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Quality Standards Advisory Committee 3 meeting
Date: Friday 6 December 2019
Location: NICE office, Level 1a City Tower, Piccadilly Plaza, Manchester, M1 4BT
Morning session: abortion care – prioritisation of quality improvement areas 
Afternoon session: Specialist neonatal respiratory care for babies born preterm – review of stakeholder feedback
Minutes: Final
Quoracy: The meeting was quorate 
Attendees

Quality Standards Advisory Committee 3 standing members:
Hugh McIntyre (Chair), Deryn Bishop, Keith Lowe, Ann Nevinson, David Pugh, Darryl Thompson, Julia Thompson, Jane Dalton, Carolyn Chew-Graham, Christine Camacho, Mark Devonald 
Specialist committee members:

Morning session – TOPIC: Abortion care 
Jonathan Lord, Joanne Fletcher, Peter Taylor, Mandy Myers, Caroline Gazet, Holly Fowler, Sarah Makstutis
Afternoon session – TOPIC: Specialist neonatal respiratory care for babies born preterm
David Quine, Pramod Mainie, Debbie Webster, Sumaih Al-Azeib, Josie Anderson
NICE staff

Nick Baillie (NB) {1-8}, Mark Minchin (MM) {9-15}, Melanie Carr (MC) {4-8}, Julie Kennedy (JK) {4-8}, Eileen Taylor (ET) {9-15}, Jamie Jason (notes)
Apologies

Jim Stephenson (vice-chair), Ivan Benett, Amanda de la Motte, Nadim Fazlani, Malcolm Fisk, Madhavan Krishnaswamy, Phil Taverner
1. Welcome, introductions objectives of the meeting
The Chair welcomed the attendees 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 abortion care quality standard.
The Chair confirmed that there were no public observers joining the morning session of the committee meeting.
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 in the morning session was the abortion care, specifically: 

· Access and assessment 

· Choice and referral 

· Waiting times

· Abortion procedures 

· Access to contraception

· Follow up care and support 

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 during the morning session. The Chair asked the specialist committee members to verbally declare all interests.
3. Minutes from the last meeting
The committee reviewed the minutes of the last QSAC 3 meeting held on 16 October 2019 and confirmed them as an accurate record.
4. Prioritisation of quality improvement areas – committee decisions
MC provided a summary of responses received during the abortion care 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).

Access and assessment - Prioritised
· Information 
· Self-referral

· Assessment

The committee discussed the importance of self-referral in removing barriers to accessing abortion services and reducing delays.   

The committee agreed that the priority for improvement is ensuring that commissioners and providers remove barriers to accessing abortion services by making information about easily accessible services widely available. 
The committee agreed to progress a statement on access to abortion services based on recommendation 1.1.1. 

Choice and referral - Prioritised
· Choice of procedure

· Referral pathways/collaborative working

· Travel and accommodation 
The committee discussed the importance of women being able to choose the procedure that suits their individual needs. Currently some women do not have a choice because the service is not offered by their provider and they are not referred elsewhere. 
The committee indicated that sometimes a medical or surgical procedure is clinically inappropriate due to complex comorbidities, however, this is rare.

Plans are currently being developed by NHS England to support women with complex needs who present late via specialist commissioning arrangements.     
The key priority for improvement is to make sure a choice of procedure is offered. Closer working between providers will ensure referral pathways are in place to support the offer of choice. It would be helpful to highlight the need for upfront funding for travel and accommodation in the descriptor for commissioners. 

The committee agreed to progress a statement on choice of procedure using recommendations 1.6.1 and 1.1.1. 

Waiting times- Prioritised 
The committee discussed waiting times and agreed that the priority for improvement is the time to treatment from when the woman makes a decision about their preferred procedure at the assessment. This should be a maximum of 1 week. It was noted that there is increasing use of same day assessment and treatment appointments.  Also that women can have an assessment and then decide not to have an abortion.
The committee discussed the use of ultrasound and that currently most providers still use ultrasound to assess gestational age although it is no longer mandatory. The committee referred to a Royal College of Obstetrician guideline that indicates that having an ultrasound is not necessary. It might be helpful to indicate in the supporting information that having an ultrasound is no longer required.  
The committee agreed to progress a statement on waiting times using recommendation 1.1.6.

