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Yorkshire & Humberside Major Trauma Regional Reference Group
DRAFT Key Actions and Notes of Meeting

	Date and Time of Meeting:
	Friday 4 December 2015 – 10.00 a.m. to 12.00 p.m.

	Venue:
	The Annabel Suite, Normanton Hall Golf Club, Aberford Road, Stanley, Wakefield, WF3 4JP

	Chair:
	Dr Phil Dickinson – Network Lead Clinician, NYH Major Trauma ODN


Present:

	Name 
	Initials
	Organisation

	Phil
	Dickinson
	PD
	Network Lead Clinician – North Yorkshire & Humberside Major Trauma ODN 

	Dan
	Dineen
	DD
	Network Manager – North Yorkshire & Humberside Major Trauma ODN

	Maureen
	Issott
	MI
	Service Development Lead – North Yorkshire & Humberside Major Trauma ODN

	Debby
	Harrison
	DH
	Project Support Officer – North Yorkshire & Humberside Major Trauma ODN (Notes)

	Tom
	Cowlam
	TC
	HEY

	Sarah
	Halstead
	SH
	NHS England (SY&B AT)

	John
	Hancock
	JH
	Yorkshire & Humberside CSU

	Steve
	Ashmore
	SA
	Sheffield CCG

	Mark
	Millins
	MM
	Yorkshire Ambulance Service

	Jenny
	Feeley
	JF
	Wakefield CCG

	Jayne
	Andrew
	JA
	ODN STH

	Tina
	Wall
	TW
	Network Manager – West Yorkshire Major Trauma Network

	Erceline
	Radic
	ER
	Airedale NHSFT

	Sian
	Cooper
	SC
	Clinical Lead – Paediatric Critical Care ODN

	Jeff 
	Perring
	JP
	Yorkshire & Humberside Paediatric Critical Care ODN

	Karen
	Perring
	KP
	Lead Nurse – Yorkshire & Humberside Paediatric Critical Care ODN.

	Steven
	Hancock
	SHk
	Lead Consultant - Embrace


Apologies

	Name 
	Initials
	Organisation

	Caroline
	Briggs
	CB
	North Lincolnshire CCG

	David 
	Berridge
	DB
	LTH

	Derek
	Burke
	DB
	SCH

	Chris
	Fitzsimmons
	CF
	SCH

	Alistair
	Mew
	AM
	NHS Sheffield CCG

	Jonathan
	Jones
	JJ
	LTH

	Stuart
	Reid
	SR
	Sheffield Teaching Hospital

	Alexandra
	Danecki
	AD
	Clinical Lead for Major Trauma – Airedale NHS FT

	
	Agenda Items
	Lead

	1.
	Apologies received
	

	
	Apologies were noted (as above).
	

	2.
	Key points and actions from  the meeting held on 4 September 2015
	

	
	The purpose of the meeting was defined by PD in dealing with matters arising and PD reviewed the outline of discussions from the last meeting. The Minutes of the meeting held on 4 September 2015 were agreed and ratified as drawn.
	

	
	Matters Arising:
	

	
	2.1
Paediatric Pathways across Yorkshire 
	

	
	PD referred to previous discussions in that the agreed paediatric cut off per the discussions at the previous meeting for paediatric trauma patients was age 16 (having attained their 16th birthday).  It was also agreed that the paediatric maps should be finalised and agreed and placed in circulated, accepting that there were some areas which sit outside the 60 minute isochrones for any MTC.

PD confirmed that the main issue that the group has been trying to resolve is in relation to the secondary paediatric transfer to an MTC and in particular time critical transfers to an MTC.  Various models have been suggested and on reflection believe that the members of the group think we are all in agreement in that we need a pathway but that is about as far as we have got   Multiple different groups are therefore now in discussions including a Major Trauma/Critical Care/Neurosurgeons group for the whole of the north of England and the Adult Critical Care Network.

