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1 Introduction
The draft quality standard for perioperative care in adults was made available on the NICE website for a 4-week public consultation period between 9 January and 6 February 2026. Registered stakeholders were notified by email and invited to submit consultation comments on the draft quality standard. General feedback on the quality standard and comments on individual quality statements were accepted. 
Comments were received from 12 organisations, which included service providers, national organisations, professional bodies and others. 
This report provides the quality standards advisory committee with a high-level summary of the consultation comments, prepared by the NICE quality standards team. It provides a basis for discussion by the committee as part of the final meeting where the committee will consider consultation comments. Where appropriate the quality standard will be refined with input from the committee. 
Consultation comments that may result in changes to the quality standard have been highlighted within this report. Comments suggesting changes that are outside of the process have not been included in this summary. The types of comments typically not included are those relating to source guidance recommendations and suggestions for low-quality external guidance, requests to broaden statements out of scope, requests to include thresholds, targets, large volumes of supporting information, general comments on the role and purpose of quality standards and requests to change NICE templates. However, the committee should read this summary alongside the full set of consultation comments, which are provided in appendix 1. 


2 Questions for consultation
Stakeholders were invited to respond to the following general questions: 
1. Does this draft quality standard accurately reflect the key areas for quality improvement?
2. Can data for the proposed quality measures be collected locally? Please include in your answer any data sources that can be used or reasons why data cannot be collected.
3. Do you think each of the statements in this draft quality standard would be achievable by local services given the net resources needed to deliver them? Please describe any resource requirements that you think would be necessary for any statement. Please describe any potential cost savings or opportunities for disinvestment.
4. Do you have any comments on the equality and health inequalities assessment (EHIA) and the equality and diversity considerations section for each quality statement? Please include any issues that have been missed and how they can be addressed by healthcare services and practitioners.
5. The scope of the current quality standard includes general dental practices. Do you think that the inclusion of general dental practices in the quality standard is appropriate, or should general dental practices be excluded from the scope?
Stakeholders were also invited to respond to the following statement-specific questions:
6. For draft quality statement 1: Are there set contact points throughout the perioperative period where it is measured whether the adult having surgery has access to a point of contact in the perioperative care team?
7. For draft quality statement 4: Is shared decision making routinely recorded and measured in current practice?
8. For draft quality statement 6: Is there variation in the completion of the World Health Organization (WHO) surgical safety checklist for all surgical procedures in current practice?
Stakeholders were also invited to answer the question below on implementing NICE guidance:
9. What are the challenges to implementing the NICE guidance underpinning this quality standard? Please say why and for whom. Please include any suggestions that could help users overcome these challenges (for example, existing practical resources or national initiatives).
3 General comments
The following is a summary of general (non-statement-specific) comments on the quality standard.
Overall, the draft quality standard was welcomed and considered robust.
However, the successful implementation of the quality standard might depend on addressing the systemic challenges of integration, capacity, culture, and data collection through targeted resources, national toolkits, and strong clinical leadership.
The quality standard could be improved by recognising the needs of older adults, who make up a large proportion of the surgical population and experience a higher perioperative risk. 
Consultation comments on data collection
Overall, stakeholders agreed that data for the proposed quality measures could feasibly be collected locally. However, data collection for some quality measures may be difficult to collect due to variation in the following areas:
· documentation and recording
· digital infrastructure 
· data collection points for emergency versus planned surgery
· some measures may be procedure specific and not universal
Data collection could be gathered from components of the patient records, including paper notes, Electronic Patient Records (EPRs) and databases such as preoperative assessment or theatre management systems.
Variable views were expressed on EPRs. Whilst some stakeholders felt EPRs would make data collection easier and reduce omissions, others noted that drop-down boxes used in EPRs take time to complete, contributing to the administrative burden of staff. There were concerns that not all trusts had transitioned to EPRs, and that implementing systems to accommodate EPRs is complicated.
There were concerns that the proposed quality measures may result in the collection of additional data points. 
Stakeholders felt that the responsibility of data collection should be assigned to staff not performing the surgery (e.g. the preassessment nurse) and information should be gathered early in the perioperative period. 
Standardised fields would improve data quality and comparability.
[bookmark: _Hlk221697788]Consultation comments on resource impact
Overall, quality statements were considered aspirational but achievable with dedicated resources in the following areas: 
· Information Technology: investment in integrated Electronic Patient Record (EPR) systems to enable consistent data collection and the efficient flow of information across primary, secondary, and community care. 
· Infrastructure: to support the accessibility of prehabilitation, lifestyle support services, surgery school and Perioperative care for Older People undergoing Surgery (POPS).
· Staffing & Training: investment in training for staff on Shared Decision making (SDM), communication skills to support meaningful conversations, perioperative care principles and digital integration. Additional administrative and coordinator roles to manage perioperative care pathways and serve as consistent points of contact. Geriatrician input, specialist nurses, and multidisciplinary teams for frailty screening and onward referral for Comprehensive Geriatric Assessment (CGA). 
· Clinical time: protected clinical time for comprehensive pre-assessment, SDM, and post-discharge follow-up, as these impact on clinical resources.
Quality statements were considered to generate cost savings related to the following areas:
· Early clinical assessment could reduce the number of late cancellations, surgical complications, and long hospital stays.
· Risk assessments could further demonstrate where surgery poses a high risk or low benefit. As a result, some adults will decide not to proceed with surgery following SDM discussions with their healthcare professional.
· Supporting adults to address modifiable risk factors before surgery may lead to fewer complications, intensive care unit admissions, re-operations and complaints. Additionally, more people will be able to have day surgery. 
Consultation comments on equality and health inequalities
Overall, stakeholders felt that most equality and health inequality issues had been identified. However, the following equality and health inequality issues could be added to the quality standard, or further explained in the quality standard: 
· Health literacy and digital exclusion: increasingly, the information given to adults having surgery is digital, and services should offer alternative information choices where needed, such as written, face-to-face or telephone.
· Carers and dependents: adults having surgery with caring responsibilities may need support to attend appointments and recover post-operatively. Carers, family members, and advocates for adults having surgery should be acknowledged as essential partners in communication and decision making, where the capacity of the adult is impaired.
· Socioeconomic deprivation: access to pre-assessment clinics and follow-up can be hindered by the cost and availability of transport. Services should consider community-based assessments or travel support.
· Cognitive impairment and dementia: the pathway, communication, and decision-making support must be adapted for adults with cognitive impairment or dementia, as they are at high risk of poor perioperative outcomes. 
· Older adults in care homes: this group should be explicitly recognised as they face specific barriers to optimisation.
· Frailty: since frailty is strongly associated with adverse outcomes, strengthening the visibility of frailty identification, through access to Comprehensive Geriatric assessment (CGA) and Perioperative care for Older People undergoing Surgery (POPS) services would ensure equitable, high quality care for older adults. 
· Adults with communication needs: adults may have communication needs, communication difficulty or communication difference, in the absence of a learning disability or cognitive impairment. 
A stakeholder noted that significant government investment in deprived areas is needed to effectively target health inequalities.
Consultation comments on the inclusion of dental practices in the scope 
Stakeholders supported the inclusion of dental practices in the scope for dental procedures performed in hospital, where perioperative assessment, sedation, or anaesthesia are required. 
Stakeholders felt that the quality standard is not applicable for routine dental care, and that a clearer definition of the scope would avoid unnecessary burden on dental practices delivering low risk procedures.
4 Summary of consultation feedback by draft statement
Draft statement 1
Adults having surgery have a point of contact in the perioperative care team.
Consultation comments
Stakeholders made the following comments in relation to draft statement 1:
For planned surgery, there is scope and usefulness to have a point of contact. 
A point of contact is challenging for specialities where a high proportion of surgeries are emergency procedures.
A designated role for the point of contact (such as a perioperative care coordinator) is beneficial, but is not easily identifiable in some surgical specialities, nor widespread in current practice. 
Statement
The statement is appropriate as written.
It is helpful that either an individual or a team could serve as the point of contact. It may be difficult for an individual to undertake the point of contact role throughout the perioperative period, as this may require expertise across various areas of perioperative care.  
Audience descriptors
Mention adults with communication and/or cognitive difficulties more explicitly to maximise and support better shared decision making.
Consultation question 6: Are there set contact points throughout the perioperative period where it is measured whether the adult having surgery has access to a point of contact in the perioperative care team?
Stakeholders made the following comments in relation to consultation question 6:
There are no nationally standardised contacts points throughout the perioperative period. Contact may occur at the following points, but these are not consistently measured:
· referral for surgery
· preoperative assessment
· prehabilitation or optimisation appointments
· admission
· postoperative follow up
Issues for consideration
For discussion:
Consider whether alternative provisions are needed for each surgery type (emergency or planned surgery), to provide a point of contact to all adults having surgery.
Stakeholders fed back that there are no nationally standardised contact points to consistently measure whether the adult having surgery has a point of contact throughout the perioperative period.
For decision:
If alternative provisions are needed in emergency surgery, compared to planned surgery, would these differences impact on the quality statement?
Are the quality statement and quality measure appropriate as written?
Draft statement 2
Adults having surgery have a clinical assessment before surgery.
Consultation comments
Stakeholders made the following comments in relation to draft statement 2:
Multiple clinical assessments may take place in some surgical specialities.
Statement
There is a risk that the statement creates a tick box exercise.
The statement should be described as early clinical assessment. Clinical assessment often take places shortly before the surgical procedure, and there is limited opportunity to properly identify at-risk adults and improve their health. Examples include effective smoking cessation, which optimally requires adults to have stopped smoking for at least 8 weeks before surgery, and weight reduction which often takes 9 months or more. 
Amend the rationale to include iron deficiency in addition to anaemia and reference the pillars of blood management to optimise care and reduce blood use.
Measures
Define when clinical assessment should occur, such as within two weeks of the adult having surgery being added to the waiting list.
Audience descriptors
Add Allied Health Professionals to the list of healthcare professionals who can carry out the clinical assessment. Pre-operative assessment clinics and screening are well established and can be undertaken by Advanced Clinical Practitioners from various backgrounds.
Commissioners should commission services in which adults having surgery have an early clinical assessment before surgery. Pathways should be in place for the analysis of test results and the availability of a senior decision maker.
Equality and diversity considerations
Include that women are at an increased likelihood of becoming iron deficient, and therefore at higher risk of surgical complications. Iron studies may be needed in addition to a full blood count for diagnosis. 
Dementia should be explicitly referenced as a condition affecting communication and assessment. Where adults lack capacity, involvement of family or advocates (including Independent Mental Capacity Advocates) should be recognised.
Issues for consideration
For discussion:
Consider adding a timeframe for the clinical assessment, such as within two weeks of the adult being added to the waiting list for surgery. Consider measurability and whether there is sufficient evidence to support this. 
Multiple clinical assessments might occur in clinical practice.
Clinical assessments undertaken by Advanced Clinical Practitioners from various backgrounds, including Allied Health Professionals. 
Consider referencing iron deficiency and the pillars of blood management.
Due to potential iron deficiency, women may have an increased risk of surgical complications. 
For decision:
Whether a timeframe for clinical assessment is appropriate? 
If multiple clinical assessments take place, would this impact on the quality statement? Should this be described in the quality standard? 
Should Allied Health professionals be added to the list of healthcare professionals who can carry out the clinical assessment? 
Should iron deficiency be added to the quality standard?
Should women be added to the equality and diversity section?
Draft statement 3
Adults having surgery have an assessment of perioperative risk with a validated risk stratification tool, before surgery.
Consultation comments
Stakeholders made the following comments in relation to draft statement 3:
Assessment of perioperative risk should occur when the decision for surgery is made and repeated at the preoperative assessment clinic.
Clinical judgement should complement validated risk stratification tools, particularly for older adults whose risks may be underestimated.
Statement
The statement is appropriate as written.
Issues for consideration
For discussion:
Stakeholders suggested that perioperative risk can be assessed on multiple occasions before surgery.
For decision:
 If multiple assessments of perioperative risk take place, would this impact on the quality statement? Should this be described in the quality standard?
Draft statement 4
Adults having surgery discuss their clinical assessment, perioperative risks and treatment options with their healthcare professional, before surgery.
Consultation comments
Stakeholders made the following comments in relation to draft statement 4:
The Benefits Risks Alternatives Nothing (BRAN) framework is commonly used in clinical practice to ensure that adults are fully informed about their surgery. Referencing the framework within the quality standard, would support more meaningful shared decision making (SDM) and improve the quality of care. It would also allow managers and administrative staff to assist with implementation.
Consistency in communicating decisions to the adult having surgery is needed. 
Surgical decisions should be documented to reduce instances of surgical regret. 
In some surgical specialities, there are multiple discussions between the adult having surgery and their healthcare professional. 
Current issues in clinical practice, include:
· surgeons are often not given basic information 
· after further assessment, if the adult having surgery shows an increased risk or a change to the benefit versus risk of surgery, there is no easy mechanism for the adult to have a further discussion with a senior decision-maker. 
