealed, always uncomfortably cold in winter (currently a problem).
Medical cover for in-patients at two sites is difficult.  The era when junior doctors worked a 106 hour week (like I did as a renal SHO) is long gone.  This proposed change gives much more likelihood of renal in-patients being cared for by “renal trained doctors” 24 hours a day, which does not happen at LGI at present.
For those services which are so specialised that we only have one staff member carrying them out, centralisation will give patients easier access to our only Transplant listing co-ordinator, to our only annual transplant follow up nurse.  Similar comments apply to the home haemodialysis service. This is not practicable with a dispersed service.  Consultant cover will be easier and will allow the development of super-specialisation and make the extension of outreach commitments to Halifax, Pontefract, Dewsbury and Huddersfield more realistic.
For the care of haemodialysis patients, our preliminary plans envisage three levels of service, some patients requiring dialysis in the tertiary unit adjacent to the in-patient beds, others in an “Advanced Renal Unit” such as is planned at Seacroft with renal medical staff on site (including outpatient review), local access to dieticians and other allied health professionals and the third level in the well-established satellite model. 

Finally 
a) The renal plan is virtually identical to that recommended in the year 2000 “Trust Reconfiguration Strategy” (which went to public consultation)

b) The opportunity to centralise current dual site disciplines is what lies behind much of the clinical advantage of the current “Acute reconfiguration strategy”. It is striking to me that no single site disciplines ever ask to be dispersed to multiple sites.
c) If the “Making Leeds Better” plan is the future then the renal component of the Wellcome Wing reconfiguration is consistent with that and it would seem to me to make sense to spend public money in a way that is consistent with that plan.
Finally, finally

The Renal Clinical Management Team did not look for this upheaval but we intend to do all we can to see the quality of service provided to patients further improved as a consequence.