PD summarised the current position to the group:

There was a proposal a year ago from Embrace and South Yorkshire that Embrace would be the ‘lynch pin’ in all Major Trauma in children whether the required transfers were time critical or not.  The West Yorkshire team have not signed up to that and this has now been discussed at the individual Major Trauma Network meetings.  There is strong feeling from the North Yorkshire & Humberside Network and the South Yorkshire Network that Embrace should be part of that process but that West Yorkshire feel that it should not be mandated for Embrace to be included in pathway.  In addition, neurosurgeons have advised that they wish to be involved in the referral process (so therefore not always ED to ED).

There are approximately 30 patients going into Leeds in a year.   From most trauma units there are 2 in a year with 4 in York.  Half may be time critical and half may not.  The information collated is TARN based and therefore has pulled all paediatric transfers into this information gathering, rather than just time critical ones.

PD advised that the primary discussion at the meeting today is for us to discuss the current position and to see what we would like and what the commissioners expect from the service.

SHk from Embrace explained where the original algorithm came from and how it has now got diluted and John Goodman’s recent email advises that it would be constructive to move forward.

PD advised that Embrace would like to see a single process and, given the situation that we are in, enquired of the group as to whether we would be happy to move forward with an interim measure where Embrace are part of the algorithm and can be utilised and that they are part of the process and can record information and monitor quality, risk and service and then review areas in which we can make it better or converse within the pathways where they are not involved.

DD highlighted impact on other services.   For example, if you call Embrace and they cannot make it that call is only going to take a couple of minutes.  SHk advised that all embrace would be doing would be acting as a conduit to the red phone in ED after having taken demographics and basic details.   Or, if they would envisage that it is more complex and needs wider input and consultation with embrace consultants they would attend to that.  The call would be recorded there would be an audit trail.  If the ED paediatric consultant advised that it was not a time critical transfer then we could review further and assist in the transfer after taking further consultation.

TC advised that clearly Hull is an Adult MTC but a TU for paediatrics and, although the numbers are terribly small confirmed that Hull has always had good relations with Embrace and are quite happy to make it mandatory to contact Embrace.  If Embrace cannot transfer then it does not detract or cause any further delays.

JA, from the aspect of risk, advised why would you not want the inclusion of Embrace to be mandatory and the South Yorkshire Network support Embrace input being mandatory.  JA suggested that we get something in place, pilot it, audit it and then other ODNs can make their decision.   

TW advised that from an assurance point regarding the capacity could Embrace cope with this arrangement.  SHk confirmed that Embrace picks up around 100 calls a year and not all of those calls are transfers.  There is always a call handler available and they will prioritise the major trauma phone calls as major trauma calls are identifiable when they come in on the phone as all major trauma calls come in on option 5 on the calls.

SHk advised that Embrace can provide clarity if there is confusion as to whether the transfer is time critical or not time critical via the trauma unit and provide advice about the transfer.  Embrace would just see it as re-routing the ED to EDF call through Embrace.

PD advised that we need to make the process clear and as to what direction is being taken.

South Yorkshire Neurosurgeons just want the patient there quickly and could be persuaded to use Embrace if they know you can press 5 for major trauma and quick action is being taken.

PD explained the current process of potentially contacting various specialties from the trauma unit and the extensive time this can take in not only making the calls but in actually contacting a representative from the relevant specialties.
CT options were queried by the SY paediatric representation.  PD advised that patients are CT’d in some trauma units due to their distant location and longer travel times. 
SHk advised that if Embrace takes a trauma call it would need to be v via a single point of contact where definitive actions can be taken and the activity can be recorded and audited.

PD confirmed that the major difference in using Embrace is that we get a time and date stamp and voice recorded call to provide assurance for future review.   The point therefore needs to be considered that if MTCs are going solo and are not using Embrace then we should be seeking the same standard for calls where Embrace is not used.

TW suggested that we pilot the inclusion of Embrace for 3-6 months with a view to re-auditing to see if it adds value as currently there is no audit evidence to back anything up that everything is working fine without Embrace input in the pathway.  

SHk advised that obviously if Embrace does not perform then the group can take them out of the algorithm.  Any issues will be flagged up.

