NCCNet Meeting Cambridge Friday October 3rd 2008

Robinson College

Xxx Delegates attended, and no apologies were received

Prof. D Menon opened the meeting and welcomed everyone.

1/. Committee Updates

1.1 Dr Tweedie gave a brief overview of the new operating document. There were no questions and no dissent to the document from the audience. It was agreed that the exec group would finalise the document.

1.2 Dr Tweedie then gave an update of the current practice survey. 23/32 units have responded but only 20 have given complete data. However the general feeling remains that evidence base is being adopted although the ‘aggressive’ advanced therapies are applied in a very variable fashion around the country. Therefore still need to understand what it is about NICUs thats makes them appear to have better outcomes than GICUs. In the discussion there were concerns raised as to whether some units had received the survey or not, and Dr Yeoman questioned the feasibility of extending the survey to all GICUs as well. Dr Tweedie felt that it was feasible but would require a research fellow to follow up all 200+ GICUs.

1.3 Dr Lightfoot presented the proposed logos for NCCNet and asked people to vote on them. The result to be announced on the website.

1.4 The website is proving very successful, and had allowed the majority of the organisation  of registration for the meeting to be done electronically. It is also getting up to 400 hits/month and has been moved up the search engine tables.

1.5 The database although complete for each unit is still needing to be added to as not all contacts are responding cf 1.2 where some units felt that they had not been included. It needs contacts who are commited to NCCNet and will respond. Audience invited to approach Dr Lightfoot or Dr Tweedie at the meeting to give their contact details.

2/. Research updates

2.1
David Menon briefly introduced the topic with some comments on the rationale for the network and NICU research. Can we emulate the oncology’s success (even then it is only 10% recruitment rate). We need patient champions on board (e.g. Headway). He then put forward the proposed research strategy:
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2.2
David Harrison from ICNARC updated the group on the RAIN project. Funding agreed by HTA, but DoH are as yet to release funds. Therefore recruiting now delayed until December with a spring 2009 data collection start date. Aiming to get at least 25/28 E, W and NI NICUs involved and from all units (GICU and NICU) to recruit data for at least 3400 patients.

2.3
Peter Andrew introduced the EUROTHERM project. Funded by ESICM for up to 3 x 106 euros. After they had asked the membership what large scale study they would want to see funded. ICP was one of the top issues, but felt that monitoring studies generally unhelpful. Thus the other unresolved issues in brain injury was substituted, as despite all the recent literature there is still not good evidence to support or refute the use of hypothermia in brain injury. There are lots of good lab studies but the human evidence remains inconclusive.  

Power studies suggest the need to recruit at least 2000 patients, and the aim is to start recruiting units in spring 2009.Plan to require minimal data collection and keep protocol as simple as possible to ensure best compliance. The HERIOS data will be included, and randomisation will be to the units standard care or standard car plus hypothermia (32 – 35). The latter will have a requirement to administer 20ml/kg cold saline. Barbiturates won’t be allowed in study patients.

2.4
Mr Peter Hutchinson updated the group on the RESCUEicp trial. Study powered to 600 patients after MRC recommended an increase from 400. 120 pts recruited so far from all over Europe, with 94% follow up rate. Randomisation seems to be working well. 

Crossover is occurring 26% med to surg and 8% vica versa. There then ensued a brief discussion as to how it would interact with EUROTHERM.

2.5 
On behalf of Peter Kirkpatrick Carole Turner presented the STASH (SimvaSTatin in Aneurysmal Subarachnoid Haemorrhage) trial. A Cambridge pilot study published in Stroke 2005 (36(8): 1627) suggested decreased incidence of spasm  and loss of auto regulation in patients taking a statin, therefore large study agreed and successfully given a grant by the British Heart foundation. Powered to 1600 pts, it started in 2007 aiming to complete recruitment by 2011. Star 40mg Simvastatin within 96 hours of ictus and continue for 3 weeks. Assessing neuropsychology at 6 months, crit. care LOS, clinical severity of DIND, and need for rehab. 273 recruited since 2007 of which 245 have a discharge Rankin score. 58% discharged direct to home and 7% mortslity so far.

3/. Neurocritical care cost block programme

Keith Young from the DoH gave a brief review of PBR and the history of the cost block programme for critical care. This set the scene as to where the CCMDS came from and as to why number of organs supported is the main factor. The feeling is that CCMDS accurately reflects activity, but that the 06-07 reference cost are inaccurate due to trust underreporting the full costs of critical care. The above applies to GICUs, and specialist units are being assessed separately. Work around hepatic and burns unit indicate higher costs than general, and evidence from the 2003 cost block work suggest average NICU costs are similar to other specialist units. The reasons are not entirely clear but probably lie around higher drug and specialist equipment costs.

As PBR is about patient care rather than exactly where they are cared for, reference costs should include the cost of outreach.

A further change may be that Darzi will link PBR to quality rather than activity. However at present quality indicators are far from satisfactory.

In the discussion which followed David Menon pointed out that if specialist care is higher cost then the reference costs for it should be based on the units with good outcomes. Then maybe the reference costs may actually reflect the cost of achieving those outcomes. His second point was around recognising the fact that in specialist units patients may be discharged to the ward in a state (poor neurology, tracheostomy etc) which would require admission to a level 2 bed in a DGH. Should RAIN outcomes be linked to some financial data at this stage? Keith Young felt that this was good idea and David Menon agreed to send him a draft proposal with the possibility of attracting some DoH funding for the additional data collection.

4/. NCCNet data collection

Paddy Yeoman presented some ideas around additional data collection to start looking at process, as from NCCNets point of view the RAIN project is extremely important, but will not start to answer the questions about which parts of the process maybe important for good outcomes. Also it is likely that 6/12 month outcomes may reflect quality of rehab as well as the NICU care. Thus can we bolt on a few simple questions at this stage to help guide the next research question. The data group are to look at this with ICNARC, but whatever happens it must not detract from delivering on the RAIN project.

5/. Stakeholder participation

5.1
Dr Craig Morris was unable to attend therefore the presentation on DGH involvement in NCCNet was postponed

5.2
Roger Lightfoot talked about using the website and our database for conducting on line surveys, such as had been attempted with the current practice survey. It was generally felt that this would be a useful tool as long as:

They are of high quality (need vetting group by peer review)

Limited in numbers and only sent out one at a time to avoid overload, allow completeion and follow up before  the next is sent out

Avoid repetition

Probable criteria would be:

On line only

PI must be a member of NCCNet

Institution must be also be a member of NCCNet

Evidence of approval by/submission to LREC

NCCNet guidance adhered to

The general feeling was positive, and John Andrzejowski suggested that surveyed received via NAS GB & I which are clearly crit care based should be referred onto NCCNet. That was agreed provided the surveyors were NCCNet members.

6/. Prof Menon closed the meeting and thanked everyone for attending. He particularly thanked Roger Lightfoot for all his work on developing the website, registration for meeting and survey setup.

