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National Institute for Health and Care Excellence
Quality Standards Advisory Committee meeting
Date: Thursday 16 October 2025
Perioperative care in adults – prioritisation of quality improvement areas 
Minutes: FINAL
Quoracy: The meeting was quorate. 
Attendees
Quality Standards Advisory Committee standing members:
Rebecca Payne [Chair], Anica Alvarez Nishio [Vice Chair], Peter Hoskin, Murugesan Raja, Steve Hajioff [SH], Ruth Studley, Kashif Siddiqui, Umesh Chauhan, Kultar Singh Garcha, Jane Dalton, Keith Lowe, Shorai Dzirambe, Priscilla McGuire
Specialist committee members:
Jason Cross, Jugdeep Dhesi, John Moore [JM], Stephen Thomas [ST], Andrew Currie, Susan Moug
NICE staff 
Mark Minchin, Victoria Fitton, Katriona O’Donoghue [KOD], Nicola Greenway, Qudsia Malik, Emma Connelly, Christina Barnes [Minutes], Rosalee Mason [Host]
NICE observers
Farah Farzana
Apologies
Standing Committee Members: Nadim Fazlani, Louis Savage, Mariana Gaspar Fonseca, Devina Maru, Esabel Chabata, Saran Evans
Specialist Committee Members: Sara Dalby

1. Welcome, introductions objectives of the meeting

[bookmark: _Hlk161054548][bookmark: _Hlk161054274]The Chair welcomed the attendees and public observers, and the quality standards advisory committee (QSAC) members introduced themselves. The Chair informed the committee of the apologies and outlined the objectives of the meeting, which was to prioritise areas for quality improvement. 


2. Confirmation of matter under discussion and declarations of interest

The Chair confirmed that, for the purpose of managing conflicts of interest, the matter under discussion was perioperative care in adults, specifically:
· Perioperative programs
· Preoperative care
· Intraoperative care
· Managing pain
· Information and support for people having surgery
· Additional areas
[bookmark: _Hlk161054430]
The Chair asked standing QSAC members and specialist committee members to declare any interests additional to those that were circulated.  Or any interests specifically related to the matters under discussion. 
· ST declared from July 2025 he commenced as a Member of the Council of Governors, Tees Esk and Wear Valley NHS Foundation Trust. 
· SH declared he was involved in a clinical trial for post-surgery dementia.
· JM declared he has been interviewed for a position on the National Clinical Audit of Perioperative Care which HQIP have commissioned from the Royal College of Anaesthetist’s, he is awaiting the outcome.
3. Minutes from the last meeting

The committee reviewed the minutes of the last QSAC meeting held on 19 June 2025 and confirmed them as an accurate record.
4. Prioritisation of quality improvement areas – committee decisions
KOD provided an overview and summary of responses received during topic engagement for perioperative care in adults, referred the committee to the full set of stakeholder comments provided in the papers and the committee then discussed each of the areas in turn. The committee discussed the comments received from stakeholders and specialist committee members at topic engagement (in bold text below).
Perioperative programs 
KOD outlined the suggested areas for improvement and current UK practice.  

The committee highlighted that the 2011 National Confidential Enquiry into Patient Outcome and Death (NCEPOD) data on cardiopulmonary exercise testing (CPEX) is out of date. Whilst some hospitals have embedded CPEX into practice, others use other means to aid preoperative risk assessment.

The committee highlighted the need to risk profile people having surgery, using a more individualised approach to understand their risk and use this information to inform shared decision making.  
The committee agreed that risk assessment is a priority area and that this would be best covered in the section on assessing the risks of surgery in preoperative care. Therefore, no potential quality statement was progressed on perioperative programs. 

Preoperative care 
· Assessing the risks of surgery 
· Management of existing conditions 
· Nutritional assessment 

KOD gave an overview of the suggested areas for improvement and current UK practice for preoperative care.  She advised the committee of the existing quality standards that relate to preoperative care.  
The committee discussed the importance of risk stratification and how this could be achieved earlier such as at pre-operative assessment, or when a person is first referred from primary care.  The committee noted that screening people on the surgical waiting list could help identify modifiable health risks rather than waiting until the person has reached preoperative assessment. 

