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Brain tumours (primary) and brain metastases in adults (morning session) – review of stakeholder feedback
Joint replacement (primary): hip, knee and shoulder (afternoon session) – prioritisation of quality improvement areas 
Minutes: Final 
Quoracy: The meeting was quorate
Attendees

Quality Standards Advisory Committee 3 standing members:
Gita Bhutani (Chair), Ivan Bennett, Deryn Bishop, Malcolm Fisk, Madhavan Krishnaswamy, Keith Lowe, Ann Nevinson, David Pugh, Phil Taverner, Jane Dalton, Christine Camacho, Mark Devonald, Jane Scattergood, Linda Parton, Umesh Chauhan, Tim Cooper  

Apologies

Jim Stephenson, Julia Thompson, Hazel Trender, Jane Dale
Paul Baker (pm only) (SCM), Madhavan Krishnaswamy (pm only)
Specialist committee members: morning session 
Stuart Smith, David Summers, Ingela Oberg, Isabella Robbins, Alison Cameron, Shanika Samarasekera, Helen Bulbeck, Sara Robson
Specialist committee members: afternoon session
Jean Elgie, Jonathan Rees, Anju Jaggi, Toby Smith, Catherine Gray, Kate Marks
NICE staff

Mark Minchin (MM), Melanie Carr (MC), Nicola Greenway (NG), Rachel Gick (RG) Jamie Jason (JJ) Minutes, Rick Keen (RK) Host, Adam Storrow (AS)  
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 brain tumours (primary) and brain metastases in adults 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 brain tumours (primary) and brain metastases in adults specifically:

· GP direct access to MRI

· Named healthcare professional

· 5-aminolevulinic acid-guided-resection
· Risk of late effects of treatment

· Neurological rehabilitation assessment
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 21 July 2021 and confirmed them as an accurate record.  
4. Recap of prioritisation meeting and discussion of stakeholder feedback
MC provided a recap of the areas for quality improvement prioritised at the first QSAC meeting for potential inclusion in the brain tumours (primary) and brain metastases in adults draft quality standard.  
MC summarised the significant themes from the stakeholder comments received on the brain tumours (primary) and brain metastases in adults 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 quality standard   
Draft statement 1: GPs have direct access to standard structural MRI for adults with suspected brain tumour
The committee noted the stakeholder concerns about the potential resource impact of this statement and discussed how it is likely to be implemented in practice. The committee heard that there is evidence from practice that GP direct access may not lead to a large increase in demand for MRI and could reduce A&E attendance. The committee were informed that GP direct access to MRI is included in a new NHSE 2 week wait pathway based on specific clinical scenarios which is part of the neurosurgery transformation programme.
The committee heard that many people are currently sent for a CT scan by their GP before having MRI. There is a radiation risk, particularly in young people, from having repeat imaging.

It was noted that it may not be possible to access activity data for standard structural MRI currently.
The committee agreed that as there was support for the statement from stakeholders it should be progressed for inclusion in the final quality standard.
ACTION: NICE team to progress the statement with no changes to the statement wording. 
Draft statement 2: Adults with brain tumours have a named healthcare professional who coordinates their health and social care support
The committee agreed that adults diagnosed with a brain tumour should have a named healthcare professional. It is important to emphasise that adults with non-malignant tumours are included.
The committee heard that having a named healthcare professional is the first step to having a care plan. There is significant variation in the number of adults with a brain tumour who have a care plan in different areas.