The group therefore agreed to put something in place for 6 months and then review the position and make the formal pathway based on the outcomes at that point.  The position can be reviewed therefore at the March 2016 and June 2016 regional meetings.

SHk confirmed that he will be going into this pilot as a new way of working and as a potential for improvement on patient care.

TW advised that because this group of patients is small numbers, if we get a call in the next couple of weeks or so then we need to review that pathway.   The question was raised as to whether calls are timed and date stamped within the West Yorkshire Network and TW confirmed that this is done in ED but the trauma units to be on board to do it.  DD reflected that West Yorkshire ED do not want to use the pathway including Embrace at the moment but how much of the West Yorkshire Network has been consulted.  DD advised that he had been speaking with Andrea Baldwin from the Critical Care Network who had advised that in relation to Pinderfield's transfers, when Embrace are involved it is great and that they would always include Embrace in the pathway. TW advised that discussions were undertaken as part of the West Yorkshire Network meeting two months ago at which Airedale, Bradford and Leeds representatives attended but Pindferfield's were not represented to comment.

DD enquired as to whether it involved critical care in the consultation because the impact will be on the critical care service as they will potentially be doing the transfer (if Embrace are not involved).

SHk advised that we cannot just concentrate on transfers but are also there to provide advice.

As a result of the discussions PD summarised that South Yorkshire & North Yorkshire & Humberside were happy for paediatric trauma calls to go via Embrace.    West Yorkshire will allow Embrace routed calls for Scarborough, York and Hull.  Agreement is therefore reached for the 3 Major Trauma ODNs and Embrace.  The remaining question is around the inclusion of neurosurgery.   Sian Cooper advised that on 13.1.16 a clinical forum for neurosurgery has been scheduled with a view to discussing pathways in general and holding a workshop.  Sian Cooper will be in attendance and will advise them that this is what we are doing.

It was noted that any paediatric group within an MTC could ask for input into this service and that the MTC needs be the single spokesperson for the pathways.

JP advised that the bottom line is that there is an assumption of absolute acceptance.  This has got to be inclusive of the neurosurgeons and other specialties and the Networks will have to work with them, but there should be no secondary pathway specific to neurosurgeons or other specialties.  There would have to be a very good argument to overturn this.

SC advised that we just need time to consider the options and if the CT scans are still going to be done.

PD advised that the remit is that once the referral is done the MTC should hold responsibility for putting what is required in place.

SHk advised that the pathways are clear in Leeds in managing all communication in the ODN and in Sheffield aswell and it is the way forward to include ED clinicians, TU clinicians and neurosurgeons etc., in this.

JP advised that we can include the neurosurgery ODN as representation at future consultations for pathways.

SHk confirmed that this was a good opportunity for a much more efficient process.

PD confirmed that we need to empower the MTCs to manage their own internal processes in relation to managing referrals and specialties.

SHk advised that Embrace would need a little bit of time as they are currently doing some simulation work and sorting out the voicemail to be specific to major trauma and will need the opportunity of testing it but the call handlers are very positive about it all.

PD advised that we would be more than happy to be involved in ‘dry run’ phone calls.

SC asked whether there should be something in the process information about who should be involved in a paediatric transfer, i.e. not sending an ST3 for a TBI.

PD confirmed that this is why Embrace need to be involved to ensure the best possible transfer we can.

JP advised that in the use of pathways, education and training, whoever decides to take this on, that it was clear that it has to be done.

SHk advised that he will review what is on the Embrace website and may send the documentation held on paediatric transfers to the ODNs for circulation, plus will ‘chip in’ with education and do run time critical simulation course.

JP advised that it has to be clearly mandated that at the point of notification MTC’s are taking an element of responsibility for that patient even in a time critical transfer.

DD confirmed that there could be a potential governance loop, i.e. “the MTC consultant told me to send that child immediately”.  Mechanisms for transfer and support would not therefore be considered.