Statement
There is a risk that the statement creates a tick box exercise.
More explicitly outline what should be covered during the discussion. 
A quality statement centred more on the adult having surgery that aligns with established models of SDM should be considered. This may involve routine evaluation of the SDM process from the adults perspective. Patient reported experience measures (PREMs) of SDM is not routinely captured and should be considered.
The rationale is professionally focussed on information disclosure and provision rather than on the values and preferences of the adult having surgery. 
Measures
The quality measure demonstrates whether the healthcare professional has a discussion with the adult having surgery, but not whether the discussion appropriately addresses their needs, or the key components of SDM. The quality of discussions between the adult having surgery and their healthcare professional is variable. A more specific and validated measure of SDM, such as the SDM-Q-9 questionnaire (SDM-Q-9_English version) could be used to assess quality more reliably and the Reasonable Adjustment Flag and Accessible information standard should enable services to collect detailed data. 
Electronic patient records (EPRs) are neither a feasible nor appropriate means of data collection as they are likely only to document the occurrence of a consultation. Recording the values and preferences of the adult having surgery and alignment with clinical assessment, if recorded at all, is likely to be contained within text in patient notes. 
Audience descriptors
The healthcare professional should tailor discussions to the adult’s needs.
Commissioners should ensure there is a clear pathway for nurses, administrators and others in the team to access the senior decision-makers who may have further discussions with the adult having surgery. 
Equality and diversity considerations
Access to additional communication support should be added. 
Supported SDM is needed for adults with cognitive impairment.
Consultation question 7: Is shared decision making routinely recorded and measured in current practice?
Stakeholders made the following comments in relation to consultation question 7:
Whilst some stakeholders reported that Shared decision making (SDM) is routinely recorded in their surgical speciality, most reported that SDM is not routinely or consistently recorded in current practice.
There is currently no standardised national metric for recording SDM and the documentation used to record SDM is variable in clinical practice. Examples include clinic letters, consent forms, and electronic notes. 
SDM is not routinely recorded in a codified format. Data collection requires specific audit tools, patient surveys, or natural language processing of clinic letters, which is not standard.
Structured SDM documentation templates are needed.
SDM can be documented by the surgeon in the consultation notes or letter. However, this is before clinical assessment takes place, and the clinical assessment may identify a higher risk profile which then needs to be discussed with the adult having surgery. 
SDM is usually only documented after the consultation note or letter if the nurse conducting the pre-assessment alerts a doctor to review the adult having surgery, and the doctor subsequently records the consultation.
Anaesthetists may record SDM with the adult on the morning of their surgery, but since these discussions usually focus only on the risks of surgery, rather than the alternatives or benefits of no treatment, this information should be collected earlier in the perioperative period.
Patient reported experience of SDM is rarely captured. The inclusion of patient recorded outcome measures (PROMs) and patient reported experience measures (PREMs) would be beneficial.
Routine measurement of SDM is suggested to be feasible and acceptable using automated, digital, real-time patient-reported SDM measurement systems. 
Issues for consideration
For discussion:
Most stakeholders reported that SDM is not routinely or consistently recorded in current practice. 
BRAN framework is reported to be commonly used but is not mentioned in the quality standard. 
Where an adult shows an increased risk for surgery or change in their benefit-risk assessment following additional assessments, further discussions are needed but these can be difficult to enact.
More specifically outline what should be covered during the discussion (such as documenting surgical decisions to reduce surgical regret). 
Incorporate the values and preferences of the adult having surgery to make the quality statement less professionally oriented. 
Consider the inclusion of patient recorded outcome measures (PROMs) and patient reported experience measures (PREMs) to capture the adults experience of SDM.
Consideration of more specific quality measures such as including the SDM-Q-9 questionnaire, Reasonable adjustment flag and Accessible information standard.
Consider adjusting the audience descriptors to reflect that commissioners should ensure there is a clear pathway for nurses, administrators and others in the team to access the senior decision-makers. 
For decision:
Considering the variation in how SDM is recorded in clinical practice, should frameworks (including the BRAN framework) be included in the quality standard?
Should the quality standard be more explicit about what is covered during the discussion?
If multiple discussions take place, would this impact on the quality statement? Should this be described in the quality standard? 
Should the quality standard be more centred around the adult having surgery? If so, would adding PREMS and/or PROMS be appropriate, considering these are reported as not routinely collected in clinical practice? 
Can the quality measure be more specific?
Should the audience descriptor for commissioners include that the team have access to a senior decision-maker?
Draft statement 5
Adults having surgery are given information and support to reduce their modifiable risk factors, before surgery.
Consultation comments
Stakeholders made the following comments in relation to draft statement 5:
In surgical specialities where most procedures are emergency surgery, information and support may be given at a different stage.
Information and support should be provided at numerous stages during the perioperative period.
Dissemination of the Centre for Perioperative Care (CPOC) resources on Perioperative optimisation: Top seven interventions to healthcare professionals would be helpful. The resources provide information and support for adults to improve their health and prepare for surgery. 
Statement
Since surgical complications are more common in adults with modifiable risk factors, complications should be added to the rationale.
Information and support should not be treated as equivalent. Referral to structured support programmes (such as prehabilitation for exercise adherence) are more effective at improving modifiable risk factors than providing verbal or written information.  
Information must be accessible and tailored to the adults needs. There should be access to communication support where needed. 
Measures
Remove information from the numerator. 
Define the denominator as the number of adults having surgery with identified health risks, as only these adults require support. Including all adults having surgery does not accurately reflect who would benefit from targeted support.
Definitions
Anaemia should be added as a modifiable risk factor.
Equality and diversity considerations
The section implies that adults who are smoking are being denied surgery. The focus should be on providing support to reduce the higher risk of surgical complications associated with surgery for adults who smoke. 
Due to their importance for perioperative health and postoperative recovery, minerals and electrolytes should be recognised in this section. 
Issues for consideration
For discussion:
Consider differentiating between support and information. Stakeholders felt that giving support is more effective at improving modifiable risk factors, compared to giving verbal or written information.  
Dissemination of CPOC resources to healthcare professionals.
Information that is accessible and tailored to the adults needs.
Adding anaemia as a modifiable risk factor. 
Stakeholders suggested defining the denominator in the quality measure as the number of adults having surgery with identified health risks, as only these adults require support. Would these adults be consistently measured in clinical practice?
The equality and diversity section states that in some circumstances, adults must stop smoking before they can access surgery. Should this be reworded to focus on providing support?
Adding minerals and electrolytes in the equalities and diversity section as this can be a barrier to surgery.
For decision:
Should more emphasis be made on giving support, rather than giving information?
Whether to link to CPOC resources on perioperative optimisation?
Whether to add that information should be accessible and tailored?
Should anaemia be added to the definition of modifiable risk factors?
Should the denominator of the quality measure be amended to reflect the number of adults having surgery with identified health risks only?
Should the equalities and diversity section on smoking be changed? 
Draft statement 6
Adults having surgery have the World Health Organization (WHO) surgical safety checklist completed for each surgical procedure.
Consultation comments
Stakeholders made the following comments in relation to draft statement 6:
To have the greatest impact on how surgical teams function and improve care for the adult having surgery, the statement should give attention to the following:
· the team brief and de-brief (before and after the completing the list)
· adherence to the new standards relating to implants (where applicable)
· equipment reconciliation (the count)
· preoperative planning
In addition to the WHO Surgical Safety Checklist, reference should be made to the National Safety Standards for Invasive Procedures (NatSSIPs). In England, the WHO Surgical Safety Checklist has been incorporated into and replaced by NatSSIPs, which consist of 8 steps and is nationally approved.
Statement
There is a risk that the statement creates a tick box exercise.
Consider other aspects of NatSSIPS that are poorly performed. 
Add that the WHO Surgical Safety Checklist can be adapted and used flexibly.
The rationale is incorrect in stating that the WHO Surgical Safety Checklist has 3 parts, when in fact it consists of 3 components that are mandatory. 
Measures
The quality measure does not capture the nuances of the WHO Surgical Safety Checklist. A binary yes/no will generate a percentage compliance, but not whether all elements have been completed correctly, nor will it accurately measure quality. 
Measurement is usually through periodic direct observation or case note audit.
Equality and diversity considerations
Older adults are at higher risk of perioperative complications and may be disproportionately affected by the inconsistent use of the WHO Surgical Safety Checklist.
Consultation question 8: Is there variation in the completion of the World Health Organization (WHO) surgical safety checklist for all surgical procedures in current practice?
Stakeholders made the following comments in relation to consultation question 8:
Completion rates of the WHO Surgical Safety Checklist are generally high and should be 100% for all surgical procedures. However, variation exists in:
· the quality and depth of engagement with the checklist
· consistency across specialties
· documentation of team brief and team debrief
· dental and minor procedure settings
Variation can be driven by:
· hierarchy and culture in the operating theatre
· time pressure
· perceived burden for minor procedures
· lack of team engagement (such as agency staff, or incomplete teams)
· audit fatigue
· lack of meaningful feedback
Whilst many NHS Trusts have adapted the WHO Surgical Safety Checklist, the key information remains the same.
In some surgical specialities, variation in the completion of the WHO Surgical Safety Checklist is unwanted. 
The standard 3 sections of the WHO Surgical Safety Checklist can be perceived as unnecessary tick box requirements, by staff. 
There are differences between the standard 3 sections of the WHO Surgical Safety Checklist and National Safety Standards for Invasive Procedures (NatSSIPs) recommendations and terminology. Whilst the original 3 WHO surgical safety checklist sections are included in the NatSSIPs 8 steps, these do not accurately reflect current theatre practice where there is an increased use of Local Safety Standards for Invasive Procedures (LocSSIPs) and modifications to the checklist that reflect local risks.
Continued audit and cultural reinforcement of the WHO Surgical Safety Checklist are essential.
Issues for consideration
For discussion:
Although completion rates of the WHO Surgical Safety Checklist are generally high, there is variation in how it is completed. Adaptation of the WHO Surgical Safety Checklist can be viewed positively and negatively, depending on the surgical speciality.   
Consider the team brief and de-brief, adherence to the new standards relating to implants, equipment reconciliation and preoperative planning as key areas of the WHO surgical safety checklist that would improve care.
Consider whether NatSSIPs and LocSSIPs replace the WHO Surgical Safety checklist in clinical practice.
Amend the rationale to reflect that the WHO Surgical Safety checklist has 3 components, rather than 3 parts. 
Consider whether the quality measure could capture the nuances of the WHO surgical safety checklist. Stakeholders expressed concerns that the quality measure does not capture whether all elements have been completely correctly. 
Older adults were mentioned as a group for equality and diversity considerations.
For decision:
Is it appropriate to include NatSSIPs and LocSSIPs in the quality standard?
Should the quality standard further highlight the team brief and de-brief, adherence to the new standards relating to implants, equipment reconciliation and preoperative planning needed?
Does the WHO surgical safety checklist have 3 components?
Currently no equality and diversity considerations have been identified for this quality statement. Should older adults be added in line with the stakeholders suggestion?
5 Suggestions for additional statements
The following is a summary of stakeholder suggestions for additional statements.
Prehabilitation
A stakeholder highlighted expanding access to prehabilitation before surgery as a key area of quality improvement.
Prehabilitation was discussed as a key area of quality improvement at the first Quality Standards Advisory Committee (QSAC) meeting as part of perioperative programs. However, perioperative programs were not prioritised as a key area by the QSAC. Prehabilitation has been incorporated into statement 5 (information and support for modifiable risk factors) and is mentioned as part of interventions and services that are available locally to support lifestyle changes or the management of comorbidities before surgery.
Postoperative care
A stakeholder suggested that as part of postoperative care, all adults having surgery should be given an aftercare plan including information and support to aid recovery at home. Currently, postoperative care can be variable and disjoined, and some adults feel abandoned after going home from surgery. Whilst in-hospital outcomes of surgery are excellent, complications at home and re-admission to hospital is common.
Areas relating to postoperative care were not suggested as key areas for quality improvement by stakeholders at topic engagement. This suggestions has not been progressed as other areas were prioritised for inclusion in the quality standard by stakeholders and the QSAC. 
Post discharge care
A stakeholder suggested the period after discharge as a key area to consider. This included having clearly defined pathways for recognising and managing complications after the adult having surgery leaves the hospital, which is a known high-risk period.
This area has not been progressed as it sits outside of the scope of the quality standard. The quality standard covers the perioperative period which starts when the adult is booked for surgery and ends when they are discharged from care after surgery.
Give written information
A stakeholder suggested including a quality statement on giving written information for adults having surgery to take away and consider. Adults having surgery do not always understand or retain information especially when risk is discussed. Time for consideration is needed, however there is a tendency for health professionals to direct adults having surgery to online information. Many older adults, visually disabled or those with reduced mental abilities will not be able to access online information.
Communicating and giving information was discussed at the first QSAC meeting, however this area was not prioritised by the QSAC. The QSAC felt that this area was covered by statement 1 where a perioperative point of contact acts as a source of information and support throughout the perioperative period for adults having surgery. The point of contact should consider any provisions needed to meet the information and support needs of the adult (including non-English speakers, adults with disabilities, impairment, or sensory loss and adults with low levels of literacy or numeracy), which may include giving written information. 
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[bookmark: _Toc357694781]Appendix 1: Quality standard consultation comments table – registered stakeholders
	ID
	Stakeholder
	Section
	Comments
	NICE Response

