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National Institute for Health and Care Excellence
Quality Standards Advisory Committee meeting
Date: Thursday 02 April 2026
Perioperative care in adults – review of stakeholder feedback 
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, Ruth Studley, Devina Maru, Kashif Siddiqui, Umesh Chauhan, Kultar Singh Garcha, Jane Dalton
Specialist committee members:
Perioperative care in adults - Jason Cross, Stephen Thomas, Andrew Currie, Susan Moug
NICE staff
Mark Minchin [MM], Victoria Fitton [VF], Katriona O’Donoghue [KOD], Nicola Greenway [NG], Christina Barnes [Minutes], Rosalee Mason, [Facilitator]

NICE observers
Fisayo Abba-Abba 

Apologies
QSAC standing members: Keith Lowe, Priscilla McGuire, Louis Savage, Mariana Gaspar Fonseca, Esabel Chabata, Saran Evans, Shorai Dzirambe, 
Perioperative care in adults: Sara Dalby, John Moore, Jugdeep Dhesi 

1. Welcome, introductions objectives of the meeting

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 review stakeholder feedback.
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, 
· Point of contact
· Clinical assessment
· Assessment of perioperative risk
· Discussion with a healthcare professional
· Information and support for modifiable risk factors
· Surgical safety checklist

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. 
[bookmark: _Hlk215582811]Nothing further was declared. 
3. Recap of prioritisation meeting and discussion of stakeholder feedback
KOD provided a recap of the areas for quality improvement prioritised at the first QSAC meeting for potential inclusion in the perioperative care in adults draft quality standard. 

KOD summarised the significant themes from the stakeholder comments received on the perioperative care in adults draft quality standard and referred the committee to the full set of stakeholder comments provided in the papers.
General comments 
KOD outlined stakeholders responses to the consultation question as to whether general dental practices should be included in the quality standard. Stakeholders supported the inclusion of dental procedures performed in a hospital setting and felt the quality standard is not applicable for routine dental care. The committee agreed that the scope should include general dental procedures performed in secondary and tertiary healthcare settings only. The committee recognised this may be a potential missed opportunity for wider health assessment. 

The committee agreed that older adults should be considered throughout the quality standard in relation to frailty and functional status rather than using age‑based cut‑offs.
Discussion and agreement of amendments required to quality statements   
Draft statement 1: Adults having surgery have a point of contact in the perioperative care team. 

KOD summarised stakeholder feedback in response to the consultation question on whether defined contact points exist across the perioperative period, to assess whether access to a point of contact could be measured throughout the adult’s perioperative care. Stakeholder feedback highlighted the absence of a nationally standardised model for a point of contact, with significant variation in how contact points are defined and delivered throughout the perioperative period across services and settings. It was noted that while many hospitals may already have established contact arrangements, these are not implemented consistently across settings or specialties, particularly where a clearly identifiable designated role is lacking.

The committee discussed stakeholder feedback on differences between emergency and elective surgery and suggested the statement reflect different roles and models across specialities and settings, including emergency and A&E pathways, despite recognised challenges.   

The committee emphasised the importance of effective communication, particularly for adults having surgery with low literacy or additional needs including communication and cognitive difficulties. Clarity is needed on what a point of contact looks like in practice, given national variation (e.g. nurse specialists, administrators, secretaries, or wider team‑based models). 

The committee raised concerns about the measurability of the statement if it were to relate to a single point of contact and agreed that the point of contact should represent a whole‑pathway approach rather than an individual role. It was agreed the definition should be expanded to include roles outside of healthcare professionals (HCPs) such as social prescribers and community based roles, where appropriate. Consistent principles for providing information in digital or written formats to address accessibility issues for older adults, visually disabled or those with reduced mental abilities who are not be able to access online information were highlighted.  

It was agreed that the NICE team would revise the definition of the perioperative care team to include non HCP roles and review the HCP audience descriptor around equality issues. 