In relation to 24 hour rota cover, not all MTCs have a consultant in ED after midnight.   Embrace will ensure the call is received by the consultant on call for the MTC ED.
ACTIONS

In terms of taking forward, the following actions were agreed by the group:

· The 3 ODNs via the ODN leads, plus SHk and 2 paediatric representatives are to come up with a final copy of the paediatric pathway algorithm by 1 February 2016.   To start testing after the 13 January 2016 event and then go live on 14 February 2016.

· SHk will need to get laminated algorithms in the respective departments. 

· All Network members to raise awareness and put in place any further training. Each ODN needs to ensure that people know what they are doing.

· SHk is to refer this change to the Embrace Reference group on 11.12.2015.
	Network Managers

SHk

Network Managers

SHk

	
	2.2
Feedback from NYH ODN Paediatric Focus Meeting
	

	
	PD advised that he had spent a good hour talking about pathways at the North Yorkshire & Humberside Paediatric Focus meeting held on 24.11.2015 but there was a lack of Yorkshire wide paediatric guidelines for major trauma and we need to find a way we can have regional paediatric trauma guidance.

All we have at the moment is the paediatric critical care ODN with Embrace input (which will need revising).  Then have individual guidance sent out by South Yorkshire and West Yorkshire Networks.

Leeds has just rehashed their MTC guidance which is so very specific to Leeds and not been fully circulated.

Plus a lot of guidance is discussed at the Adult Major Trauma meetings.

The group were advised that Mark Powis has expressed an interest.  TW will speak to Mark Powis.  SHk advised that at the end of January Embrace will be appointing a joint consultant post who will do Leeds MTC and embrace on a 50/50 split – they would perhaps be an option to use to do this specific piece of work.

JP suggested representation from each of the Trauma ODNs with JP and KP as paediatric input.  Once key people have come together then there can be a working group to pull all that together.  It was suggested that a Paediatric representative should chair.  It was agreed that SC would chair the working group.

It was agreed that all information should be collated via the North Yorkshire & Humberside Network Programme Office (Debra.Harrison@hey.nhs.uk).

ACTIONS:

· TW to speak with Mark Powis regarding the working group.

· SC to Chair the paediatric major trauma regional guidelines working group.
	TW

SC

	
	2.3
Audit of Secondary Paediatric Transfers 
	

	
	This was an Action from the last meeting.  However, in light of subsequent discussions in relation to the paediatric pathways, this action has been abandoned.
	

	
	2.4
YAS audit of cases 45 minutes to 60 minutes
	

	
	MM advised that he had lined up a 5th year medical student to do the work in relation to this audit 

ACTION:

· MM is to provide a further update at the next meeting.
	MM

	3.
	Pathway Issues
	

	
	MM advised that some M&M meetings were being undertaken (Sheffield area) which is incorporating investigation as to why cases did not trigger the trauma triage tool.  
ACTION:

· MM will update at the next meeting.
	

	4.
	ODN Reports including Peer Review Updates re progress on actions against serious/general concerns: 
	

	
	4.1
South Yorkshire (Jayne Andrew)
	

	
	JA advised that SY were taking a lot of work forward – there was a lack of network clinical guidelines and protocols and the trauma advisory group were working through every single guideline and protocol.  SY has just set up an additional separate clinical audit group specific to adult rehabilitation and paediatric rehabilitation.

Around the 17 or 19 February 2016 SY will be running a time out day to look at 16/17 year olds and how we take care of that group forward.  The time out day will include meeting with clinical leads and CAG.

The Network has reviewed resources across the whole of South Yorkshire and have tried to address the different levels of rehabilitation for adults and paediatrics and we are still editing that.  The delay is due to members of staff who were doing the work have moved on to new jobs.  This information will help the Board but also the Rehabilitation (cags).

SY have developed rehabilitation directories for paediatrics and adults which are very comprehensive.  They have been published and will be on the website in the next few months. Processes are in place within the network team where the directories are kept up to date.
	

	
	4.2
West Yorkshire (Tina Wall)
	

	
	TW advised that WY was working through the outcomes of peer review and are not too far behind for rehabilitation.  WY is looking at specific problems in relation to rehabilitation for paediatrics as this is causing issues for patients leaving hospital and focused work is moving forward to resolve issues.  Generally, WY is working through peer review and the process and trying to get ready for the next round of self-assessment.
	