The committee discussed the definition of a named healthcare professional and agreed that it is better to define what the healthcare professional should do/their responsibilities rather than naming specific professions. It is important to emphasise that the healthcare professional should have some clinical credibility as well as being accessible. The named healthcare professional may change as the person’s needs change throughout their journey. The committee agreed that the current definition should be revised to make it clearer how a key worker is included. 
The committee agreed that as there was support for the statement from stakeholders it should be progressed for inclusion in the final quality standard.
ACTION: NICE team to progress the statement with no changes to the statement wording. 
Draft statement 3: Adults with radiologically enhancing suspected high-grade gliomas that are suitable for resection of all enhancing tumour have 5-aminolevulinic acid (5-ALA)-guided resection
The committee clarified that the studies reviewed for the guideline were based on ‘resection of all enhancing tumour’ rather than ‘all the tumour’. The statement wording is correct based on the evidence reviewed.

The committee also confirmed that the quality statement does not preclude the use of other surgical techniques as well as 5-ALA.
The committee heard that around 2,400 resections per year are suitable for 5-ALA. Rates of usage vary across the country. Training to use 5-ALA is provided by the company that developed the product and is mandated by the MHRA.
The committee agreed that as there was support for the statement from stakeholders it should be progressed for inclusion in the final quality standard.
ACTION: NICE team to progress the statement with no changes to the statement wording. 
Draft statement 4: Adults who finish treatment for brain tumours have an assessment and discussion about their risk of late effects of treatment at their first follow-up appointment

The committee confirmed that the risk of late effects will be discussed before treatment, but it is important to revisit it afterwards when the specific details of the treatment received are clear.

The committee agreed that including this in the first follow-up appointment is important so that it is not missed, and an ongoing programme of surveillance can be agreed.

The committee indicated that there is currently variation across the country in how this is done.

The committee agreed that as there was support for the statement from stakeholders it should be progressed for inclusion in the final quality standard.
ACTION: NICE team to progress the statement with no changes to the statement wording. 
Draft statement 5: Adults with brain tumours can access neurological rehabilitation assessment in the community
The committee discussed the focus of this statement and agreed it is important to ensure that adults with brain tumours can access the neurological rehabilitation services that already exist, for example, those that are part of the trauma and stroke pathways. There should be parity with the rehabilitation available for other conditions.
The committee agreed it would be helpful to include a definition of neurological rehabilitation to confirm what is included. It was noted that it is important to clarify that neuro-psychological support should be available.

The committee agreed to strengthen the statement wording from ‘can’ to ‘have’. They also agreed to broaden the statement to include access to services as well as assessment. They confirmed that services do not have to be provided in the community but ideally they will be close to home.
The committee discussed the potential resource impact and agreed that the statement is achievable if existing services are used. Early access to neurorehabilitation may help to reduce the person’s care needs and result in cost savings.
The committee agreed that as there was support for the statement from stakeholders it should be progressed for inclusion in the final quality standard.
ACTION: NICE team to progress the statement with some amendments to the statement wording. 
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:

· Advance care planning - Discussed at QSAC1 but not progressed
· Nutrition & dietetics - Included in relevant discussions at QSAC1 but not progressed

· Signposting to support - Discussed at QSAC1 but not progressed

· Molecular marker testing- Discussed at QSAC1 but not progressed

· Clinical studies on triage from primary care - Beyond scope of QS

6. Resource impact
The committee considered the resource impact of the quality standard and agreed that on balance it was achievable given the net resources available.
There was some concern about the resource impact for statement 1 and NICE agreed to share details of the analysis carried out to support the suspected cancer guideline.
ACTION: NICE team to send resource impact analysis to David Summers (SCM)
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 highlighted that there are likely to be equality issues for neurorehabilitation similar to cardiac rehabilitation including ethnicity, gender and people who cannot travel.   
ACTION: NICE team to add equality issues to statement 5 

8. Any other business
None
Close of the morning session
9. 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 joint replacement quality standard.
The Chair welcomed the public observers and reminded them of the code of conduct that they were required to follow. 
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 was joint replacement, specifically:

· Self-management and preoperative care

· Shared decision making and information

· Anaesthesia, tranexamic acid and VTE prophylaxis

· Surgery

· Postoperative rehabilitation and long-term care
The Chair asked standing QSAC members to declare verbally all interests specifically related to the matter under discussion. The Chair asked the specialist committee members to verbally declare all interests:

· Katherine Marks – Declared that she was a member of the Royal College of Nursing 
11. Prioritisation of quality improvement areas – committee decisions
RG provided a summary of responses received during the joint replacement topic engagement and referred the committee to the full set of stakeholder comments provided in the papers.