The committee discussed the variation in the use of risk stratification tools and noted that there is not one single tool that is appropriate for all surgical patients. Risk stratification tools are specific to the surgery type and the mode in which the person presents for surgery (such as elective or emergency).  Advanced directives should form part of the risk stratification in both elective and emergency surgery and a specialist committee member highlighted that NICE QS194 covers advanced care directives.  

The committee agreed that there could be a possible research question relating to the use of further information sources to achieve a well-informed risk score such as communicating modifiable risk factors for adverse surgical outcomes during referral from primary to secondary care.  

The committee advised that patients over 18 years should undergo a risk assessment for both emergency and elective surgery using an appropriate risk stratification tool for their surgery type.  

The committee agreed that early interventions for any modifiable comorbidities (informed by the person’s risk assessment) would lead to better surgical outcomes. However, the approach for health optimisation would be different for emergency and elective surgery.  By optimising risk assessment across surgical specialties, informed shared decision making would also be improved.  


ACTION
· NICE team to prioritise a statement on preoperative risk assessment 


The committee discussed how the effective management of existing conditions prior to surgery can impact positively on surgical outcomes.  It was noted that as the National Institute for Health and Care research (NIHR) are currently undertaking research in this area there may not be enough evidence to form a quality statement currently. 

Anaemia was highlighted as a common and important condition to be managed in the surgical population; however other conditions were also highlighted by the committee such as diabetes and frailty. Early management of known conditions would improve surgical outcomes and reduce cancellations and delays to surgery because a person is not fit for surgery. 


ACTION
· NICE team to prioritise a statement on the management of known health conditions following preoperative assessment 


The committee agreed that nutritional assessment, is currently standard practice and is usually completed with the Malnutrition Universal Screening Tool (MUST).  However, there is variability in practice and room for quality improvement.

The committee noted that there are health inequalities in this area related to the social economic status of the patient. For example, people in deprived areas may not have access to, or be able to afford good quality food and are more likely to be malnourished.  The committee heard that some , people are finding it harder to have a nutritious diet and this can be a barrier to surgery due to resulting malnutrition (which presents in both people who are underweight and overweight or obese).   

The committee discussed how weight management and proper nutrition preoperatively are important and can significantly improve patient outcomes.  

The committee noted that every person scheduled for surgery will receive a nutritional assessment, therefore this area was not prioritised for a quality statement.


Intraoperative care 
· Monitoring 
· Surgical safety checklists

KOD outlined the suggested areas for improvement and current UK practice for intraoperative care.  She advised that there were no existing quality standards that linked to this area.
The committee discussed the current practice for intraoperative care and agreed that the brief and debrief should be happening across hospitals as part of the World Health Organization (WHO) surgical safety checklist. There are targets set for completing the WHO surgical safety checklist in surgical theatres.  

The committee had a conversation about the current practice Strategic Executive Information System (StEIS) evidence on never events. They discussed how there is increasing pressure to reach high surgical targets and there is potential for surgical safety checklists to not be completed.  The committee agreed that the surgical safety checklists is a vital part of surgical care, and reduces the likelihood of surgical errors, including never events. 

The committee suggested that a quality statement to reinforce the completion of the WHO surgical safety checklist would be useful.  

A specialist committee member noted that the HQIP audit for perioperative care currently in progress may record data on the completion of surgical safety checklists.  

The committee agreed that intraoperative monitoring is not an area that should be prioritised for a quality statement.  

ACTION
· NICE team to prioritise a statement on completing the WHO surgical safety checklist 


Managing pain 

KOD outlined the suggested areas for improvement and current UK practice for managing pain.   She advised the committee that there were no existing quality standards that link to the broad area of managing pain. 
A committee member stated that the feedback from patient focus groups is that managing pain is a priority area.  A discussion took place around pain management.  It was noted that health inequalities exist in this area, particularly in maternity care for black and Asian women.  The committee noted that the current UK practice evidence on pain management from the Perioperative Quality Improvement Programme (PQIP) report may present a distorted picture as some surgical specialities are underrepresented or overrepresented in the data. They discussed how the experience of pain is personal and subjective. 

