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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 review stakeholder comments on the draft quality standard.
The Chair welcomed the public observers and reminded them of the code of conduct that they were required to follow. 
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 venous thromboembolism in adults (QS update) specifically:
· Timing of pharmacological VTE prophylaxis  

· Anti-embolism stockings for VTE prophylaxis

· Proximal leg vein ultrasound scan for a likely DVT Wells score

· VTE anticoagulation review
· Follow-up for outpatients with low-risk pulmonary embolism

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.
3. Minutes from the last meeting
The committee reviewed the minutes of the last QSAC 3 meeting held on 14 October 2020 and confirmed them as an accurate record.
4. Recap of prioritisation meeting and discussion of stakeholder feedback
SW presented a recap of the areas for quality improvement prioritised at the first QSAC meeting for potential inclusion in the venous thromboembolism in adults (QS update) draft quality standard.
SW summarised the significant themes from the stakeholder comments received on the venous thromboembolism in adults (QS update) draft quality standard and referred the committee to the full set of stakeholder comments provided in the papers.

Discussion and agreement of amendments to draft quality statements   
Draft statement 1: People aged 16 and over who are in hospital and assessed as needing pharmacological VTE prophylaxis start it as soon as possible and within 14 hours of hospital admission.
The committee discussed statement 1.
The committee was aware that NHS England 7 day service clinical standards state that all emergency admissions must have a clinical assessment as soon as possible but within 14 hours at the latest from the time of admission. The guideline recommendation that supports this statement reflects this standard. There was committee support to leave the statement as it is.  

The committee discussed how long treatment would carry on for, and how patient journeys can vary and can last anything from a day to several months.  It is therefore hard to specify treatment duration and the committee agreed not to include this. 
The committee discussed medicine safety and dosing.  The committee was informed that if the first dose is given as soon as possible, subsequent doses do not need to be given at exactly the same time every day after that.  The committee agreed that it is common practice to dose adjust in accordance with renal function and weight. They also highlighted that dose adjusting has been recommended in the recently published NICE guideline on managing COVID-19. They agreed that information on dose adjusting should be added to the supporting sections of the quality statement. 
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 following amendments to be explored by the NICE team.
ACTION:  NICE team to mention dose adjusting of pharmacological prophylaxis in the supporting sections of the quality statement.  
Draft statement 2: People aged 16 and over who are in hospital and assessed as needing anti embolism stockings are supported to wear them correctly and have their use monitored.
The committee discussed stakeholder comments on the GAPS study, which suggested that surgical patients would not benefit from stockings in addition to pharmacological prophylaxis. The study had been published after the guideline and so was not considered when producing the guideline. The committee agreed that other types of mechanical prophylaxis should not be added to the statement as this could overcomplicate it. The committee discussed how stockings are still recommended in the guideline and are used in hospitals; there is an issue about stockings being poorly fitted. However, the committee agreed that this statement is less of a priority area now and has less potential to improve patient care. The committee agreed not to progress this statement and replace it with a statement of a higher priority, with more potential to improve care and outcomes.
The NICE team were asked about the process for adding a new statement at this stage.  AT explained that the new statement would go for targeted consultation and the stakeholders who commented on the quality standard during consultation would be asked for feedback.  The publication date would be pushed back a little.  

The Chair asked the committee for any suggestions for new statements.   

The SCMs commented that they were unhappy with the merging of the two previous VTE quality standards.
Suggestions for a new statement were: patient information, lower limb immobilisation and lower limb DVT thrombolysis.
The Chair asked that the additional areas raised by stakeholders should be considered at this stage for a new statement. The committee considered them and concluded not to progress any of these additional areas. 
There was support for a new statement involving patient information and support.  The NICE team pointed out that there is quality standard QS15 on patient experience and this can be highlighted in this standard.  Text in statements 1, 4 and 5 address patient information, and QS15 can be referred to in the introduction of the QS. The committee concluded that patient information should be emphasised throughout the quality standard, but not included as a separate quality statement. The lay specialist committee members offered to liaise with AT via email to help.  
The committee discussed how NICE guideline NG89 recommendation 1.11.1 recommends offering pharmacological prophylaxis to people with lower limb immobilisation. The committee heard that current care against the recommendation is varied.  
It was noted that the Royal College of Emergency Medicine has undertaken some quality improvement work looking at risks for these patients.  It was felt this is an area that could benefit from quality improvement in a Quality Standard.  
SW asked if this patient group is covered under statement 1.  Specialist committee members explained that statement 1 covers patients who are hospitalised but not accident and emergency patients or people attending hospital and then discharged. The proposed statement would cover orthopaedic patients who are not admitted to hospital. 
Support was given for progressing NG89 recommendation 1.11.1 as a statement. MM noted this is a “consider” recommendation and asked the SCMs to update the wider committee on how this recommendation was developed. Specialist committee members stated that there was strong support for a recommendation on this area in the guideline but a lack of trial evidence meant that it was written as a “consider” statement. The evidence base has expanded since the guideline published.

