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Quality Standards Advisory Committee 2 standing members:

Sunil Gupta (chair), Jane Putsey, Steven Hajioff, Mark Temple, Michael Varrow, Peter Hoskin, Rachael Ingram, Anica Alvarez Nishio John Jolly, Julia Gallagher, Esabel Chabata, Murugesan Raja, Ruth Studley, Devina Maru.
Specialist committee members:
Stephen Keohane, Gillian Godsell, Delia Sworm, Lynne Jamieson, Myles Smith, Howard Peach, Steven Watkins, Christine Parkinson, Susan Cheetham, John Lear, Tim Cunliffe. 
NICE staff

Mark Minchin, Melanie Carr, Charlotte Fairclough (CF), Nicola Cunliffe. 
NICE observers

None. 
Apologies
Nick Screaton, Ivan Benett, Lindsay Rees Moyra Amess
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 prioritise areas for quality improvement for the skin cancer quality standard.
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 the skin cancer: specifically:

· Skin cancer prevention 
· Diagnosis of skin cancer 

· Management of skin cancer 

· Treatment of skin cancer 

· Follow-up after skin cancer 

The Chair asked standing QSAC members to declare verbally any interests that have arisen since the last meeting and all interests specifically related to the matters under discussion. The Chair asked the specialist committee members to verbally declare all interests not included in their declarations of interests forms that had been provided to NICE and circulated. 
Standing committee member Jane Putsey declared that she was involved in the development of NICE PH32 which looked at skin cancer. 

Standing committee member Steve Hajioff declared that he was the Chair on the NICE suspected cancer guideline (NG12)

Specialist committee member Howard Peach declared that he has a private practise and that he is a director of a private clinic that deals with skin cancer. 

Specialist committee member Tim Cunliffe highlighted that comments he submitted at topic engagement were on behalf of the Primary Care Dermatology Society. 

3. Minutes from the last meeting
The committee reviewed the minutes of the last QSAC 2 meeting held on 11 April 2023 and confirmed them as an accurate record.
4. Prioritisation of quality improvement areas – committee decisions
CF provided a summary of responses received during the skin cancer topic engagement, 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).

The following areas were prioritised for inclusion in the draft quality standard.

Skin cancer prevention 
· Awareness campaigns and targeted populations.

· Nicotinamide to prevent NMSC.

The committee highlighted that there are significant variations across local authorities (LA) in their campaigns on skin cancer.  The committee heard that some LAs will do targeted campaigns for at risk groups, but this is not consistent. The committee acknowledged a national recommendation on skin cancer awareness would be beneficial, CF highlighted to committee that QS don’t focus on national campaigns. Members noted that the NHS do an awareness campaign but it usually coincides with cancer awareness weeks etc but there is a lack of funding and the NHS and LA do not always work on it together. A unified message is very important, but committee considered how this could be measured., but committee could include education in the LA scope. All members agreed prevention is an important area. 
The committee discussed funding challenges within local authorities their scope to drive improvements in this area and suggested that ICS/ICB (Integrated Care Boards) get involved as they will add value. The committee discussed the possibility of having skin cancer awareness leaflets, similar to those used in breast cancer campaigns. The committee agreed current statement is not measurable. 

The committee also discussed inclusion of Cancer Alliances rather than ICS/ICB as they may be better placed to lead on preventative campaigns.  The committee highlighted that ICB/ICS could bring LA and NHS campaigns together. The committee discussed the possibility to measure the statement via national data collated by the cancer alliance as they have to feedback on annual engagement.
A committee member highlighted that prevention and early diagnosis are key and noted that sunbeds shops may put up posters to raise awareness as part of an agreement on them getting their licence, another suggested posters in airports about symptoms and how to protect yourself would be an easy measure. A committee member commented that airports are not licenced therefore there would need to be an agreement rather than a rule. It was noted that all licencing is beyond the scope of NICE.  

The NICE team noted that there are no guideline recommendations on sunbed use and therefore nothing to underpin a quality statement. 

The committee discussed the specifics of campaigns and the use of written leaflets or online materials. They noted the presence of recommendations in NICE guideline NG34 on at-risk groups and campaigns. The committee concluded that prevention was a key area that should be progressed.
Specialist committee members noted the there is very little evidence and no UK data about the use of Nicotinamide, therefore the committee agreed this was not an area to progress.  
Action – the NICE team and committee will look to draft a statement on prevention. 
Diagnosis of skin cancer

· Examination of lesions.

· Early diagnosis and referral.

· Testing for diagnosis and staging.
The committee heard that diagnosis using the A to D (asymmetry, border, colour / comparison, diameter) and iEFG (elevation, firmness and growth) rules should also be used when assessing lesions for suspected skin cancer. 
The committee discussed referral of basal cell carcinoma (BCC) and noted that BCC should only be considered for a referral using a suspected cancer pathway when risk of poor cosmetic outcome. They suggested that recommendations around this would not be suitable to underpin a quality statement. 
The committee discussed dermoscopy and the role of primary care. They noted that currently GPs often use a 7-point check list to identify suspicious lesions for referral. The committee discussed the possibility of drafting a statement on the information captured by the GP on referral.