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 within the areas denoted by bold text.
General

The committee highlighted the importance of collecting data from Patient Reported Outcome Measures (PROMs), particularly those for shoulder replacements preoperatively. It was noted that the importance of collecting PROMs data was highlighted by multiple stakeholders. It was suggested that collecting PROMs data should be considered an area for quality improvement. 

MM noted that PROMs are generally considered as an outcome measure within a quality statement, or via a quality statement directly if there is committee support. NG highlighted that measures and statements need to be supported by guideline recommendations. It was noted that if areas of care relevant to shoulder replacement are progressed then PROMs for shoulder replacements could be cited as a data source as many times as required. 

Self-management and preoperative care

· Self-management – Not prioritised

· Preoperative care – Prioritised
The committee noted that prioritising self-management could result in overlap with the osteoarthritis quality standard. It was highlighted that self-management aligns better with quality standards focusing on specific conditions.  

The committee discussed variability in practice in preoperative care. It was noted that more centres now offer enhanced recovery compared to a few years ago.  It was highlighted that a focus on self-management in the preoperative phase can lead to improved postoperative outcomes.  It was noted that the evidence base for recommendations in NG157 for this area was limited.  

The committee observed that people with osteoarthritis may contact their GP or a First Contact Practitioner (FCP) for advice on self-management to see whether joint replacement surgery could be delayed.  People waiting for joint replacement surgery however may be unable to delay it.  It was also noted that their symptoms may have changed; loss of physical condition and anxiety may also have developed while waiting for surgery, which has been exacerbated by COVID-19.  It was highlighted that a holistic approach to preoperative care could support their wellbeing. It was suggested that a statement in this area would need to convey that the population is people who have already been referred for joint replacement surgery.

The committee also discussed varying formats and the need for consistency of preoperative information, suggesting that focusing on this could enhance self-management and recovery. It was noted that expectations of surgery also need to be explained. The committee highlighted that availability of staff time to provide input may be an issue.  

ACTION: NICE team to draft a quality statement on preoperative care. 
Shared decision making and information

· Shared decision making – Not prioritised 

· Information – Not prioritised 

The committee again suggested that improving the consistency of information could improve the physical and mental health of people waiting for joint replacement surgery. It was noted however that it would be difficult to measure this was being achieved across all trusts. NG noted that this area is potentially already covered in the patient experience in adult NHS services quality standard (QS15); a quality statement for this area would generally only be valid if factors specific to the joint replacement population are identified. 

The committee highlighted that discussing treatment options with the surgeon is pivotal to effective shared decision making. Equality issues around health literacy were also noted.  

The committee considered whether discussing hip resurfacing as an alternative to total hip replacement should be considered as an area for quality improvement.  It was noted that hip resurfacing is covered by NICE’s technology appraisal TA304 and that stakeholders did not raise this during engagement as a quality improvement issue.  It was stated that the same underlying mechanisms for shared decision making applied for the purposes of developing the guideline.

ACTION: This area was not to be progressed for development of a quality statement.  

Anaesthesia, tranexamic acid and VTE prophylaxis

· Choice of anaesthesia – Not prioritised 

· Tranexamic acid – Prioritised 

· VTE (DVT) prophylaxis – Not prioritised
The committee noted that tranexamic acid widely used during hip and knee replacements. It was highlighted that it is not commonly used for shoulder replacements.  The limited evidence base was noted but it was recommended due to its cost-effectiveness.  It was agreed that this was an area for quality improvement.