ACTION
· NICE team to progress statement 
· NICE team to revise the definition of the perioperative care team
· NICE team to review the HCP audience descriptor around equality issues

Draft statement 2: Adults having surgery have a clinical assessment before surgery.
KOD outlined stakeholder consultation feedback around this statement which noted the importance of early clinical assessment, particularly in adults who would be considered at high risk and may benefit from early interventions to improve their health before surgery. The committee stressed the importance of early clinical assessment (ideally within 2-4 weeks after addition to the waiting list) in some adults having surgery, but that arrangements for clinical assessment would differ depending on the adults needs. The committee highlighted how early assessment of perioperative risk would provide useful information around the optimal timing of clinical assessment.  
The committee agreed that decisions on multiple assessments would be actioned in line with clinical judgement and this would not impact on the quality statement as written.

The committee discussed how Allied Health Professionals (AHPs), including Advanced Clinical Practitioners regularly undertake clinical assessment and agreed that the audience descriptor should be expanded to include AHPs. 

Stakeholder consultation feedback was to include iron deficiency and the pillars of blood management but the committee felt there were already good anaemia pathways and these did not need to be specified in the quality statement or related sections. 

The committee emphasised the importance of the role of advocates and carers for adults with dementia and communication needs and that this should be embedded consistently across all statements rather than addressed individually. It was also noted to consider physical and operational timing issues, particularly during waiting periods and in the run-up to surgery, with early identification of high-risk patients and escalation of interventions closer to surgery where required. 

ACTION
· NICE team to progress statement
· NICE team to expand the audience descriptors to include AHPs
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Draft statement 3: Adults having surgery have an assessment of perioperative risk with a validated risk stratification tool, before surgery.
KOD noted to the committee that this statement was well received by stakeholders.  

Following discussions on statement 2, KOD advised the committee that potential statements can be reordered or possibly combined with another in the development of the quality standard if required. 

The committee discussed the expectations for early assessment of perioperative risk with particular emphasis on identifying adults who may be considered frail or at high-risk. They agreed that the assessment of perioperative risk should inform decisions about signposting for early clinical assessment to enable optimisation and readiness for surgery, and whether to proceed with the surgery as planned. Consequently, the committee agreed to reverse the order of statements 2 and 3. Given the differences between emergency and elective surgery, the committee considered it inappropriate to specify a fixed timeframe for the assessment of perioperative risk but agreed that it should take place as early as possible to support decision making. 

It was noted that some existing validated risk stratification tools may be outdated, and that assessment approaches should better reflect current practice. However, the committee agreed that any risk stratification tool should align with NICE guidance. 

The committee suggested that resources such as the Royal College of Surgeons guidance, could be referenced, with agreement that the statement should promote early shared decision making while remaining flexible on timing. 


ACTION 
· NICE team to progress statement 
· NICE team to reorder statements 2 and 3, and update the rationale and audience descriptors to clarify the purpose for undertaking the assessment of perioperative risk prior to clinical assessment 

[bookmark: _Hlk215585759]Draft statement 4: Adults having surgery discuss their clinical assessment, perioperative risks and treatment options with their healthcare professional, before surgery.
KOD summarised stakeholder feedback in response to the consultation question on whether shared decision making (SDM) is routinely recorded in clinical practice. The committee agreed with stakeholder feedback that SDM is not routinely or consistently recorded in clinical practice and in response, considered the extent to which SDM could be made explicit within this quality statement. Given the variability in recording SDM, making it difficult to measure, they agreed to focus the statement on discussions and include SDM in the rationale and audience descriptors. Whilst the Benefits Risks Alternatives Nothing (BRAN) framework was recognised as good practice; committee members noted its inconsistent use and that alternative frameworks may be applied in practice. The committee agreed that SDM is a fundamental component of patient‑centred care and is particularly important for adults having surgery, including those in emergency settings. They noted that adults with cognitive impairment such as dementia may need support with SDM.

The committee discussed whether SDM should be positioned within a statement or embedded across the perioperative pathway, noting that it underpins multiple stages of perioperative care. During consultation stakeholders raised concerns that the current measure did not capture the quality of discussions or patient experience, and there was potential for discussions to become a tick‑box exercise without robust measures. Patient Reported Experience Measures (PREMs), Patient Reported Outcome Measures (PROMs) and the SDM-9 were suggested by stakeholders, however the committee concluded that these would not provide useful measures for the quality statement. The committee agreed that the quality of discussions and SDM is subjective and cannot currently be measured effectively. They highlighted the need for greater clarity around what is SDM and who is involved in it, noting that there is currently no formal NICE quality standard on SDM, and that this issue is not unique to this service area. The committee also noted the NICE guideline on SDM and considered that it’s key components of SDM could be highlighted in the quality standard. 