	General comments

	1
	BAME Health Collaborative
	General
	In summary, the draft standard is robust. However, successful implementation will depend on addressing the systemic challenges of integration, capacity, culture, and data through targeted resources, national toolkits, and strong clinical leadership.
	Thank you for your comment. This has been sent to the NICE implementation team to review.

	2
	British Geriatrics Society
	General
	The British Geriatrics Society (BGS) welcomes the development of this quality standard and supports its aim to improve perioperative care for adults. Given that older people represent a large and growing proportion of the surgical population, we particularly emphasise the importance of recognising frailty, multimorbidity, cognitive impairment and functional dependency as key determinants of perioperative outcomes. Strengthening the visibility of frailty identification, access to Comprehensive Geriatric Assessment (CGA), and the role of Perioperative care for Older People undergoing Surgery (POPS) services across the standard would help ensure equitable, high‑quality care for older adults. We are pleased to contribute to this consultation and offer detailed comments below. 
	Thank you for your comment. The Quality Standards Advisory Committee (QSAC) discussed older people as a substantial part of the surgical population. Identifying frailty through frailty scoring such as the implementation of a Comprehensive Geriatric Assessment in the clinical assessment is mentioned in the equality and diversity considerations for quality statement 2. Perioperative medicine for older people undergoing surgery is mentioned in quality statement 5 as part of interventions and services that are available locally to support lifestyle changes or the management of comorbidities. 

	3
	Centre for Perioperative Care
	General
	The concept of Shared Decision Making (SDM) is still largely unexpected by patients and many staff. Therefore, it would be clearer to explain SDM using the BRAN framework (Benefits, Risks, Alternatives and No treatment). This will allow managers and administrative staff to assist with implementation. We have resources for implementation at: https://www.cpoc.org.uk/guidelines-and-resources/guidelines-resources/resources/shared-decision-making-clinicians
	Thank you for your comment. The QSAC discussed using the Benefits Risks Alternatives Nothing (BRAN) framework for Shared Decision Making (SDM). Whilst the BRAN framework was recognised as good practice, it was noted that it can be used inconsistently and alternative frameworks may be applied in practice. Consideration of using frameworks for SDM, including BRAN has been added to the audience descriptors for healthcare professionals in quality statement 4. 

	4
	NHS England
	General
	Will the standards be KPIs?
Will the data collected be added to the patients records for any future surgical procedures that may or may not take place in another Hospital?
	Thank you for your comment. Data collection for the quality measures should be from routinely locally recorded information by healthcare professionals and provider organisations, for example from electronic patient records. Services will be responsible for addressing any gaps in data collection at a local level. 

	5
	NIHR Bristol Biomedical Research Centre
	General
	Reference to NICE guideline NG197 would be helpful, particularly in statement 4
	Thank you for your comment. Following your comment, further additions relevant to NICE’s guideline on shared decision making (NG197) have been made to quality statement 4.

	6
	Royal College of Nursing
	General
	Thank you for the opportunity to respond to this standard.
We do not have any comments to add at this stage.
	Thank you for your comment.

	7
	Yorkshire Cancer Research
	General
	In response to the initial stakeholder engagement, Yorkshire Cancer Research argued that the prehabilitation or preoperative element of ‘Enhanced recovery programmes’ should be long enough for clinically significant improvement and where possible offered from the point of diagnosis.  
The draft Quality Statements do not fully reflect this key area of quality improvement. None of the draft Quality Statements are focussed on expanding access to prehabilitation before surgery. 

There is a growing body of evidence that shows exercise-based cancer prehabilitation and rehabilitation can improve cancer survival outcomes and reduce cancer recurrence. This is supported by evidence from Yorkshire Cancer Research’s Active Together programme. A service evaluation of the first two years of operating demonstrates that Active Together Sheffield is associated with an overall 10% improvement in survival for people with bowel, lung and upper gastrointestinal cancers.1 Exercise based prehabilitation and rehabilitation can also improve physical, psychological and treatment related health outcomes for people with cancer.2 

Yorkshire Cancer Research is helping to further develop the evidence base for exercise-based cancer prehabilitation and rehabilitation. A new service evaluation of the Active Together programme is in development. The Charity also funds the NEOREHAB trial, which will evaluate if a physical activity programme can increase the number of non-small cell lung cancer patients who are able to undergo surgery following chemo-immunotherapy. 