The committee agreed that anaesthesia and VTE prophylaxis using neuromuscular electrical stimulation should not be progressed as areas for quality improvement.  Choice of anaesthesia was  not identified as an area for quality improvement by the committee.

ACTION: NICE team to draft a quality statement on the use of tranexamic acid for hip and knee replacement.

Surgery

· Implants (prosthesis) errors and never events – Prioritised

· Bone Cement Implantation Syndrome (BCIS) – Not prioritised

· Choice between partial knee replacement (PKR) and total knee replacement (TKR) – Prioritised

· Patella resurfacing (TKR) – Not prioritised 
The committee highlighted that NHS England had specified that a recommendation on ‘Never Events’ should be included in NG157. The committee discussed that ‘stop’ moments may be difficult to measure in practice. It was noted that barcode scanning to identify incompatible components during surgery was being explored.  It was agreed that preventing implant selection errors was a critical area for quality improvement from a patient safety perspective. 

The committee next discussed the importance of offering patients a choice between PKR and TKR. It was highlighted that although only some surgeons perform both procedures, both should be offered if the patient is eligible.  There is variation in practice: the procedure offered is currently largely determined by surgeon preference.   It was noted that GIRFT is developing a target for surgical volumes to support PKRs being performed.  Resource impact concerns regarding the availability of surgeons to carry out this procedure were raised. RG confirmed that this would be investigated. 

ACTION: NICE team to draft quality statements on preventing implant selection errors and offering a choice between PKR and TKR. Stakeholders will be consulted on measuring ‘stop’ moments in practice. 

Potential resource impact regarding surgeon availability for PKR and TKR to be investigated. 

Postoperative rehabilitation and long-term care

· Inpatient rehabilitation – Not prioritised
· Post-discharge rehabilitation – Prioritised
· Long-term care – Not prioritised 
The committee noted that inpatient rehabilitation / early mobilisation is already improving; this area would not be progressed as a quality statement.

The committee next noted that due to the lack of recommendations, long-term care would not be progressed as a quality statement.

The committee then discussed variability around post-discharge rehabilitation. It was suggested that patients need to be assessed by an occupational therapist or physiotherapist and be offered rehabilitation based on their needs to reduce pain and support recovery 

ACTION: NICE team to draft a quality statement on post-discharge rehabilitation. Statement to include patients being assessed and referred for rehabilitation according to their needs. Specialist committee members will provide input for a definition of rehabilitation. 

12. Additional quality improvement areas suggested by stakeholders at topic engagement
The following areas were not progressed for inclusion in the draft quality standard. 
· Audits and registries – Outside the scope of the QS.

· Implants – Outside of scope of the QS; covered by NICE technology appraisal TA304.

· New guidance – Outside the scope of the QS.

· Referral for joint surgery – Outside the scope of the QS.

No additional comments were raised.

13. Resource impact
The committee were informed that stakeholders would be asked about this at consultation. 

The committee highlighted that currently there may be a waiting time of up to 16 weeks for a routine physiotherapy appointment.   There are similar issues for preoperative rehabilitation.  It was noted that if post-discharge rehabilitation is stratified according to need, cost-improvements could be achieved and that in the longer-term, the need for other services after surgery may be reduced. 
14. Equality and diversity
The committee were reminded that they must have due regard to the need to eliminate unlawful discrimination and promote equality of opportunity in relation to protected characteristics: 
· Age


 

· Gender reassignment 

· Pregnancy and maternity

· Religion or belief

· Marriage and civil partnership

· Disability

· Sex

· Race

· Sexual orientation

An equalities impact assessment document will be updated and consulted upon alongside the quality standard. The committee were asked whether any groups would experience inequalities in relation to the areas to be developed as quality statements. The Committee suggested:

· Gender, ethnicity and access to rehabilitation.

· Cognitive impairment, particularly for self-management and the ability to manage postoperative recovery. 

15. AOB

No other business. 

16. Close of the meeting
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