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GREEN NEPHROLOGY SUMMIT – 25TH FEBRUARY 2009

Hosted by The Campaign for Greener Healthcare

Sponsored by Baxter Healthcare

Meeting Notes
ACTIONS!

	Action
	Who
	When

	Recruitment for fellowship post.
	CGH / RA
	Advertise BMJ Careers 13.3.09

Start date Aug/Sep

	Articulate case studies. (DP) 
	SDU?

CGH can produce template
	10 in 6 months (by end Aug 2009) Others?

	Reward tele-consultations (PS)
	NHS Kidney Care, commissioners
	

	Select a pilot unit and go through in detail including producing a carbon footprint (HK)
	Could be a project of fellowship – will need partner NHS units
	

	Set targets for carbon reduction

Focus on easy wins and win wins – pick the 3 biggest changes.
	MG: RA could set targets (NHS can’t).
	

	Demonstration projects in renal units

Additional sources of funding: BUPA Foundation, Health Foundation.
	
	

	Build a virtual best practice unit – circulate and invite units to close the gap.
	
	

	Renal community (not just doctors) to ‘own’ the process and get more ideas and solutions.  Inter-professional working group
	BRS
	

	Develop web resource to host best practice & evidence, with Web 2.0 networking functions
	CGH can do if funded (approx £10K to set up)
	

	Include a sustainability element in the performance appraisal framework.  Invite individuals to choose their own targets.
	
	

	Share sustainability policies.
	RA, BRS, BH
	By April 2009

	Use GCH “How to run a green conference” guide for all renal meetings: http://www.greenerhealthcare.org/webfm_send/10 
	All
	Immediately

	National Purchasing Strategy: sustainability is in procurement but not given enough weight. (Carbon Tax due in April 2010; Shadow carbon pricing on the horizon.)
	CGH to talk to David Wathey PASA?
	

	Publicise green nephrology on World Kidney Day 12.3.2009
	(BH comms? 

Ask NKF?)
	12.3.2009

	Hold another meeting in one year.
	CGH 

(JB – invite Royal Society to host larger meeting) 
	February 2009

	Follow up meeting/teleconference to gel action plan.
	CGH
	April 2009

(can we piggyback a planned renal event?)

	Develop communications strategy – for colleagues and patients
	BH Comms with CGH - invite NKF
	April 2009 (after action plan agreed)


Key – CGH: The Campaign for Greener Healthcare, RA: Renal Association, DP: David Pencheon, SDU: NHS Sustainable Development Unit, HK: Harry Keenan, MG: Muir Gray, BRS: British Renal Society, BH: Baxter Healthcare, PASA: NHS Purchasing & Supply Agency, NKF: National Kidney Federation, JB: John Bradley.
MINUTES
Introduction - Rachel Stancliffe – Campaign for Greener Healthcare

Radical transformation required through specialties.  Why Renal?  Smaller, more manageable, more intensive, great people! Aim of the summit is to get together, generate and share ideas.

Green Nephrology Fellowship 1 year funding (from NHS Kidney Care) confirmed.

Carbon footprinting could form part of activities.

David Pencheon – NHS Sustainable Development Unit

Less of the same is not the answer – the importance of clinical transformation

Background:

Health service is an iconic organisation but very fragmented.

Sustainable Development Unit is focused on the business case

25% of SDU budget is spent on R&D

Issues include social justice and environmental justice

Clinicians must be involved

Experience from effects of tobacco: 40 years to change policy – needed to articulate the risk: kills half the people who use it.  Climate Change is far worse than tobacco!

The buffering capacity of the planet means climate change is very slow to take effect.

Heatwaves: deaths matter – you can count them.

Global Health Impacts: mass migration is high priority for politicians.

Renal: 

High status, high carbon footprint, transgresses organisations; a very good example of chronic disease management.

NHS Resilience: ‘crisis junkies’, ‘planning is for wimps!’, ‘Dunkirk spirit’.

Very likely the NHS will enter into the Carbon Reduction Commitment.

Shadow carbon pricing is not far off.

Measurement is crucial – 60% of emissions come from procurement.

Six reasons to act:

· Law

· Science (stronger than most medical interventions)

· Health Co-benefits

· Savings

· Willingness

· Special Responsibility (25% of public sector emissions, 3% of UK emissions)

3 levels of health co-benefits:

1. Traditional person focussed benefit

· Physical activity, mental health, trauma, air pollution, food and agriculture…

2. Benefits for health care system

· Congruent with policy direction for most health care systems:  care closer to home, empowered, ICT supported self care, chronic disease management

3. Benefits for international (health) fairness

· Developing world – need to help them leapfrog over high carbon technology with new low carbon technology

Donal O’Donaghue – National Clinical Director for Kidney Care

A vision for sustainable kidney care in the 21st Century

Quality Counts, CQUINS, Incentives

NHS Fragmented, need to use levers to reduce fragmentation

Knowledge is the Enemy of Disease

Research Agenda very important. Legal requirement to collect information; about to turn data into information.