Abortion procedures - Prioritised
· Preventing infection 
· Early medical abortion 
· Anaesthesia for surgical abortion
The committee suggested that there is currently significant local variation in the methods available for early medical abortion. Not all areas offer expulsion at home and there is variation in the use of simultaneous administration of mifepristone and misoprostol. In some abortion services the woman has to stay in while waiting to take the medication but in others the woman has to go away and come back at a later time.
There was also a discussion about the importance of testing for sexually transmitted infections including HIV.  It was suggested that HIV testing has been standard in the maternity pathway for 20 years but there is a very inconsistent approach in abortion services. The NICE guideline on HIV testing (NG60) recommendation 1.1.4 was suggested as a possible evidence base. The committee did not agree to prioritise this area for this quality standard as this area is covered by the quality standard on HIV testing.
The committee agreed to progress a statement on reducing variation of methods for early medical abortion using recommendations 1.8.1, 1.8.2, 1.9.1 and 1.9.2. 
Access to contraception- Prioritised 
The committee discussed contraception and that there is already a quality statement on contraception following an abortion in QS129 Contraception. The committee discussed whether this statement is sufficient and whether it should be brought into this quality standard.  

It was agreed that the statement from QS129 be moved into this quality standard but there needs to be more emphasis on commissioners and providers ensuring that contraception is available on the same day as the abortion.
The committee agreed to progress a statement on access to contraception using the statement from QS129 with recommendation 1.15.1. 
Follow-up care and support – Prioritised 
The committee discussed follow-up care and support. There is no routine follow-up for women having an early medical abortion but there is often access to a 24-hour phone service.
Counselling is offered by providers but women may not want to go back to the service for support.
.  

Some providers provide support to women who ask for help years after the abortion; however, this is unlikely to be part of their contract with the commissioner.
Accessing follow-up care, if required, can be difficult and it was suggested that there is a need for better signposting. Information can be quite generic and does not take individual circumstances into account. 

There is currently no fast track pathway into IAPT (Improving Access to Psychological Therapies) for women who have an abortion, and commissioners could do more to improve access.
The committee agreed to progress a statement on follow-up care and support based on recommendation 1.14.4. 
5. Additional quality improvement areas suggested by stakeholders at topic engagement
The following areas were not progressed for inclusion in the draft quality standard.

· Training for healthcare professionals – the committee clarified that workforce development is the issue that is relevant to local commissioners rather than the training curriculum for healthcare professionals which is a national issue. It was agreed that this issue can be included in the supporting information rather than as a separate statement.
· Commissioning – This will be covered in the supporting information where relevant.
· Women in prison – It was noted that NHS England are the commissioner and they will be invited to respond to the consultation.  It was agreed that specific concerns for this group will be included in the equality and diversity considerations where relevant.
· Standardising patient surveys – This issue will be covered in the measures and data sources where relevant.
6. Resource impact and overarching outcomes
The committee considered the resource impact of the quality standard when prioritising the quality statements.

The committee confirmed the overarching outcomes are those presented in the draft quality standard but will provide further feedback on the draft quality standard.
· Choice of abortion procedure

· Time between abortion request and procedure

· Women’s satisfaction with abortion care

· Complications during and after abortion

7. Equality and diversity
The committee agreed the following groups should be included in the equality and diversity considerations: 
· Age


 

· Gender reassignment 

· Pregnancy and maternity

· Religion or belief

· Marriage and civil partnership

· Disability

· Sex

· Race

· Sexual orientation
The committee also noted the following issues that should be included in the equality and diversity considerations where relevant:

· The abortion rate has fallen among women under 25 gone up for those over 25.  The focus on under 25s and reducing teenage pregnancies may have led to discrimination to over 25s, for example, access to emergency contraception is more difficult.
· Women with learning difficulties and mental health problems may find it more difficult to access services and some may continue their pregnancy as a result. Specific issues include access to information, experiencing delays and decision making capacity. 

8. Close of the morning session
The specialist committee members for the abortion care quality standard left and the specialist committee members for the Specialist neonatal respiratory care for babies born preterm quality standard joined.
9. Welcome, introductions and objectives of the afternoon
The Chair welcomed the Specialist neonatal respiratory care for babies born preterm specialist committee members and QSAC members introduced themselves. The Chair informed the committee of the apologies and outlined the objectives of the afternoon, which was to review stakeholder comments on the Specialist neonatal respiratory care for babies born preterm quality standard.
The Chair confirmed that there were no public observers joining the session of the committee meeting.
10. 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 in the afternoon session was Specialist neonatal respiratory care for babies born preterm.
The Chair asked both standing and specialist QSAC members to declare verbally all interests specifically related to the matters under discussion during the afternoon session.  