As a result, NICE should establish a separate clinical guideline for exercise prehabilitation and rehabilitation for all cancer patients, which includes guidance on the type, intensity and timing of exercise across treatment phases. 
	Thank you for your comment. Prehabilitation was discussed as a key area of quality improvement at the first QSAC meeting as part of perioperative programs. However, perioperative programs were not prioritised as a key area by the QSAC. Prehabilitation has been incorporated into quality statement 5 and is mentioned as part of interventions and services that are available locally to support lifestyle changes or the management of comorbidities which may reduce the risks association with surgery.

NICE has established a centralised approach to prioritising topics to ensure we produce guidance that's relevant, timely, accessible, and has demonstrable impact.  Please follow the link to the NICE website section on Prioritising our guidance topics | NICE and submit your suggestion for separate guidelines for exercise prehabilitation and rehabilitation for cancer patients.

	Question 1, Does this draft quality standard accurately reflect the key areas for quality improvement?

	8
	BAME Health Collaborative
	Question 1
	Although the draft standard appears to capture the critical, high-impact areas for quality improvement in adult perioperative care. The focus should be on continuity, shared decision-making, optimisation, safety checklists, and multimodal pain management, which aligns with the evidence base for reducing variation, improving outcomes, and enhancing patient experience. A key area to consider is the post-discharge period, including clear pathways for recognising and managing complications after leaving the hospital, a known high-risk period.
	Thank you for your comment. The post-discharge period has not been progressed as it sits outside of the scope of this quality standard. The quality standard covers the perioperative period which starts when the adult is booked for surgery and ends when they are discharged from care after surgery.

	9
	British Geriatrics Society
	Question 1
	The BGS agrees that the draft quality standard identifies important areas for improvement in perioperative care. We welcome the focus on clinical assessment, risk stratification, shared decision making, and optimisation of modifiable risk factors. 
However, the standard would be strengthened by more explicit recognition of the needs of older adults, who make up a large proportion of the surgical population and experience higher perioperative risk. Frailty, multimorbidity, cognitive impairment, and functional dependency are major determinants of outcomes but are not consistently embedded across all statements. We particularly support the inclusion of Perioperative care for Older People undergoing Surgery (POPS) services (Statement 5) and recommend that frailty identification and access to Comprehensive Geriatric Assessment (CGA) are more clearly referenced throughout.
	Thank you for your comment. This has been noted by the QSAC. 


	10
	Centre for Perioperative Care
	Question 1
	Some aspects of the draft quality standard are excellent. NICE’s work should be used to highlight the importance of early screening, optimisation, and real Shared Decision Making. These should be made mainstream. 
	Thank you for your comment.

	11
	College of Operating Department Practitioners
	Question 1
	The draft quality standard does accurately reflect the key areas for quality improvement.
	Thank you for your comment. 

	12
	Faculty of Pain Medicine of the Royal College of Anaesthetists
	Question 1
	Yes, we are pleased to see the inclusion of chronic pain. As well as prehab / surgery school it would be worth mentioning that patients with complex pain issues / on high dose opioids preoperatively would benefit from being seen in outpatient pain / opioid optimisation clinic. 
	Thank you for your comment. Following your comment, additions have been made to the audience descriptors in quality statement 5, where healthcare professionals are now advised to refer adults to specialist services where appropriate.

Referral is also captured in the audience descriptors for quality statement 2 where healthcare professionals are advised to plan for the effective management of any conditions identified during the clinical assessment, including referral. 

	13
	NHS England
	Question 1
	“Communicate findings in an understandable way and provide information on the availability and suitability of surgical and non-surgical options based on the findings. Ensure the adult having surgery has understood the information, and encourage them to be actively involved in discussions, to reach a shared decision about the right treatment option for them.”
From a patient’s perspective, I would like to see a requirement for written information to be given to patients to take away and consider. Patients do not always understand or retain medical information especially when risk is discussed, it gives time for consideration. This should not be replaced with a direction towards online information. Many elderly, visually disabled or those reduced mental abilities will not be able to access online information.
For the purposes of a recipient of a kidney transplant, it seems it does.
	Thank you for your comment. The QSAC discussed written information and additions have been made to quality statement 1 to highlight the need for supplying written information when online resources are not readily accessible. It is also highlighted in the diversity, equality and language section of the quality standard that information should be provided as set out in NHS England's Accessible Information Standard, or the equivalent standards for the devolved nations for adults with additional needs related to a disability, impairment or sensory loss. 

	14
	NIHR Bristol Biomedical Research Centre
	Question 1
	The scope of the quality standard references postoperative care, however, a corresponding quality statements do not have a specific focus on the post-surgery time period.

Researchers at the NIHR Bristol Biomedical Research Centre led by Maria Pufulete (NIHR209618) have identified that patients feel “alone” and “abandoned” after going home from surgery. While in-hospital outcomes of many surgeries are excellent, complications at home and re-admission to hospital is common (e.g. 1 in 6 patients having coronary artery bypass grafts are readmitted within a year). Aftercare is variable and disjointed. We propose that appropriate measures are considered as distinct postoperative quality standard. For example, that all patients have an aftercare plan including information and support with consequences of surgery once at home. 
	Thank you for your comment. The QSAC discussed postoperative care as an area for an additional quality statement, however this area was not progressed as other areas were prioritised for inclusion in the quality standard.  

	15
	UK Faculty of Public
	Question 1
	The quality standards are comprehensive and well thought through. The sections on equality and diversity are also important for enhancing person centred care. What may be important that is missing from the current QS guidance is a section on assessing the access, experience and/or outcomes of the whole population of patients eligible for perioperative care from a particular provider trust or catchment area over a defined period of time – so that the healthcare inequalities associated with perioperative care and prehabilitation at population level can be assessed by a service.  
For instance, the quality standards mentioned here could be analysed not just by measuring what proportion of patients receive the individual elements, but whether there were healthcare inequalities in access or experience or outcomes associated with those quality standards by age, gender ethnicity or deprivation. 
It is our view that this would significantly help local communities towards achieving better equity of healthcare across a potentially wide range of interventional procedures where we know pro-active perioperative care can make such a positive difference. 
	Thank you for your comment. This issue is outside the scope of what can be addressed during the development of the quality standard. However, the quality standard can be adapted locally to reflect specific needs. The data collected through the quality measures could be used in future research to further explore health inequalities.

	Question 2, Can data for the proposed quality measures be collected locally? Please include in your answer any data sources that can be used or reasons why data cannot be collected.

	16
	BAME Health Collaborative
	Question 2
	The guidance should aim for outcome and experience measures (e.g., shared decision-making records, pain scores). These are more challenging.
Shared decision-making (SDM): Not routinely recorded in a codified format. Data collection would require specific audit tools, patient surveys, or natural language processing of clinic letters, which is not standard. Patient-reported outcome measures (PROMs) and experience measures (PREMs): For specific procedures (e.g., joint replacements), national programmes exist. A broader collection is resource-intensive and not universal.
Pain scores: Often recorded on observation charts but not easily aggregated for population-level measurement.
	Thank you for your comment. Following your comment, the QSAC explored ways for the quality standard to better reflect patients’ values and preferences and align with established models of shared decision making. The QSAC considered a range of measures, including Patient Reported Experience Measures (PREMs), Patient Reported Outcome measures (PROMs) and the Shared Decision Making Questionnaire (SDM-Q-9). However, the QSAC concluded that the use of these measures in practice is variable, with differences between emergency and elective settings, and that they are inherently subjective. Overall, the QSAC agreed not to include these measures in the quality standard. .

	17
	British Geriatrics Society
	Question 2
	In principle, yes. Most measures rely on documentation that should already exist within electronic patient records, preoperative assessment systems, and theatre management systems, so local collection is feasible. However, several gaps remain:
· Frailty screening is not consistently recorded; we recommend adding a specific quality measure for frailty assessment in older adults (>65), as suggested in row 12.
· Cognitive impairment and dementia are not always documented in structured fields.
· Shared decision‑making documentation varies widely and is often narrative.
· Dental practices may have variable digital infrastructure.
Standardised fields for frailty (e.g. Clinical Frailty Scale), cognitive screening, and shared decision‑making documentation would improve data quality and comparability. 
	Thank you for your comment. This has been noted by the QSAC. 

	18
	Centre for Perioperative Care
	Question 2
	At present, data for the proposed quality measures is not easy to collect.
· It is likely that these standards will result in the collection of an additional data point for each patient. There is precedent in the VTE Venous Thrombo-Embolism form https://www.rightdecisions.scot.nhs.uk/media/1714/rat-version-9-11-4-16-final.pdf. However, the problem with the VTE form for surgical patients is that 80% of operations are planned, but the data is typically collected immediately before surgery by the surgical team. This timing is inefficient and can add distress for patients on the morning of their operation. A more effective approach would be to assign responsibility for data collection to other staff members and to gather this information at an earlier, more appropriate stage in the patient pathway. 
· There may need to be different data collection points for emergency patients and for elective (planned) surgery.   
· The standards state that the ‘Electronic Patient Record’ will be able to collect results but this needs caution. Many places either don’t yet have EPRs or are only just transitioning to them. Implementing these systems is rarely straightforward – one trust (Nottingham University Hospitals NHS Trust) had to declare a major incident when its new EPR system was installed. Additionally, although EPRs sound easy, they introduce several drop-down boxes that take time to complete. This contributes to the administrative burden on staff, with many doctors spending around 44% of their time on administration. 
· It would be better if this data could be collected in a different way – ideally not dependent on the clinicians performing the surgery or anaesthetic that day. Potentially other staff groups, such as pre-assessment nurses, could collect this data earlier in the surgical pathway.
	Thank you for your comment. This has been noted by the QSAC. 

The QSAC discussed differences between emergency and elective surgery and concluded that the quality statements and corresponding quality measures could and should be applied to both settings.