Past 25/27 years – growth in replacement therapy.

· Transplantation will increase.

· Increase in the number of people having dialysis

· Opportunity to incentivise

Move local services instead of centres and satellites: what will the impact be?

Travel times: 70% of people on dialysis responded to the travel survey, quantum of travel is a problem.  Action plans required.

UK Renal Service is world leader in approach to kidney disease.

UK has fantastic primary care.

Foundation trusts may make service delivery more difficult

Big changes are required soon in relation to donors.

NSF

Making change in early kidney disease.

· NHS choices – kidney risk.

· 23% increase in acertainment

Big issues.  Visibility; we are a long way from the visibility of health gains.

QOF

NICE guidance.

ACR – let’s build on it

MRSA

Too may crash-landers: people who arrive with specialty within 3 months of required treatment. 

Dialysis via line – 800 fold higher incidence bloodstream infection.

Variability of people being accepted onto programmes

Choice is key: what type of therapy?  We don’t incentivise.

World Kidney Day 12th March.

Exemplar care plans - allow engagement with clinicians.

Holistic approach required; local care, clinically efficient, expected to map with the carbon agenda.

Frances Mortimer – Campaign for Greener Healthcare

Bottom Up: Examples from Renal Units

Kent & Canterbury: waste water reclaimed from reverse osmosis unit.

Prior to initiative 70% of water wasted, now used for flushing loos.

Ashford wastewater used for laundry

38% reduction of mains water use

Investment £14,000; savings £7000 annually

Ground source heat pump for centre

Other ideas for heat recovery eg cleaning of machines and equipment

Constraint: the right specification of flexible hose!

NH: The re-use of water was pioneered in Australia.

Heat recovery – not all units clean at 90 degrees C

Not much effort is required to save water.

The scale is very significant: 120 litres of water each dialysis session – represents only 30% of the water which entered reverse osmosis unit (ie 280 litres lost to drain).
[Note: hypothetical renal unit with 100 patients dialysing x3 per week…120 litres water for dialysate per session - plus 280 litres discarded: 280 x 100 x 3 = 84,000 litres discarded per week (=equivalent of a 25x10m swimming pool every 4.5 weeks)]

The issue is very practical; hospital engineers need to change their mind set

Newcastle University has two water systems; one for drinking water & one for other applications.  In Australia they sell the waste water for people to water their gardens in the summer.

Discussion: NHS Estates have shown the biggest opposition to such systems.

MG: Rob Smith is head of NHS Estates and is prepared to accept challenges

Dialysis waste water contains salt.

Old machines used 30 amp ring main and used lots of power

New machines have a heat-exchanger and use much less power

Waste water includes urea which makes it difficult to store

DP: Return on Investment 2 years – very attractive.  Must tackle challenge of retrofitting existing systems and not focus on new – there will be few new centres.

Cornwall:
Bottom up approach – no lead from the top.  Very basic action plan resulting from brainstorming with staff and patients.  Categorised ideas: red/amber/green.

Patients agreed to bring in their own blankets – resulted in a 70% reduction in use of linen; costs savings & carbon savings.

Promoting recycling of used bottles.

Reviewed bottle sizes to better match volume to use requirements to avoid wastage from half used bottles being thrown away.

Haemodiafiltration uses less fluid than haemodialysis but is it appropriate/safe?

Food Waste; food waste levels were 35%, merely offering a menu to patients has reduced that to 15%.  Food is very carbon intensive so a reduction in waste is very positive plus you get happier patients.

Patient Self Care results in resource reduction.  Communication to patients and staff is key; for example use of patient blankets; cost cutting deterioration of service or patients working with staff to help reduce costs and carbon emissions.

SE: Patient transport system is another major challenge.

Discussion regarding budgets, opportunity to keep savings, ‘gain sharing’, utility bills, monitoring electricity consumption.  If you can’t measure it can’t manage it.

At primary care level system works; staff switch off lights/appliances.  At Trust level overheads hidden.  Each Trust has different accounting packages.

DP: Shadow carbon accounts are on FD’s agenda and are very important.

Bradford

Electronic advisory service – value added by secondary care team.

16 early adopter practices.

Quality higher.  Difficult to demonstrate difference in numbers.  There is a suspicion that can reduce unnecessary visits and direct resources more appropriately – better for reduced emissions.

MG: Innovation is the latest fashion.  Darzi: quality/effectiveness/safety/patient experience

£5m innovation budget.  Bottom up approach works.  Sustainability prize could be a good way to get things moving.  Top down is much slower.

Length of dialysis lines; amount of plastic & heat loss.  Shorter the better.

Cut down on paper – switch to emails.

Incentives required for individual units to make changes.

Carbon footprinting work very important – key issue for the Green Nephrology Fellow.