	
	4.3
North Yorkshire and Humberside (Dan Dineen)
	

	
	DD advised that he had attended a meeting with SH to go through the serious concerns for the Hull MTC and the NYH Network and progress has been made. On some areas there has not been as much progress as we would like, but there are plans in place and they are moving forward.

The NYH Network has set up TILS course and has put 30+ trainers through that course with another 100 to be trained.

One of the serious concerns was that NYH did not have a Major Trauma Network Lead Clinician, which has of course been resolved.

In relation to Guidelines, a portfolio of guidelines is being created and a lot of work is being done by Tom Cowlam and Phil Dickinson.

Rehabilitation was a big issue at peer review and NY were marked down quite badly.  Within the network there is a local network wide rehabilitation group with stakeholders involved and the issues, together with envisaged strategy, was presented at a joint meeting with representation from the CCGs across the network patch.  There is a lack of level 2 specific rehabilitation beds, as there are only 15 beds within the whole Network.  Commissioners have therefore been asked to look at a number of things including how rehabilitation is being funded at present.

The local collaborative group have also discussed the current position in relation to rehabilitation.
It was agreed last week with York University to undertake a Health Economics assessment to inform us of the implications of not having rehabilitation in place.

The NYH Network applied for two leadership fellows from Health Education Yorkshire’s Future Leaders programme via bid applications and were successful in getting the two approved.  1 post is for a Major Trauma Leadership Fellow and 1 post is for a Major Trauma Rehabilitation Leadership Fellow.   A candidate has been appointed to the Major Trauma Leadership Fellow post who will be starting in February 2016.  In relation to the Major Trauma Rehabilitation Leadership Fellow post there has been some problems with that post and we will be looking to appoint to that post in the next few months.

SH queried as to the scope of the health needs assessment.  DD advised that they are looking at it more from level 2 major trauma and what is the ongoing impact, trauma generally being defined as level 2.  The NYH Network has identified that there is a lack of level 2 rehabilitation and the assessment will assist in assessing what is the ongoing impact of not having these facilities.

JA asked SH, in relation to the unmet health needs and financial cost, from a commissioner’s point of view, would NHS England be interested in the three networks doing that or would it be enough for just the NYH Network to return the results of the assessment.  SH advised that it would be interesting to see the outcome of the assessment via the NYH Network and then see if we could extrapolate.
PD advised that no one currently has these figures, but when legal firms are involved there seems to be a cost that can be applied and stated that there have been approaches by various legal firms trying to get involved in the rehabilitation remit of patients.

DD advised that it is aimed to have the assessment completed by the middle of February with a view to feeding the outcomes back locally on 26 February 2016 and then subsequently at this meeting in March 2016.

SH advised that from a broader commissioning viewpoint, as a joint prospect, NHS England wanted to do a piece of work that came out as specialist rehabilitation post trauma.  NHS England now have some resource and people in post specific to rehabilitation.  Therefore joint CCGs and the SCG will pull together all the information in order to forward plan.  It is expected that by the end of January 2016 we will have scoped out what that piece of work will do and will look at a phased approach.

DD advised that if you do not have the acute level 2 it seems to have the major trauma input and blocks up the whole system.

SHK queried whether the Major Trauma Fellow, expected in February 2016, could provide input in the working group.  PD advised that there is a possibility but the Network fellow is currently offered around 5 projects a week at the moment.  All aspects of project work will need to be considered for the NYH Network which will fall under the remit of the Major Trauma Fellow as it is anticipated that the NYH Network will venture in to trauma prevention and silver trauma in 2016, which will form part of the Major Trauma Fellows work remit.
ACTION:

· Update on Health Economics assessment to be provided at the next Meeting.
	DD

	5.
	Ambulance Services Reports:
	

	
	5.1
YAS (Mark Millins)
	

	
	MM  gave an update on the serious concerns from Peer Review:

The work around providing an Enhanced Care Team is moving on well and is expected to go live from 1 April 2016.  Initially, this will run for 12 hours a day and YAS is currently recruiting into posts.