The committee agreed to progress this area as a statement but making it clear that pharmacological prophylaxis is only offered when VTE risk outweighs the risk of bleeding based on a risk assessment.   
ACTION: NICE Team to remove previous statement on stockings and draft new statement based on NICE guideline NG89 recommendation 1.11.1. NICE team to include references to patient experience in statements 1, 4 and 5 and highlight the patient experience quality standard in the introduction.
Draft statement 3: People aged 18 and over with a deep vein thrombosis (DVT) Wells score of 2 points or more have a proximal leg vein ultrasound scan within 4 hours of it being requested.
The committee discussed statement 3, and agreed that getting an urgent scan for suspected DVT may be more difficult than for suspected pulmonary embolism (PE) as PE is recognised as an emergency. 

The committee discussed how 7 day working in the NHS is variable in practice and the aim should be for people to have a scan within 4 hours. They stated that if the timeframe is 24hours it would mean that everyone waiting for a scan would need to have the initial dose of anticoagulation, but if it is 4 hours, then people can be diagnosed first and then treated. It was highlighted that most people won’t have a DVT and it is undesirable to start treatment if it is not needed. The committee agreed to keep the timeframe as 4 hours in the statement, to encourage this provision and improve patient experience. The NICE Team agreed to add detail to the supporting sections of the statement on interim anticoagulation if the scan will take longer than 4 hours, but to emphasise that this should not be indefinite and that diagnosis should be as soon as possible and within 24 hours.
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 following amendments and issues to be explored by the NICE team.
ACTION: NICE Team to keep the statement wording as it is and add reference to the 24 hour maximum time limit for the scan and offering interim anticoagulation if the scan will take longer than 4 hours to the supporting sections of the statement.  
Draft statement 4: People aged 18 and over taking anticoagulation treatment after a VTE have a review after 3 months and then at least once a year if they continue to take it long-term.
Committee discussed statement 4.
The committee discussed who should do the reviews and how it should be someone who is competent. The committee stated that the 3 month review does not need to be done by a specialist as the reviewer can refer on if specialist expertise is needed. The committee agreed that who does the review varies and is for local determination and does not need to be specified in the statement.

The committee discussed the timing of the reviews. Three months is the minimum time needed to treat VTE and there then needs to be a discussion about whether to continue treatment.  It is important to do a follow-up after diagnosis. The committee agreed to change the statement to specify that the review should be “at 3 months”.
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 following amendments and issues to be explored by the NICE team.
ACTION: NICE Team to change the wording to ‘at 3 months’. 
Draft statement 5: People aged 18 and over having outpatient treatment for suspected or confirmed low-risk pulmonary embolism (PE) have an agreed plan for monitoring and follow-up.
The committee discussed statement 5. 

The committee discussed how this group of people having outpatient management is different to high-risk groups. High risk PE patients would be admitted to hospital for PE, then discharged with a discharge summary and would be followed up.  

There is good evidence for outpatient management but provision varies, and this statement will improve the quality and consistency. The committee agreed that the provision of patient information must be appropriate for the individual patient. 

Specialist committee members advised that the statement covers the first week or two of diagnostics and that risk stratification tools and scoring systems are used to determine risk and decide whether it is safe to ambulate. The statement will drive the accountability of the person who discharges patients so that they monitor them. The committee agreed that it should be made clearer in the supporting sections that the plan for monitoring is usually made in secondary care. 
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 following amendments and issues to be explored by the NICE team.

ACTION: NICE Team to keep the wording as it is and make it clearer in the supporting sections of the statement where the service is provided. NICE Team to add to the equality section that information provided to patients must be accessible. 
5. 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:

· VTE risk assessment on admission and reassessment – discussed at the first QSAC and not prioritised 
· Patient information – included throughout the QS
· Psychological support for patients following a VTE– discussed at the first QSAC and not prioritised 
· Offering cancer investigations for unprovoked VTEs– discussed at the first QSAC and not prioritised 
6. Resource impact and overarching outcomes
The committee considered the resource impact of the quality standard.
The committee noted the 4 hour timeframe for a scan in statement 3 would have a resource implication as Monday to Friday services are normal.

They also noted that annual follow-up for anticoagulants in statement 4 could have an impact as additional resource  might be needed. The committee agreed that the statements are achievable.  
The committee confirmed the overarching outcomes are those presented in the draft quality standard.

• Hospital-acquired thrombosis

• Hospital readmissions for people with suspected or confirmed VTE

• Deaths from VTE related events within 90 days post discharge from hospital

• Quality of life of people with venous thromboembolism

• Rates of patient safety incidents
The committee noted that there is no mention of whether the outcomes are expected to improve. 

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 noted animal content of heparins as an equality consideration for some statements.

8. Any other business
None
Close of meeting
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