Financial rewards promote patient contact – disincentive for tele-consultation.  Avoiding unnecessary journeys is very positive for the patient service.

Current arrangements (eg blood tests) result in significant trip generation when they could be undertaken locally with results emailed to centre.  Needs a robust system to ensure results are acted on.

DP: Need to make it easier to change than not to change.

Bob Brady – Director Sustainability and Europe EHS Affairs

Baxter Healthcare

One of the hundred most sustainable organisations in the world – have been involved with sustainability for three decades.

Triple bottom line; financial, social, environmental.  Environment and social just as important as money.

Population of the world has doubled since JFK became president.

More than 1bn people live on less than 1$ per day.

Baxter focus on the health of their employees and their families.

Baxter offer carbon neutral products; offsets provided by the Carbon Neutral Co.

In addition to using offsetting Baxter are seeking to reduce emissions; building green buildings, photovoltaics, highest standard of energy saving, carbon trading.

Reduction in natural resource use, eg packaging.

Product stewardship; product sustainability review process; life-cycle assessment; eliminate hazardous materials.

External schemes: Dow Jones Sustainability Index; Carbon Disclosure Project.

Documentation: Sustainability Report

Discussion regarding carbon footprints – for NHS indirect much greater than direct.  Pharmaceutical and med/tech is a much larger source than energy.  NHS and suppliers need to work together.  Need prizes to motivate – Health and Innovation Council?

John Bradley – Payment By Results (PbR)

Tariff based system.  Most renal services excluded from the tariff because of difficulty agreeing cost of haemodialysis.

Breakdown of Acute Trust Income

Healthcare Resource Group

Reference Costs; the sum of the costs must add up to the budget.  Broad spectrum of costs being reported by Trusts eg: £133 – 197.  Check list sent to FDs.  16 Trusts with Haemodialysis costs; average cost the same; £153 but convergence to mean.

CQUIN: local frameworks, local negotiation, 0.5% of budget can be negotiated on improvement.

Do payment incentives work to improve quality?  House of Commons Debate: premier group in US; Hospital Quality incentive demonstration covered 5 areas.  Top 10% would receive a 2% uplift in budget. Quality performance indicators showed an improvement however, another study found performance was improved in all hospitals whether participating in the reward scheme or not.

Discussion: renal well placed to include sustainability in Payment by Results – first speciality to get mandatory reporting.  It is likely that renal move forward and be asked to pilot best practice results.

Evidence required – can’t work on intuition.  Need to do numbers eg. Home dialysis versus outpatients.

Need to consider unintended consequences – Doctors can manipulate the system.  Need to footprint the patient journey.  How do we reward for virtual consultations?  Need to obtain telephone and email records.

Muir Gray – Knowledge into Action
Commissioning

Had 7 good years – expect lean years.  No more money for renal.

More resources leads to more adverse impacts.

Public health commissioning networks.

Consider Added value?  Opportunity Cost?

What evidence available?

Tough times coming – need to take out low value healthcare.

Can’t merely prioritise – if have three areas for investment must have three areas for disinvestment.

Lack of rationing has led to growth in patient numbers; ‘stock’ of patients now much bigger.   New approach to rationing; treat frail patients with drugs rather than rationing.

If we reduce waste, travel etc can we maintain service rates?

CT: growth in population burden of renal disease means that even if more efficient, renal services may need increased investment/carbon allowance.

FM: What is the value of walking in reducing burden of renal disease?  Should there be a Renal Walking Campaign?

Frances Mortimer – Campaign for Greener Healthcare

Environmental Policies for the Renal Association / British Renal Society

Opportunity for RA/BRS to develop environmental / sustainability policies for their own organisations (ref. Baxter Environment, Health & Safety Policy).  Need to define scope: sustainability includes social & economic as well as environmental aspects.  Principles of Sustainability developed by Sustainable Development Commission & adopted by UK Government.  NHS Good Corporate Citizen provides alternative framework for a policy.

Discussion: what are the environmental/social impacts of the RA / BRS?

Meetings are one of the main activities.  Could use incentives to change behaviour.  Web can’t replace face to face meetings.

Need to align with NHS policy.  Need to consider how to deliver sustainable renal services.  Need targets and metrics – renal are very good at these.

Raise sustainability at conferences: ask contributors what steps they have taken.  Offer a prize for the best poster to promote change in a care pathway.

CT: possible targets for Renal Association: % reduction in travel budgets; % of delegates arriving by public transport.

Food: vegetarian, no bottled water.

See CGH simple “How to” events guide http://www.greenerhealthcare.org/webfm_send/10 

DP: change from the top is very powerful eg; CEP stopping flying.

(Draft sustainability policy for RA begun during the workshop by CT – circulated via email)
BB: important to get top level categories right for policy – e.g. Baxter uses “our people”, “our products”, “our customers”, “our suppliers” etc.
Rachel Stancliffe – Campaign for Greener Heatlhcare

Next Steps

See Actions (above)
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