In relation to the lack of a paramedic in the control room for advice, we now have isolated clinical supervisors and are working with them on a specific format with paramedics and will be able to rotate them.  This project will take a while but we will do it properly.

A resource pack is being considered for paediatric trauma and management of secondary transfer with the view to including transfer via ambulance information within the pack – SHk to liaise with MM on this.

SHK advised that West Midlands send a doctor with a transfer or will meet the transfer half way and this is something that could be done.
MM suggested the need to tread carefully and YAS may move forward to this regarding primary transfers but we need to ensure that we avoid delays in the pre-hospital pathway.
MM advised that there will be a Consultant paramedic for critical care coming on board in the New Year who will take on the day to day running of major trauma input to YAS.
	

	
	5.2
EMAS
	

	
	No updates received directly from EMAS or via Mark Millins on behalf of EMAS.
	

	6.
	Trauma Intermediate Life Support (TILS) Training:
	

	
	PD gave a specific update on planned training and options for distribution of the Trauma Intermediate Life Support training scheme.
The NYH Network has trained 30+ TILS instructors.
PD referred to the Peer Review when questions around the definition of “ATNC or equivalent” was raised. The NYH Network asked what does “equivalent” mean in terms of courses and training.  As a result, there is now a national group looking at this, who have come up with a pyramid diagram with various levels of training and TILS is on the bottom rung of this competency triangle.
The idea with TILS is that you train as many people as possible and the TILS course was sourced from Southampton, from the course founder.

The TILS course has now popped up in about every region in the UK, Scotland and Ireland.  TILS provides trauma training at minimal cost to a Network.  Ongoing quality governance is provided by the Network and is based around team based roles.  NYH is therefore now rolling out TILS across the entire network patch.
There is also potential, per ongoing discussions, that at least 90% of the trauma related workforce need to be trained on TILS and that is this is achieved it could attract a CQUINs incentive payment.
The Northern Network are also looking to come on board with TILS via links with the NYH Network.
We would therefore be hopeful of rolling the TILS course out across the Yorkshire & Humberside wide group.

PD advised that he had been approached by Huddersfield and a senior nurse from Sheffield.  The NYH Network therefore suggest that a couple of representatives from each Network be appointed and then see how we can run this course.
There are a few things that the NYH Network have learnt along the way in reference to the trained instructors being able to then go and move it forward and support mechanisms need to be in place.

The costs to each Network are:
Kit

Provider updates

Training instructors – release time.
The group discussed potential for funding for implementation of the TILS course.  PD advised that we need to prove it works first and assists in improving trauma care and then we can approach Health Education Yorkshire for any potential development funding.  Also, from another viewpoint, if TILS is approved to attract a CQUIN the recipient should be running it as the provider.

PD advised that he would like to see TILS as mandatory training for the trauma teams.  However, the TILS course is not a replacement for ATNC.
MI has been appointed as the NYH Network lead for TILS and it is intended that there will be a regional TILS meeting in January.  

ACTION:
· MI to email out some dates to the group in relation to the regional TILS meeting.
	MI

	7.
	2016 Peer Review / 2017 Peer Reviews:
	

	
	PD prompted discussion for future plans for Peer Review.  The update from the NYH Network is that there had been some discussions at National level and if a Network or its stakeholders ask for Peer Review then Peer Review will happen.

PD advised the group that in his position as Network Lead Clinician he will be asking for an external peer review of the MTC and Network this year.  If there is no national team to provide that then we have to look at other options.  The Chair of the Network wants a Peer Review and the Chair of the MTC Board has also requested this.
DD advised that due to the gap between self-assessment and what it turned out to be it would provide for more assurance if this was done via an external resource commenting on any improvements made.

TW advised that in relation to the WY Network, it would be useful to review the TUs ourselves and do a self-assessment and then the year after would look at external review.   For this year, the Network wants to have breathing space and need time to do the work suggested from this year’s Peer Review.  We are not saying that we would not offer support to review other Networks but obviously it takes up clinical time.