The committee agreed that education and training in the principles of SDM are important for healthcare professionals delivering the care and this should be made more explicit within the audience descriptors. It was agreed not to be being overly prescriptive about what should be discussed, as existing frameworks, including BRAN, can support appropriate discussions. 

Stakeholders suggested that commissioners establish clear pathways for accessing senior decision-makers, to engage in further discussions with the adult having surgery. Committee members agreed that commissioners should clearly define when services are expected to escalate concerns to senior decision‑makers and specify the appropriate routes and points of escalation.

ACTION 
· NICE team to progress statement 
· NICE team to look at the issue of the pathways and how this could be addressed by commissioners across all statements

[bookmark: _Hlk215585806]Draft statement 5: Adults having surgery are given information and support to reduce their modifiable risk factors, before surgery.  
The committee discussed stakeholder feedback on the draft statement, agreeing that both information and support are important, but that support for modifiable risk factors could be strengthened, with clearer links to Centre for Perioperative Care (CPOC) resources and an emphasis on tailored support based on individual need. 

The committee supported including a definition of what is meant by “information and support”. In response to stakeholder comments, they questioned whether the number of adults with identified health risks only should be measured but confirmed the acceptability of the measures as currently written. It was noted that not all modifiable risk factors (such as anaemia) were explicitly included in the definition, however comorbidities were included, which broadly encompasses a range of conditions, including anaemia.

The committee highlighted the importance of lived experience and avoiding a two‑tier system of support, noting that services should be inclusive, accessible and appropriately tailored to individual needs. Suggested solutions were to explicitly recognise referrals to specialist or health optimisation services and clarify the clinical responsibility for signposting to appropriate support.

The committee discussed whether this statement overlapped with earlier statements but ultimately agreed that optimisation remains important and supported progressing the statement with these considerations in mind.

ACTION 
· NICE team to progress statement
· NICE team to incorporate referral onto specialist services and optimisation

Draft statement 6: Adults having surgery have the World Health Organization (WHO) surgical safety checklist completed for each surgical procedure.
The committee noted that consultation feedback highlighted variation in the completion of the WHO surgical safety checklist in current practice. Committee members agreed that the WHO surgical safety checklist remains the key resource for supporting safe surgical practice. They stressed its importance, in reducing never events, such as wrong‑site surgery and supported the inclusion of the quality statement.
Stakeholders raised concerns about the impact of the statement considering the checklist is not consistently followed in practice and can be incorporated into National Safety Standards for Invasive Procedures (NatSSIPs) and Local Safety Standards for Invasive Procedures (LocSSIPs). In response, the committee agreed that the WHO checklist should be retained as a baseline requirement, while recognising that there may be variation in how it is implemented across services. A balanced approach was considered necessary, acknowledging existing practice while reinforcing patient safety.
The committee agreed with stakeholders that the WHO Surgical Safety Checklist consists of 3 components (rather than 3 parts as previously stated).
The committee agreed to keep the statement as proposed, with no changes to the measures. 
ACTION 
· NICE team to progress statement 
· NICE team to change wording of the rationale from part to components 

4. Additional quality improvement areas suggested by stakeholders at consultation

The following areas were not progressed for inclusion in the final quality standard as the committee agreed that they were not a priority in relation to the six quality improvement areas already included:
· Rehabilitation
· Postoperative care
· Post discharge care
· Giving written information

5. Resource impact

The committee noted the potential resource impact of the quality standard throughout the meeting discussions.
The committee noted that earlier identification of frailty in the perioperative period could increase demand on geriatric medicine services through more Comprehensive Geriatric Assessment and greater emphasis on optimisation. However, this approach was considered likely to deliver overall cost savings by reducing complications. The committee agreed that most of the statements would require service redesign rather than additional investment.

6. Equality and Diversity

The committee noted the potential equality and diversity considerations throughout the discussions of the meeting.  

7. Any other business

Next steps
Perioperative care in adults 

· 22 April 2026 - 29 April 2026 - revised quality statements will be circulated for comment and feedback. 

For standing members 

The May QSAC meeting will be held in person.  The NICE team will be in touch via email to inform you of the further details and outlined process for arranging hotel and travel requirements. 

8. Close of meeting
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