Electronic Patient Records (EPRs) are an example data source measuring the quality statements. Measures can be adapted and used flexibly by localities depending on local needs such as collecting data using paper patient records in place of EPRs. Services are encouraged to work together to agree local approaches to data collection, such as involving preassessment nurses where appropriate.



	19
	College of Operating Department Practitioners
	Question 2
	Yes
	Thank you for your comment. This has been noted by the QSAC. 

	20
	Faculty of Pain Medicine of the Royal College of Anaesthetists
	Question 2
	Yes.
It would be easier and there would be less likelihood of missing patients if EPR used.  

	Thank you for your comment. This has been noted by the QSAC.

	21
	NHS England
	Question 2
	For the purposes of a recipient of a kidney transplant, this can be gathered from any components of the patient records, such as paper notes, electronic records, databases
	Thank you for your comment. This has been noted by the QSAC.

	22
	UK Faculty of Public
	Question 2
	Our experience from Trust-based colleagues is that this should be fairly straightforward. All trust patients can easily have national deprivation quintile flags applied based on their home addresses.   

	Thank you for your comment. This has been noted by the QSAC.

	Question 3, Do you think each of the statements in this draft quality standard would be achievable by local services given the net resources needed to deliver them? Please describe any resource requirements that you think would be necessary for any statement. Please describe any potential cost savings or opportunities for disinvestment.

	23
	BAME Health Collaborative
	Question 3
	The statements are aspirational but could be achievable with dedicated resources and prioritisation, especially with
·  Infrastructure & IT: Investment in integrated EPR systems to enable data collection and smooth information flow across primary, secondary, and community care.
· Staffing & Training: Significant investment in training for SDM, communication skills, and perioperative medicine principles. Additional administrative and coordinator roles may be needed to manage pathways and serve as consistent points of contact.
· Clinical Time: Comprehensive pre-assessment, SDM, and post-discharge follow-up require protected clinical time, impacting clinic capacity.
	Thank you for your comment. These resource implications were considered by the QSAC when prioritising the final quality statements.

	24
	British Geriatrics Society
	Question 3
	The principles are achievable, but several statements require additional investment to ensure consistent delivery:
· Statement 1 (Point of contact): Providing a reliable perioperative point of contact requires dedicated perioperative coordination roles. Older adults with frailty or cognitive impairment particularly benefit from continuity, but many hospitals lack sufficient perioperative nurse specialists or POPS teams.
· Statement 2 (Clinical assessment): We support the statement but recommend explicit inclusion of frailty screening and onward referral for CGA where frailty is identified. This requires geriatrician input, specialist nurses, and multidisciplinary teams. Dementia should be explicitly referenced as a condition affecting communication and assessment. Where adults lack capacity, involvement of family or advocates (including Independent Mental Capacity Advocates) should be recognised.
· Statement 3 (Risk assessment): Tools exist, but staff training and digital integration are needed. Clinical judgement must complement risk tools, particularly for older adults whose risks may be underestimated.
· Statement 4 (Shared decision making): Time and training are required to support meaningful conversations, especially for adults with cognitive impairment or low health literacy. Patient‑reported experience of shared decision making (PREMs) is not routinely captured and should be considered.
· Statement 5 (Modifiable risk factors): We welcome the explicit inclusion of POPS. Prehabilitation and lifestyle‑support services are not universally available; expansion would require investment but may reduce complications and length of stay.
· Statement 6 (WHO checklist): Achievable, but variation persists across specialties and settings.
Potential cost savings:
Improved frailty identification, CGA, and prehabilitation are associated with reduced postoperative complications, shorter length of stay, fewer readmissions, and improved patient experience.
	Thank you for your comment. These resource implications were considered by the QSAC when prioritising the final quality statements.

	25
	Centre for Perioperative Care
	Question 3
	There should be cost savings from:
· Statement 2: Assessment can reduce the costs of late cancellations, complications, and lengthy hospital stays, but only if it is conducted early (see our comments further down regarding this statement). 
· Statement 3: Risk assessments will mean that some patients decide not to go ahead with surgery following discussions with staff, for example if surgery poses a higher risk and/or has a low expected benefit. 
· Statement 4: With an increasingly elderly and multiply co-morbid population, more patients may decline surgery following a discussion of the Benefits, Risks, Alternatives, and option of No treatment (BRAN). 
· Statement 5: Supporting patients to address modifiable risk factors will lead to fewer complications, ICU admissions, re-operations and complaints, saving costs. For example, POPS in particular, has been shown to decrease healthcare costs by £1,165 per patient overall, even after accounting for implementation costs. https://kclpure.kcl.ac.uk/portal/en/publications/preoperative-comprehensive-geriatric-assessment-and-optimisation- Additionally, more people will be able to have surgery as a day case which is cheaper than paying for overnight ward care. 
Statement 6 is unlikely to have any cost benefit.
	Thank you for your comment. This has been noted by the QSAC.

	26
	College of Operating Department Practitioners
	Question 3
	Yes
	Thank you for your comment. This has been noted by the QSAC.

	27
	Faculty of Pain Medicine of the Royal College of Anaesthetists
	Question 3
	Deliverable if resources are in place. There would need to be BI support for data collection. Additional resources would be needed for services such as prehabilitation / surgery school and perioperative medicine for older people undergoing surgery (POPPS).  Having a named contact for the perioperative period may increase the teams’ workload. 
Patients that are prepared better for surgery potentially have a reduced level of complications and a faster recovery, thus potentially saving bed days as inpatients. 
	Thank you for your comment. These resource implications were considered by the QSAC when prioritising the final quality statements.

	28
	NHS England
	Question 3
	For the purposes of a recipient of a kidney transplant, it seems possible to deliver the statements, although the data collection for audit might take time, depending on how busy the transplant services are
	Thank you for your comment. This has been noted by the QSAC.

	29
	UK Faculty of Public
	Question 3
	No comment 
	Thank you for your comment. 

	Question 4, Do you have any comments on the equality and health inequalities assessment (EHIA) and the equality and diversity considerations section for each quality statement? Please include any issues that have been missed and how they can be addressed by healthcare services and practitioners.

	30
	BAME Health Collaborative
	Question 4
	From a BHC perspective, we felt that there are potential missed issues:
1. Health Literacy & Digital Exclusion: SDM tools and pre-operative information are increasingly digital. Services must provide accessible, easy-read, and translated materials and offer alternative support (face-to-face or telephone).
2. Carers & Dependents: The assessment should consider adults with caring responsibilities who may need support to attend appointments or recover post-op.
3. Socioeconomic Deprivation & Transport: Access to pre-assessment clinics and follow-up can be hindered by cost and availability of transport. Services should consider community-based assessments or travel support.
4. Cognitive Impairment & Dementia: The pathway, communication, and decision-making support must be adapted for this vulnerable group, which is at high risk of poor perioperative outcomes.
	Thank you for your comment. Following QSAC discussions on health literacy and digital exclusion, additions have been made to quality statement 1 to emphasise the importance of providing written information where online resources are not readily accessible. The diversity, equality and language section of the quality standard also highlights that information should be provided as set out in NHS England's Accessible Information Standard, or the equivalent standards for the devolved nations for adults with additional needs related to a disability, impairment or sensory loss.

Further, quality statement 1 highlights that points of contact within the perioperative care team should make provisions to meet the information and support needs of non-English speakers, adults with communication or cognitive difficulties, adults with disabilities, impairment, or sensory loss and adults with low levels of literacy or numeracy.

In addition, a definition of ‘shared decision making’ has been added to quality statement 4 to clarify that, in emergency settings or where the adult having surgery is unable to participate fully in discussions, this process may involve a family member, carer or advocate.

Adults with caring responsibilities, and the cost and availability of transport have been incorporated into the Equality and Health Inequalities Assessment.

	31
	British Geriatrics Society
	Question 4
	We welcome the inclusion of deprivation, disability, language barriers, and sensory impairment. Additional considerations include:
· Cognitive impairment and dementia should be explicitly referenced across all statements, Statement 2.
· Frailty should be recognised as a key inequality factor given its strong association with adverse outcomes.
· Carers, family members, and advocates should be acknowledged as essential partners in communication and decision making, particularly where capacity is impaired.
· Older adults in care homes face specific barriers to optimisation and should be explicitly recognised.
· Digital exclusion may limit access to information or remote preoperative services.
	Thank you for your comment. 

Quality statement 1 specifies that the point of contact in the perioperative care team should make appropriate provisions to meet the information and support needs of non-English speakers, adults with communication or cognitive difficulties, adults with disabilities, impairment, or sensory loss and adults with low levels of literacy or numeracy. To address equality and health inequalities related to health literacy and digital exclusion, the quality statement has been updated to emphasise that this may include providing written information where online resources are not readily accessible. The diversity, equality and language section of the quality standard also highlights that information should be provided as set out in NHS England's Accessible Information Standard, or the equivalent standards for the devolved nations for adults with additional needs related to a disability, impairment or sensory loss. To avoid duplication, this level of detail is not found across all quality statements.

The order of quality statements 2 and 3 was reversed with clinical assessment now quality statement 3. Frailty, and dementia are identified within the quality statement as conditions that may affect overall health and should be considered as part of the clinical assessment. The equality and diversity considerations also note that older adults are more likely to experience frailty, which can be identified through frailty scoring, such as the implementation of a Comprehensive Geriatric Assessment in the clinical assessment.

In addition, a definition of ‘shared decision making’ has been added to quality statement 4 to clarify that, in emergency settings or where the adult having surgery is unable to participate fully in discussions, this process may involve a family member, carer or advocate.

Older adults in care homes have been incorporated into the Equality and Health Inequalities Assessment.

	32
	Centre for Perioperative Care
	Question 4
	E&D issues: 
On the accompanying document about Equality and Diversity https://www.nice.org.uk/guidance/gid-qs10094/documents/equality-and-health-inequalities-2 there is interesting information, but none of this is stated in the draft guideline. As such, it feels like an add-on justification. The NICE statement could be improved by putting the interesting work about elderly patients and frailty into the standards themselves. For example, “this is particularly important for older people or those living with frailty”.