JA advised that she would need to raise these options with the SY Board and if they decide that they want to go ahead JA will be in touch. 
SH advised that for an external review you would need commissioners support for that but it needs to be taken into account that there are many services which need to be peer reviewed and some services critically need a peer review. This week SH had put forward a couple of services for peer review but need to know exacting and valid reasons if we were to put major trauma in the mix, as major trauma is comparatively far ahead.

The group queried as to how much time and resource would be involved and if this was to be done via a central central peer review resource as all networks are different.

DD – if we were not requesting it from the national team and if we were reviewing independently is would be about providing cross cover across the networks to undertake the review to ensure they were independent rather than under a self-assessment basis as this would provide more valid assurance.
JH advised that in doing this type of review the Networks could still work with the commissioners for representation to be included in the Peer Review.  

DD advised that NHS England have the responsibility for Peer Review and we would be looking to have commissioner involvement in it.

PD advised the group that in order to move forward we need to see closure on the serious concerns from the 2015 Peer Review.

DD advised that NYH Network is already mandates to review the Trauma Units within the Network.  Peer review measures were being revised so we are currently awaiting an update.

ACTION 
· The three Networks to review Peer Review position and highlight requirements to Sarah Halstead as soon as possible.
	Network Managers

	8.
	Yorkshire & Humberside Regional Reference Group Annual Conference/Clinical Event Arrangements
	

	
	PD suggested to the group that, in relation to previous discussions in earlier meetings of implementing a Major Trauma Conference, it was proposed that this be scheduled for April/May 2016.
The group discussed options for organising centralised conferencing, whether we have support to get a conference off the ground and whether we would deem it free for attendees.  The suggestion of sponsors was explored.  The National Railway Museum was suggested as a venue.  Regarding costs, the costs would need to be shared across the three networks.  Further discussions were to take place regarding this outside of the meeting.
The group also agreed that we would need to find ways to make this conferencing event sustainable every year.

ACTION

· DD to discuss funding for the Major Trauma Regional Conference with JA and TW.
	DD

	9.
	Feedback from NHS England Major Trauma Conference held on 29 and 30 September 2015)
	

	
	DD advised the group that the outcome messages from the conference was that there was a clear need for continuation of trauma networks.  SH advised that there is obviously value in having the Networks, whether they continue in the way that they do or whether there are changes. 
	

	10
	Major Trauma Rehabilitation
	

	
	The Rehabilitation position had already been discussed earlier in the meeting in the respective updates. 

DD added that he has received an email from Abayomi Salawu, Rehabilitation Consultant in Medicine at Hull, from the national commissioning body.  It contains a 6 page questionnaire looking at the detailed information in relation to rehabilitation.  
ACTION:

· DD to circulate the 6 page questionnaire to the group.
	DD

	11
	Regional Emergency Preparedness
	

	
	TC advised that he attended a national meeting of MTC Leads and Managers.  At the end of the national trauma meeting there was a lot of talk around the role of a National Lead for Trauma and whether this was needed.  As a result, it was decided that the role of a National Lead is needed and we had a good meeting in Birmingham regarding the Paris incidents but also as extension from 77.

TC advised the group of the key points of the national meeting.

In relation to gunshot wounds, blasts and burns – 50% of patients went to ICU and the average times that someone was sent to theatre was 7.  

If a Paris type incident was to happen in our region we would not have a single hospital dealing with it, it would be multi network and could involve paediatrics.

TC advised that a lot has come out of that meeting in that the adult major trauma leads will have been disseminating to the surgical teams information which may not have been across their paths at the moment.

TC stated that, hopefully, the WY and SY Network MTC Leads will be doing the same as Hull MTC.   On 10 December 2015 the NYH Network will be holding a meeting to review and address major incident planning provision.

JA confirmed that some useful notes have been distributed.  PD advised that he had received some notes but had not yet forwarded them as the information he received contained sensitive information.