11. Recap of prioritisation meeting and discussion of stakeholder feedback
ET provided a recap of the areas for quality improvement prioritised at the first QSAC meeting for potential inclusion in the Specialist neonatal respiratory care for babies born preterm draft quality standard.
ET summarised the significant themes from the stakeholder comments received on the Specialist neonatal respiratory care for babies born preterm draft quality standard and referred the committee to the full set of stakeholder comments provided in the papers.

Discussion and agreement of amendments required to the quality standard   
Draft statement 1: Respiratory support soon after birth 
· Preterm babies having respiratory support soon after birth and before admission to the neonatal unit, are given continuous positive airways pressure (CPAP) rather than invasive ventilation if clinically appropriate.
A stakeholder’s comments on the use of high flow were discussed. It was noted that recommendations on high flow were not included in the guideline as there was a lack of evidence.  
The committee felt the statement was good as it stands but felt it would be helpful to refine the definition of clinically appropriate. It was agreed that it would be updated using suggestions from stakeholders and using the rationale and impact information from the guideline. 
It was agreed that the process measure would be amended. Badgernet currently records babies receiving invasive ventilation in the delivery room. It was agreed the process measure would be changed to match this data which is already collected. There was a suggestion to break the process measure down by gestational age. The NICE team agreed to look into this and confirmed they would make contact with the relevant specialist committee member to confirm the detail. 
The committee agreed that as there was support for the statement from stakeholders it should be progressed for inclusion in the final quality standard with the above amendments.
Draft statement 2: Minimally invasive administration of surfactant
· Preterm babies who need surfactant are given it using a minimally invasive technique if they do not need invasive ventilation.

The committee discussed expanding the definition of minimally invasive techniques to include the three types: minimally invasive surfactant therapy (MIST), less invasive surfactant administration (LISA) and avoidance of mechanical ventilation (AMV). It was agreed that this inclusion would be helpful. 
The committee are happy with the statement as it stands.

The committee discussed transferring babies and the use of minimally invasive techniques. It was agreed that it is uncommon, though not rare, for these babies to be transferred and the specialist committee members agreed that where possible it is still better to avoid intubation in these babies where possible. 
The committee agreed this is an aspirational statement and that it should apply to all units. 
The committee agreed that as there was support for the statement from stakeholders it should be progressed for inclusion in the final quality standard with the above amendments. 
Draft statement 3: Invasive ventilation 
· Preterm babies having invasive ventilation are given volume-targeted ventilation (VTV) in combination with synchronised ventilation.

It was agreed that process measure b, on the availability of flow sensors for VTV, can be removed as this is not an issue of concern in the UK.  
The committee agreed the statement was good as it stands. 
The committee agreed that as there was support for the statement from stakeholders it should be progressed for inclusion in the final quality standard with the above amendment.
Draft statement 4: Oxygen saturation 
· Preterm babies have a target oxygen saturation of 91% to 95% after stabilisation. 

It was agreed that the rationale would be updated to say ‘targeting’ rather than ‘maintaining’ as this is more realistic.  

A change to the process measure was also discussed and the NICE team confirmed they would review this measure to see if it could be changed to show that the target is 91-95%, rather than the proportion of babies receiving oxygen targeted at this level. 
The committee agreed the statement was good as it stands. 
The committee agreed that as there was support for the statement from stakeholders it should be progressed for inclusion in the final quality standard with the above amendments.
Draft statement 5: Parental involvement
· Parents or carers of preterm babies who are having respiratory support are helped to care for their baby. 

The committee agreed the statement was good as it stands and no amendments were suggested. 
The committee agreed that as there was support for the statement from stakeholders it should be progressed for inclusion in the final quality standard.
12. 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 five quality improvement areas already included:
· Inhaled nitric oxide – this was discussed at the prioritisation meeting for this topic and not prioritised. The committee were satisfied with this and did not wish to include a quality statement on this area.   
13. Resource impact and overarching outcomes
The committee considered the resource impact of the quality standard. They did not consider that any statement would have a significant resource impact. 
The committee noted the following:
· Training to carry out minimally invasive techniques to administer surfactant (Statement 2): specialist committee members confirmed that this training takes a couple of hours and that using a minimally invasive technique is cost saving.

· Ventilators for VTV (Statement 3): this may take a little time for organisations to implement as these ventilators will be purchased to replace older versions. It was anticipated this would be approximately 18 months. 
14. Equality and Diversity
The committee agreed the following groups should be included in the equality and diversity considerations:
· Age


 

· Gender reassignment 

· Pregnancy and maternity

· Religion or belief

· Marriage and civil partnership

· Disability

· Sex

· Race

· Sexual orientation
No additional equality issues were raised.
15. Any other business
None.
Close of meeting
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