The committee highlighted the importance of functional recovery to get people moving as soon as possible post-surgery to reduce the risk of complications.  Early assessment of patients at risk of increased pain (such as those with existing chronic pain conditions) could result in bespoke pain management and improved recovery.  

The committee suggested the development of a statement on preoperative assessment that includes pain assessment.  It was noted that some people will have difficulty expressing levels of pain and this should be factored into the preoperative assessment.  

The committee discussed the importance of the level of information in the referral between primary and secondary care and how this can impact on the outcome of preoperative assessment. For example, if in the referral, information on the patients current pain medication and the reasons for the medication are provided, decisions can be made as to whether a patient is referral to a pain clinic at the point of preoperative assessment. The committee discussed how this did not only apply to pain management, but also nutritional management and the management of preoperative conditions to effectively optimise the patient for surgery.

The committee agreed not to prioritise pain management for a quality statement but that this area could be factored into a statement relating to preoperative assessment.


Information for people having surgery 
· Whole pathway approach 
· Communicating and giving information
· Information and support for people with learning disabilities 

KOD outlined the suggested areas for improvement and current UK practice for information for people having surgery.  She advised the committee of the existing quality standards that relate to this area.  
A committee member advised that the National Clinical Director is working on this information from a national perspective.  The committee agreed that communication between primary care and secondary care is an important area to consider but may not be measurable.  
The committee agreed that support for people learning disabilities who are having surgery and other vulnerable groups is important including those individuals that do have a family support network.  It was noted that within some trusts there are acute liaison nurses who provide support for those individuals who are having surgery however acute liaison nurses are not available in all trusts. 
The committee noted that this is complex area but could be considered as area for further research. 
In summary, the committee suggested prioritising the following areas for quality improvement: 

1. Referral from GP to secondary care to include relevant information regarding risk factors for adverse outcomes (e.g. Body Mass Index (BMI), smoking, diabetes, anaemia, and frailty etc) – no recs (placeholder)
2. Preoperative assessment should include assessment of anaemia, diabetes, frailty, dementia, pain management, nutrition 
3. Use a validated risk assessment tool validated for the surgical specialty, the mode of presentation 
4. Optimisation across multiple long-term conditions, frailty and use of surgery school approach (activity, nutrition, smoking, alcohol)
5. Shared decision making informed by clinical assessment, use of risk tool and realistic choice
6. Use of level 2 and 3 informed by risk assessment tool 
7. Communicating with patients throughout the perioperative pathway
8. WHO surgical checklist

The NICE team advised the committee that some of these areas do not have underpinning recommendations and/or may not be measurable and wouldn’t be taken forward as quality statements.  
ACTION: 
· NICE team to explore developing quality statements in the eight prioritised areas


5. Additional quality improvement areas suggested by stakeholders at topic engagement

The following areas were not progressed for inclusion in the final quality standard as it was agreed that they are out of the scope and remit of this quality standard:

· Workforce 
· Environmental impact of anaesthesia 

6. Resource impact and overarching outcomes

The committee noted the potential resource impact of the quality standard throughout the meeting discussions.  It was noted that a question will be included at consultation on the potential resource impact of the proposed quality standard. 


7. Equality and diversity

The committee noted the potential equality and diversity considerations throughout the discussions of the meeting.  KOD requested that the committee submit any further suggestions when the quality standard is sent to them for review prior to consultation.

8. Any other business


· Next steps 
· NICE team to circulate to SCM the draft QS for review: Tuesday 04 November to Tuesday 11 November 2025 
· Consultation period: Wednesday 07 January 2026 to Wednesday 04 February 2026
· Post consultation QSAC: Thursday 02 April 2026
· Next QSAC meeting 
Thursday 20 November 2025 - Rare diseases
MM outlined the approach for the next QSAC for rare diseases will be different.  This topic will cover up to 7000 conditions and will involve assessing a quality standard developed outside of NICE, albeit with NICE input and support. 
The Chair thanked the committee members for their contribution to the discussions. 
9. Close of the meeting
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