JA advised that they would look at this for other specialties and from a Network perspective the SY Network had not looked at emergency preparedness for trauma.  

DD advised that he had attended a meeting regarding emergency flu planning and spoke to Adam Bland around having a regional meeting.
There are a lot of regional type meetings but a lot of these are for different types of specialty injuries.
TC advised that Paris were able to field 45 doctor led medical teams within an hour, who all arrived back at base without belts, as the belts were being used for torniques as they ran out of official supplies.

The group reflected that previously when things were looked at due to 7/7 or similar instances the former Strategic Health Authority (SHA) were involved, which were of course disbanded.  As the SHA is no longer in place the input falls from the CCGs.

An incident of this level will Impact on existing services, such as neck of femur fracture.
TC advised the group of recommendations from the national meeting in the event of major incident.  In such cases it was envisaged that restrictions may impact on services for up to a month.

SH advised that from the perspective of NHS England we sit in specialised commissioning but obviously NHS England is wider than just specialised commissioning and SH envisaged therefore that the aspect of major incident planning would be being looked at but at a broader level.

JA suggested local group in all regions within the CCGs – health resilience board groups.

JH – questioned the position of resilience groups as to where does the responsibility sit.  JH will investigate this aspect further to see how it is reflected through the groups and can do some investing as to where it will be reflected through.  
SH advised that when NHS England developed network arrangements there would be provision that when something like a major incident comes into play then a larger designated body takes over as there is always a higher level of adapting.

DD reflected that due to the decline of the SHA there was no current co-ordinating body. 
TC advised that Chris Moran will be talking to commissioners.  SH confirmed that we need to decide what can be done as a Network in order to be prepared.  As stated there is already a meeting scheduled for the NYH Major Trauma Network for 10.12.2015. where it will be discussed.
ACTION:

· Discuss again for March 2016 meeting (Agenda Item)
	All/(DH)

	10.
	Any Other Business
	

	
	10.1 Burns -v- Trauma
	

	
	SHk raised a query in relation to where a patient is suffering from Burns and Trauma where do they go?  Do they go to the burns unit, or do they go to the nearest MTC.  The group discussed this point and confirmed that trauma would be the initial priority with burns taking second priority as trauma is life threatening.  There is, of course, the option also to stabilise at a Trauma Unit and then move on to the burns unit.
	

	
	10.2 Future Meetings – forward plan.
	

	
	DD reflected that it was originally agreed that the NYH Major Trauma Network would take on co-ordinating these regional meetings for a term of 1 year, following which the responsibility would rotate across the Networks.  The last scheduled meeting of the NYH Major Trauma 1 year term ends with the next meeting which is scheduled to take place on 4 March 2016.   In order to plan ahead for future meetings, DD asked JA (SY) and TW (WY) if they would therefore like to take on the responsibility of these meeting for the next term.  Following these discussions, the group agreed that the NYH Major Trauma Network will continue to support these meetings. The aspect of venues was discussed as during the 1 year term undertaken by NYH they had fully supported the meeting not only in the co-ordination but also financially in relation to room bookings and catering.  Therefore it was suggested that from June 2016 the meetings should be moved to an NHS site in order to reduce costs.  JA at first suggested that the meeting could rotate around the Networks.  MM suggested utilising their headquarters and the group were also advised that the Board Room at Castle Hill Hospital could be utilised.   In relation sustainability for the future of these meetings in relation to room availability, access to car parking facilities, keeping costs down and access to catering, the Board Room at Castle Hill Hospital would be ideal for these meetings moving forward as it has full smart board facilities and VTC capabilities.  It was therefore agreed that the March 2016 meeting will be held as scheduled at Normanton Golf Club and then after that DH will book in dates for the next 4 meetings in June 2016, September 2016, December 2016 and March 2017 and will circulate the details to the group.   
	

	11.
	Date of Next Meeting:
	

	
	Friday 4 March 2016
10.00 a.m. to 12.00 p.m. 

Annabel Suite, Hatfeild Hall, Normanton Golf Club, Aberford Road, Stanley, Wakefield, WF3 4JP
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