As stated in the section below, but repeated here: 
The equality and diversity considerations sentence is currently worded as if people are being denied surgery. Smoking prevalence is correlated with socioeconomic inequality, with evidence showing a four-fold higher rate of smoking in the most deprived areas compared to the least deprived. Individuals living in greater deprivation often face multiple barriers, such as reduced financial resources, limited access to services, and lower efficacy to make lifestyle changes, making quitting more challenging. Therefore, it is important that the statement does not imply that people who smoke are being denied surgery. Instead, the focus should be on providing support to reduce the higher risk of surgical complications associated with surgery. The statement could be changed FROM “Adults who smoke can wait longer for surgery, and in some circumstances must stop smoking before they can access surgery.” TO: “Adults who smoke have considerably increased complications and are several times more likely to be living in areas of greater social deprivation; they may need clearer support and practicalities, such as behavioural support from trained specialists, prescriptions for NRT (nicotine replacement therapy) or nicotine-receptor partial agonists.” 
	Thank you for your comment. The Equality and Health Inequalities Assessment considers equality and health inequality issues throughout the development of the quality standard and helps identify where action may be needed to promote equality and reduce health inequalities. Where actions were identified to improve the perioperative care in adults, these have been incorporated into the quality standard. 

The equality and diversity considerations for quality statement 5 have been updated to better reflect the barriers experienced by adults living in areas of higher deprivation, which may delay smoking cessation and subsequently lead to longer waiting times for surgery.

	33
	College of Operating Department Practitioners
	Question 4
	None
	Thank you for your comment. 

	34
	Faculty of Pain Medicine of the Royal College of Anaesthetists
	Question 4
	We feel they have been identified.  It is hard to know how to address them further without significant government investment in deprived areas targeting health inequalities.
	Thank you for your comment. This has been noted by the QSAC.

	35
	NHS England
	Question 4
	No comments
	Thank you for your comment.

	36
	Royal College of Speech and Language Therapists
	Question 4
	The RCSLT welcomes consideration in the EHIA of the fact that adults with learning disabilities, cognitive impairment or dementia may have varying information and communication needs. However, it is also important to consider that some individuals will have specific communication needs, communication difficulty or communication difference, in the absence of a learning disability or cognitive impairment. 
Communication is critical for understanding and making decisions, weighing up risk and safety as part of shared decision making. Consideration must be given to communication difficulties to ensure people can understand and communicate effectively which underpins this whole Guideline. 
Adults with communication difficulties should be identified as a vulnerable patient group and added to the EHIA. 
	Thank you for your comment. Adults with communication needs has been added to the Equality and Health Inequalities Assessment.

In addition, the quality standard highlights, within the equality, diversity and language section, the importance of providing information in a way that adults can easily read and understand, either independently or with support, to enable effective communication with healthcare services. This includes using formats that meet their needs and preferences, in line with NHS England’s Accessible Information Standard or equivalent standards in the devolved nations.

	37
	Royal College of Speech and Language Therapists
	Question 4
	The information at the end of the Quality Standard on Diversity, equality and language is also welcome, emphasising the importance of providing people with information they can read and understand themselves, with reference to the Accessible Information Standard. However, due to the importance of this issue in relation to statements 4 and 5, these considerations should also be included as specific equality and diversity considerations for those statements. NG180 Perioperative care in adults makes specific reference to communicating with people with learning disability but there is no specific mention in these statements.  

	Thank you for your comment. The diversity, equality and language section of the quality standard outlines requirements for accessible information and includes a reference to NHS England’s Accessible Information Standard. To avoid duplication, this level of detail is not found within individual quality statements. However, greater emphasis has been placed on the clear and accessible communication of information for adults undergoing surgery. This is reflected in the audience descriptors for healthcare professionals in quality statement 4 and the addition of a definition of information and support in quality statement 5.

	38
	UK Faculty of Public
	Question 4
	This relates to our response to Q1. The EHIA clearly summarises many of the health inequalities issues associated with this topic and provides advice to the providers and designers of these healthcare services. We applaud the E and D focus to ensure personal potentially disadvantageous characteristics are carefully considered in individual patient care. But we feel NICE should extend this quality standard to health inequalities considerations across the whole patient cohort in the way we have described in our response to Q1 so that an equity assessment can be produced that describes the experience of all patients in protected characteristic or deprivation groups.    

	Thank you for your comment. While the number of quality measures has been kept to a minimum to reduce data burden, the data collected can support further exploration of health inequalities.
The QSAC includes standing lay members and a topic specific lay member with experience of perioperative care, who contribute to the development of the quality standard, including consideration of the equality and health inequality issues from a patient perspective.  

	39
	Yorkshire Cancer Research
	Question 4
	The equality and health inequalities assessment describes that no geographical area variation in service provision was identified at this stage of the development of the Draft quality standard. However, section 4.1 of the briefing paper cites findings from the Yorkshire Cancer Research Bowel Cancer Improvement Programme (YCR BCIP), which finds significant variation between NHS Trusts in the provision of perioperative care in elective colorectal cancer surgery within Yorkshire and the Humber.3 This includes variation in the completion of functional assessments and cardiopulmonary testing, along with the involvement of an Enhanced Recovery After Surgery (ERAS) nurse was present at postoperative destination. 
The geographical variation highlighted by the Bowel Cancer Improvement Programme should be acknowledged in the equality and health inequalities assessment. 
	Thank you for your comment. Variation in service provision across geographical areas was one of the key issues considered by the QSAC when prioritising the quality statements, and the current quality statements aim to reduce this variation. Geographical area variation has also been included in the Equality and Health Inequalities Assessment.

	Question 5, The scope of the current quality standard includes general dental practices. Do you think that the inclusion of general dental practices in the quality standard is appropriate, or should general dental practices be excluded from the scope?

	40
	BAME Health Collaborative
	Question 5
	No comments 
	Thank you for your comment.

	41
	British Geriatrics Society
	Question 5
	We support inclusion where dental practices undertake procedures requiring perioperative assessment, sedation, or anaesthesia. For routine dental care, the perioperative framework is not applicable. Clearer definition of scope would avoid unnecessary burden on practices delivering low‑risk procedures.
	Thank you for your comment which the QSAC has noted. In response, the scope has been amended to clarify that dental surgery is included within the quality standard only when procedures are performed in secondary and tertiary healthcare settings.

	42
	Centre for Perioperative Care
	Question 5
	No comments regarding dental.
	Thank you for your comment.

	43
	College of Operating Department Practitioners
	Question 5
	Excluded from the scope.
	Thank you for your comment. This has been noted by the QSAC and dental surgery is included within the quality standard only when procedures are performed in secondary and tertiary healthcare settings.

	44
	Faculty of Pain Medicine of the Royal College of Anaesthetists
	Question 5
	Unless these patients are then undergoing surgery in a hospital setting we would say they should be excluded. Include patients having dental procedures within the hospitals setting only. 
	Thank you for your comment which the QSAC has noted. In response, the scope has been amended to clarify that dental surgery is included within the quality standard only when procedures are performed in secondary and tertiary healthcare settings.

	45
	NHS England
	Question 5
	No concerns about dental practices
	Thank you for your comment. This has been noted by the QSAC

	46
	UK Faculty of Public
	Question 5
	We would agree the more invasive operative procedures in dental care should be included as a healthcare intervention but the economic exclusion of some poorer patients from NHS or private dental care due to cost would make it difficult to draw conclusions about coverage and public health reach for dental services and whether they provided equitable care for a population. 

	Thank you for your comment which the QSAC has noted. In response, the scope has been amended to clarify that dental surgery is included within the quality standard only when procedures are performed in secondary and tertiary healthcare settings.

	Question 6, For draft quality statement 1: Are there set contact points throughout the perioperative period where it is measured whether the adult having surgery has access to a point of contact in the perioperative care team?

	47
	BAME Health Collaborative
	Question 6
	Measuring it would require defining "contact points" and auditing patient communications (letters, leaflets) for clarity, or surveying patients on their perceived access. A designated role (e.g., Perioperative Care Coordinator) is often the successful model but is not universal.
	Thank you for your comment. In response, the QSAC agreed that quality statement 1 should remain unchanged, given the lack of defined contact points throughout the perioperative period.

	48
	British Geriatrics Society
	Question 6
	There is no nationally standardised set of contact points. In practice, contact may occur at:
· referral for surgery
· preoperative assessment
· prehabilitation or optimisation appointments
· admission
· postoperative follow‑up
These are not consistently measured. Older adults, particularly those with frailty or cognitive impairment, would benefit from a clearly defined perioperative coordinator role with documented contact points. National minimum expectations would support consistency.
	Thank you for your comment. In response, the QSAC agreed that quality statement 1 should remain unchanged, given the lack of nationally standardised contact points throughout the perioperative period.

	49
	Centre for Perioperative Care
	Question 6
	No, the single point of contact is likely to be the booking clerk or the surgeon’s secretary. 
	Thank you for your comment. This has been noted by the QSAC.

	50
	College of Operating Department Practitioners
	Question 6
	No
	Thank you for your comment. This has been noted by the QSAC.

	51
	Faculty of Pain Medicine of the Royal College of Anaesthetists
	Question 6
	Surgical clinic at point of listing and the preoperative assessment process appropriate to the patient in question ie this could be nurse lead right up to face to face anaesthetic assessment and referral onto other specialist services.  
	Thank you for your comment. In response, the QSAC agreed that quality statement 1 should remain unchanged, given the variation in contact points throughout the perioperative period.

	52
	NHS England
	Question 6
	For the purposes of a recipient of a kidney transplant, this would be easy to identify as it will be the transplant specialist nurse 
	Thank you for your comment. This has been noted by the QSAC.

	53
	UK Faculty of Public
	Question 6
	No comments 
	Thank you for your comment. 

	Question 7, For draft quality statement 4: Is shared decision making routinely recorded and measured in current practice?

	54
	BAME Health Collaborative
	Question 7
	No comments
	Thank you for your comment.

	55
	British Geriatrics Society
	Question 7
	Shared decision making is not routinely or consistently recorded. Documentation varies between narrative clinic letters, consent forms, and electronic notes. There is no standardised national metric, and patient‑reported experience of shared decision making is rarely captured.
We recommend:
· structured documentation templates
· inclusion of PROMs/PREMs to capture patient experience
explicit recognition of the need for supported decision making for adults with cognitive impairment.
	Thank you for your comment. This has been noted by the QSAC. 