The committee discussed teledermatology and teledermoscopy and the significant impact it had on assessment since the pandemic.  The committee felt strongly that teledermatology is a fundamental and important tool which needs referencing strongly in statements on the assessment and management of skin cancer. The committee acknowledged that GPs are now using e-consult where patient can upload a photo for triage, on occasion a patient will see a GP in a virtual appointment, rather than a face to face appointment, but the GP can still refer on to specialists based on a teleconsultation or a video consultation. 
The NICE team advised that as there are no NICE guideline recommendations on teledermatology the NICE team could include under supporting information for a statement on diagnosis or referral. 
The committee discussed whether a statement to clarify how to use dermoscopy in primary care to rule out referrals would be useful but accepted that there are no recommendations to allow this to be progressed.  
A committee member highlighted the Getting it Right First Time (GIRFT) report on dermatology services and the national shortage of histopathologists, especially those with subspecialties in dermatopathology.  Because of this outsourcing of reporting has occurred which has led to some variation in reporting. The committee heard that at times outsourcing also had an impact on timely diagnosis and patient care. The committee heard that the use of genomics in dermatology is an area for quality improvement both pre-diagnosis of difficult lesions and post-diagnosis use of the BRAF tests. In particular, access to prediagnosis genomic testing is lacking.   
The committee discussed full skin examinations and the incidental finding of melanoma, and importance of ensuring that melanoma patients have this completed routinely , it was commented that at standard appointments a dermatologist would not perform a full skin examination, rather just examine what a GP has referred a patient for only. 
The committee also heard that a biopsy should be completed as soon as clinically suspicious. Committee discussed the burdens on pathology due to the large volume of work associated with skin biopsies, and that local pathways find this challenging. 

Specialist committee members remarked on NICE’s IOG guideline on skin cancer services (CSG8) from 2006 and noted that it requires update. They note the sections of management of BCC. This represents a large workload within dermatology services. 
Action – committee agreed to progress development of quality statements on assessment and referral of suspected skin cancer excluding BCC with exploration of a statement in full skin examination. . 

Management of skin cancer 

· Management of BCC in primary care/community.

· MDT involvement.

· Access to clinical nurse specialist.
The committee discussed clinical nurse specialists (CNS) who play a vital role to navigate the journey for people with skin cancer. The committee noted that there are several types of CNS working under different teams across skin cancer areas e.g., surgical, oncology, dermatology. The committee recognised that CNS are a lynch pin for patients for patient experience and continuity. With lay members on the committee noting that their personal experience with CNS had been invaluable. Committee also highlighted that nurses now provide some minor surgical procedures and administration of adjuvant therapy. 
The committee discussed the possibility of a statement which could be used to ensure people with skin cancer can have access to CNS and encourage trusts to have sufficient numbers. They noted the positive impact of the current quality statement.
The committee suggested a retrospective measurement would be useful for a statement in this area, as whether have you accessed is easier to measure then have access. 
The committee discussed the current quality statement on management of BCC in general practice and agreed this was no longer a priority for quality improvement as the landscape has changed since the recommendations were written. 
Action – Committee agreed to progress a statement on access to clinical nurse specialist. 
Treatment of skin cancer

· Access to therapy

· Radiotherapy for BCC and SCC

· Vitamin D
The committee discussed access to therapy. Adjuvant treatment for stage 3 disease is increasing but is well managed in skin MDT. The increase in options for management has improved geographically, which has reduced patient travel and it is important this continues as it helps to make treatments accessible.  

The committee discussed management of melanoma including infrastructure, such as intermediate hubs. The committee heard that hospitals are struggling to keep up. The committee discussed possibility of other places providing care because they have capacity, but committee acknowledged that each place will need staff who have expertise. The NICE team commented that there are no guideline recommendations on where treatment is provided. 
The committee revisited BRAF testing and current practice on this. It was suggested that a question is asked at consultation to see if there is variation in testing There was a suggestion to liaise with the Cancer Alliances on this question. 

The committee discussed the role of imaging for staging and the impact of that on subsequent treatment and surveillance regimens. They noted the workload shortage in radiography and the need to increase staff in this area. 
Action – committee agreed to progress a possible statement on BRAF with consultation question to ask about variation in practice and to explore a statement of staging using imaging. 
Follow-up after skin cancer 

· Surveillance

· Access to services following discharge
The committee further discussed use of imaging in surveillance but noted that this could be incorporated into a statement on staging using imaging. 
The committee discussed surveillance and noted that there isn’t a good understanding of what surveillance is currently needed. They noted this is a priority area that may be impacted by a statement on staging by imaging. 
The committee noted the role of quality statements and highlighted that good statements can be a driver to improvement and rationalise guideline recommendations. There was agreement that the guideline recommendations on surveillance do not lend themselves to developing a quality statement.
Action – NICE team to explore development of a statement on patient access to radiological surveillance, likely to be incorporated in a statement on imaging as discussed in previous section.
5. Additional quality improvement areas suggested by stakeholders at topic engagement
The following areas were not progressed for inclusion in the draft quality standard because they are outside the scope of this quality standard. 
· National campaigns for prevention

· Regulation of sunbeds

· NICE guidance for CYP with cancer

6. Resource impact and overarching outcomes
The committee considered the resource impact of the quality standard.

7. Equality and diversity
CF provided an outline of the equality and diversity considerations included so far and requested that the committee submit suggestions when the quality standard is sent to them for review. Committee members highlighted information in the briefing paper that showed older people have a higher incidence of skin cancer. there was concern that older people may get overlooked and would like to include them in statements on skin examination. A committee member noted that the equality impact assessment for NICE guideline NG34 would be a good resource for this quality standard.
8. AOB

9. Close of the meeting
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