Following your comment, the audience descriptors for quality statement 4 have been updated to encourage healthcare professionals to use structured shared decision making approaches, such as the Benefits Risks Alternative Nothing (BRAN) framework.

A definition of shared decision making has been added to quality statement 4, which emphasises the importance of supported shared decision making through the involvement of a family member, carer or advocate when surgery takes place in an emergency setting or when the adult having surgery is unable to engage in a collaborative process. The diversity, equity and language section of the quality standard also highlights the importance of providing information in a format that the adult can easily read and understand, either independently or with support, to enable effective communication with healthcare services.

The QSAC considered a range of measures to capture patient experience, including Patient Reported Experience Measures (PREMs), Patient Reported Outcome measures (PROMs) and the Shared Decision Making Questionnaire (SDM-Q-9). However, the QSAC concluded that the use of these measures in practice is variable, with differences between emergency and elective settings, and that they are inherently subjective. Overall, the QSAC agreed that the quality measures for quality statement 4 were appropriate as currently written.

	56
	Centre for Perioperative Care
	Question 7
	At present, shared decision making is sometimes documented by the surgeon in the consultation note or letter. However, the clinical assessment takes place after this and may identify a higher risk profile. Shared decision making is only documented again if the nurse conducting the pre-assessment alerts a doctor to review the patient, and the doctors then records the subsequent consultation. 
Some anaesthetists record their discussion with the patient on the morning of surgery, but these discussions usually focus only on the risks of surgery, rather than the alternatives or benefits of no treatment. Therefore, this information needs to be collected in a different way. 
	Thank you for your comment. This has been noted by the QSAC.

	57
	College of Operating Department Practitioners
	Question 7
	Yes
	Thank you for your comment. This has been noted by the QSAC.

	58
	Faculty of Pain Medicine of the Royal College of Anaesthetists
	Question 7
	Surgical decisions should be documented in discussion with the patient to reduce “surgical regret”. 

	Thank you for your comment. The QSAC discussed documenting surgical decisions and the importance of reducing surgical regret. They agreed that this would be addressed by using structured shared decision making approaches, such as the BRAN framework, which has now been added to the audience descriptors for healthcare professionals in quality statement 4. 

	59
	NHS England
	Question 7
	For the purposes of a recipient of a kidney transplant, this is usually recorded in workup notes (including annual review clinics)
	Thank you for your comment. This has been noted by the QSAC.

	60
	NIHR Bristol Biomedical Research Centre
	Question 7
	Researchers at the NIHR Bristol Biomedical Research Centre have demonstrated the feasibility and acceptability of routine, real-time measurement of shared decision making (SDM) from patients’ perspectives in a series of NIHR-funded research projects led by Angus McNair and Kerry Avery (NIHR205174, CS-2017-17-010). Routine perioperative SDM measurement was subsequently rolled out into three NHS Trusts (North Bristol NHS Trust, Bradford Teaching Hospitals NHS Foundation Trust, and University Hospitals Bristol NHS Trust) and is currently impacting >500 patients/month (~50,000 patients total) across eight surgical specialties. We addressed the following questions:

1. Is it feasible and acceptable to implement an automated, digital, real-time patient-reported SDM measurement system in the NHS? Results are published here https://humanfactors.jmir.org/2024/1/e46698/
2. How can measurement be inclusive of people from under-served groups and address cultural, language, and digital inclusivity? Results are currently under peer review, but non-peer reviewed pre-prints are available here https://www.researchsquare.com/article/rs-7525686/v1
3. What is the best measure of SDM to use in clinical practice? Systematic evaluation of the psychometric properties of SDM measures was completed included patient-, observer- and mixed-reported measures. We used rigorous COSMIN (COnsensus-based Standards for the selection of health Measurement INstruments) evaluation criteria including validity, reliability, responsiveness and interpretability. Results are under review at BMJ Evidence Based Medicine but we can share results in confidence on request. We lead an international initiative that aims to standardise the measurement of SDM and associated outcomes through the International Shared Decision Making Society (ISDM). Details are available here www.isdmsociety.org/flagship-projects-sdm-cos/ We are about to start an international Delphi process to achieve consensus on measurement instruments, and welcome contributions from NICE stakeholders. Initial results are expected in Summer 2026.
4. What is the scale of the problem with SDM? Who experiences low-quality SDM and how many patients can we help through real-time measurement? Analysis is currently ongoing. We are currently developing an NIHR funding application to evaluate the impact of real-time measurement of SDM on patient and health service outcomes.

In summary, routine measurement of SDM is feasible and acceptable and provides important insights about quality of care that may be used for research and quality improvement process. 
	Thank you for your comment. This has been noted by the QSAC.

	61
	UK Faculty of Public
	Question 7
	No comments
	Thank you for your comment.

	Question 8, For draft quality statement 6: Is there variation in the completion of the World Health Organization (WHO) surgical safety checklist for all surgical procedures in current practice?

	62
	BAME Health Collaborative
	Question 8
	The reality is that ‘variation’ is driven by:
Hierarchy and culture in the operating theatre.
Time pressure and perceived burden for minor/quick cases.
Lack of team engagement (agency staff, incomplete teams).
Audit fatigue without meaningful feedback.
Measurement is usually via periodic direct observation or case note audit
	Thank you for your comment. This has been noted by the QSAC, who, recognising variation in completion of the WHO Surgical Safety Checklist, agreed that it is a key resource for supporting safe surgical practice. As a result, the quality statement has been included in the quality standard.

	63
	British Geriatrics Society
	Question 8
	Yes. While completion rates are generally high, variation persists in:
· the quality and depth of checklist engagement
· consistency across specialties
· documentation of team brief and debrief
· dental and minor‑procedure settings
Older adults, who are at higher risk of perioperative complications, may be disproportionately affected by inconsistent checklist use. Continued audit and cultural reinforcement are essential.
	Thank you for your comment. This has been noted by the QSAC, who, recognising variation in completion of the WHO Surgical Safety Checklist, agreed that it is a key resource for supporting safe surgical practice. As a result, the quality statement has been included in the quality standard.

	64
	Centre for Perioperative Care
	Question 8
	The 3 items you have identified are the three most commonly collected. However, they are frequently cited by staff as examples of unnecessary ‘tick box’ requirements so it probably won’t add much to insist upon these three. Please consider the other aspects of NatSSIPs, that are currently poorly performed (please see below in quality statement 6). 
	Thank you for your comment. The QSAC considered whether to include further aspects of the WHO Surgical Safety Checklist (SSC) as well as National and Local Safety Standards for Invasive Procedures (NatSSIPs) and (LocSSIPs). However, recognising the current variation in checklist completion, the QSAC agreed that a balanced approach was needed, with mandatory competition of the WHO SSC being the key priority for patient safety. They considered the three components of the WHO SSC to be critical for reducing never events.

	65
	College of Operating Department Practitioners
	Question 8
	Many NHS Trusts have adapted the WHO Surgical Safety Checklist although the key information remains the same.
	Thank you for your comment. This has been noted by the QSAC.

	66
	Faculty of Pain Medicine of the Royal College of Anaesthetists
	Question 8
	Should be 100% for all surgical procedures. 

	Thank you for your comment. This has been noted by the QSAC.

	67
	NHS England
	Question 8
	For the purposes of a recipient of a kidney transplant, variation on the completion of WHO checklist would be unwanted 
	Thank you for your comment. This has been noted by the QSAC.

	68
	UK Faculty of Public
	Question 8
	No comments 
	Thank you for your comment.

	Question 9, What are the challenges to implementing the NICE guidance underpinning this quality standard? Please say why and for whom. Please include any suggestions that could help users overcome these challenges (for example, existing practical resources or national initiatives).

	69
	BAME Health Collaborative
	Question 9
	No comments 
	Thank you for your comment.

	70
	British Geriatrics Society
	Question 9
	Key challenges include:
· Workforce shortages, particularly in geriatric medicine, anaesthesia, and perioperative nursing
· Limited availability of POPS services, despite strong evidence of benefit
· Inconsistent frailty screening and lack of access to CGA
· Variation in digital systems, limiting standardised data collection
· Time pressures limiting shared decision‑making conversations
· Inequitable access to prehabilitation, especially for deprived populations and care home residents

Suggestions to support implementation:
· National rollout of frailty identification and CGA pathways
· Expansion of POPS services across all surgical centres
· Standardised digital templates for risk assessment and shared decision making
· Training for all perioperative staff in frailty, dementia, and communication
· Investment in community‑based prehabilitation
· National audit programmes to monitor progress
	Thank you for your comment. This has been noted by the QSAC and sent to the NICE implementation team to review.

	71
	Centre for Perioperative Care
	Question 9
	The standards as currently drafted risk leading to workarounds and generating frustration around perceived ‘tix box’ requirements. 
· They do not fully address several fundamental issues in the pathway. It would be more effective for the standards to specify that “the surgeon should have key data at the point of decision making”. This would not require all patients to be weighed and screened before seeing the surgeon. Instead, assessments could be completed after a discussion with the surgeon, with patients returning to the clinic room on the same or a different day. 
· The guidance recommends clinical assessment and preoperative optimisation. However, to ensure there is adequate time for optimisation to occur before surgery, the standard needs to explicitly require “early” assessment. Without this, we miss the opportunity to gather enough information for proper shared decision making, to improve patient’s health, and to undertake effective optimisation.
· There is currently no effective mechanism for feeding back issues identified at pre-assessment to the surgical or geriatric teams. The standard as written implies that any healthcare professional can undertake Shared Decision Making, but in practice this requires a senior decision maker with the appropriate expertise. 
Please use the following CPOC resources: 
· RE Checklists: https://cpoc.org.uk/guidelines-and-resources/guidelines/national-safety-standards-invasive-procedures-natssips
· RE Optimisation. Please ensure dissemination of these resources for all healthcare staff about how patients can improve their health and prepare for surgery: https://www.cpoc.org.uk/guidelines-and-resources/perioperative-optimisation-Top-seven-interventions 
	Thank you for your comment. This has been sent to the NICE implementation team to review.

The QSAC discussed the importance of early assessment and its relationship to effective optimisation of the adult before surgery, and shared decision making. While it was agreed that early clinical assessment may be beneficial for some adults having surgery, the QSAC noted that arrangements should vary according to individual needs. The QSAC recognised that early assessment of perioperative risk provides important information to inform decisions about the optimal timing and frequency of clinical assessment, and this consideration was added to quality statement 2. To reinforce this approach, the order of quality statements 2 and 3 was reversed so that assessment of perioperative risk precedes clinical assessment. This change emphasises that perioperative risk should guide decisions about signposting for early clinical assessment, support optimisation and readiness for surgery, and help determine whether surgery should proceed as planned.

The Centre for Perioperative Care (CPOC) guidance on perioperative optimisation: top seven intervention has been added to the definition of information and support for quality statement 5.  

Further, to strengthen feedback mechanisms, the audience descriptors in quality statements 2 to 4 have been updated to specify that commissioners ensure clear pathways exist for healthcare professionals to access senior decision-makers, with defined routes and escalation points for concerns.

The QSAC recognised that while some quality statements could be perceived as ‘tick‑box’, their consistent application in clinical practice is not always apparent, and improved implementation would likely lead to better perioperative care for all adults having surgery.

	72
	College of Operating Department Practitioners
	Question 9
	Possibly time e.g. Quality Statement 6. 
	Thank you for your comment. This has been sent to the NICE implementation team to review.

	73
	Faculty of Pain Medicine of the Royal College of Anaesthetists
	Question 9
	· Timely preoperative assessments – often done too tightly to instigate change in the perioperative period. 
· More funding for pre op assessment teams. 
· Online resources to aid patients’ prehab in their own environment – videos, apps, leaflets, tick tocks etc – exercise, diet, stopping smoking.  Would need to have a wide range of resources to cater for different age groups, languages etc. CPOC have resources to help with this. Things that people can do in their own homes that doesn’t require extra resources from hospital trusts. 
	Thank you for your comment. This has been noted by the QSAC and sent to the NICE implementation team to review.

	74
	NHS England
	Question 9
	No comments
	Thank you for your comment.

	75
	NIHR Bristol Biomedical Research Centre
	Question 9
	Our response is in reference to implementing NICE guidelines, and in particular, quality statement 4
We welcome and support NICE guidelines NG180/NG197 as they relate to high quality perioperative decision making. The NHS is financially and operationally committed to the delivery of high quality perioperative decision making. Shared decision making is enshrined in the NHS Constitution and Health and Social Care Act. There are professional (e.g. Royal College), regulatory (e.g. General Medical Council), and legal (e.g. Montgomery ruling) requirements for clinicians to deliver SDM. It is described as having intrinsic social value (e.g. NG197) with an ethical imperative. 
However, we believe the guidelines will be challenging to implement because they are mis-aligned with the priorities of clinicians, commissioners, policymakers, researcher funders. These problems are compounded by the unprecedented challenges defined by the recent 10 year plan. Commissioners, policymakers, and research funders have been directed to resolve these challenges urgently through radical transformation prioritising 3 key shifts (hospital to community, analogue to digital, sickness to prevention) and 4 operational priorities (reduce waiting times, improve urgent care, digital transformation, financial discipline). 
We perceive the following mis-alignments:
1. Clinicians recognise the importance of high quality decision making because of regulatory and legal obligations, but otherwise see little value for patient and health service outcomes. This is because research to understand the links between high quality decision making and patient/health service outcomes is lacking.
2. Commissioners and policymakers recognise the obligation to deliver high quality decision making but may not prioritise investment without clear link to the 10 year plan. For example, North Bristol NHS Trust will soon decommission monitoring perioperative decision making quality for this reason. 
3. Research funders will not commission research to improve decision making quality because understanding of the link to patient and health service outcomes is currently lacking, despite the health service obligation to deliver such care. 
We think NICE can support guideline implementation through the following:
1. Publish specific, mandatory quality standards. This document is a start, thank you.
2. Support development of evidence linking high quality decision making to outcomes important to stakeholders. Specifically:
a. Update NICE research recommendations to include this research gap. In our opinion, NG180 and NG197 research recommendations are outdated. 
Lobby NIHR for a themed call to address perioperative care research gaps, preferably with focus on definitive studies of the patient and health service benefits of high quality decision making. 
	Thank you for your comment. This has been noted by the QSAC and sent to the NICE implementation team to review.

NICE has established a centralised approach to prioritising topics to ensure we produce guidance that's relevant, timely, accessible, and has demonstrable impact.  Please follow the link to the NICE website section on Prioritising our guidance topics | NICE and submit your suggestion to update the research recommendations in NICE’s guidelines on perioperative care in adults (NG180) and shared decision making (NG197).

	76
	UK Faculty of Public
	Question 9
	Perioperative care and prehabilitation is of huge benefit to patients and is efficient and cost-effective. It should be monitored and made mandatory in its delivery by trusts and supported by primary care, public health and social care interventions upstream in local systems. As such it should be an ICB or integrated neighbourhood responsibility to coordinate, support and ensure these services are in place and work effectively. 
	Thank you for your comment. This has been noted by the QSAC and sent to the NICE implementation team to review.

	Statement 1
	

	77
	Centre for Perioperative Care
	Statement 1
	This statement is appropriate as written. It is good that it refers to an individual or a team as the point of contact.
	Thank you for your comment. This has been noted by the QSAC.

	78
	College of Operating Department Practitioners
	Statement 1
	One person undertaking the role of Point of Contact maybe difficult given it is across the entire perioperative journey. Would this person have the expertise in all aspects of the journey?
	Thank you for your comment. This has been noted by the QSAC. The audience descriptors for the perioperative care team in quality statement 1 explain that the point of contact may be a specific team member, or a team of people.

	79
	NHS England
	Statement 1
	For the purposes of a recipient of a kidney transplant, this surgery is considered an emergency surgery, and therefore, the point of contact becomes a bit more challenging; this is particularly true for those called for a deceased donation. For those patients donating/getting a live donor kidney transplant, there is scope and usefulness to have a point of contact (usually the clinical nurse specialist CNS for transplant) 
	Thank you for your comment. The QSAC discussed the challenges associated with providing a point of contact in emergency care. They felt that the quality statement could be applied to emergency and elective surgery, and that it was important for a point of contact to be provided in both settings. 

	80
	Royal College of Speech and Language Therapists
	Statement 1

	Section of the quality statement on what it means for different audiences including healthcare professionals: Whilst this section highlights provisions to meet information and support needs, it could specifically mention people with communication difficulties and cognitive difficulties.  This should be explicitly added to maximise and support better shared decision making. 
	Thank you for your comment. Following your comment, additions have been made to the audience descriptors for the perioperative care team in quality statement 1, and it now specifically mentions adults with communication or cognitive difficulties. In this section, it has also been added that opportunities for shared decision making should be maximised by the perioperative care team.  

	Statement 2
	

	81
	Centre for Perioperative Care
	Statement 2
	Quality Statement 2 should be clearly defined as “early assessment”. Most sites conduct a clinical assessment of some sort, but they often take place a short time before the operation date, meaning opportunities to identify patients risks and improve their health are often missed. For example, effective smoking cessation requires patients to have stopped smoking ideally for at least eight weeks before surgery. Additionally, weight reduction before elective surgery can take many months – often nine months or more. This makes early assessment vital to allow sufficient time to address patients’ health issues before surgery. https://www.hweclinicalguidance.nhs.uk/clinical-policies/fitness-for-surgery/ 
The skill mix and timings are critical. It would be more effective to adjust the statement FROM: “Commissioners ensure that they commission services in which adults having surgery have a clinical assessment before surgery”. TO: “Commissioners ensure that they commission services in which adults having surgery have an early clinical assessment before surgery. They should ensure pathways are in place for analysis of test results and availability of a senior decision maker.” 
To effectively measure this statement, the quality measure should define when early assessment should occur. We recommend that it takes place within two weeks of going on the waiting list.
The standard in its current draft risks creating another ‘tick box’. However, with these changes it could be used to drive best practice in early screening e.g. https://doi.org/10.12968/hmed.2024.0717 
	Thank you for your comment. The QSAC discussed the importance of early clinical assessment in some adults having surgery, noting that arrangements would vary according to the individual needs. The QSAC recognised that early assessment of perioperative risk provides valuable information to guide decisions about the optimal timing and frequency of clinical assessment, and this was added to quality statement 2. The order of quality statements 2 and 3 was reversed to position the assessment of perioperative risk before clinical assessment, to emphasise that perioperative risk should inform decisions about signposting for early clinical assessment to enable optimisation and readiness for surgery and help determine whether surgery should proceed as planned.

The QSAC also discussed the role of senior decision makers. Following this, the audience descriptors in quality statements 2-4 have been updated to state that commissioners ensure clear pathways exist for healthcare professionals to access senior decision-makers, with defined routes and escalation points for concerns.

	82
	College of Operating Department Practitioners
	Statement 2
	Include Allied Health Professionals to the list of the list of Healthcare Professionals who can carry out clinical assessment. Pre-operative assessment clinics and screening is well established. Can be undertaken by Advanced Clinical Practitioners from various backgrounds.
	Thank you for your comment. The QSAC discussed the role of Allied Health Professionals and they have been added to the list of healthcare professionals who can carry out the clinical assessment in quality statement 3. The order of quality statements 2 and 3 was reversed and clinical assessment is now quality statement 3.

	83
	NHS England
	Statement 2
	For the purposes of a recipient of a kidney transplant, the clinical assessment takes place at 2 different moments: during the workup clinics (including annual reviews) and when the patient is called to receive a transplant. There is scope that in transplantation, a kidney specialist (nephrologist) could take part in the assessment, as in some cases, so patients might require a physician opinion (most of the times the assessment is performed by the transplant surgical team)
	Thank you for your comment. The QSAC discussed multiple clinical assessments and agreed that decisions on the frequency of clinical assessment would be actioned in line with clinical judgement. The order of quality statements 2 and 3 was reversed and clinical assessment is now quality statement 3. Additional information about how the frequency of clinical assessment may be informed by the findings of the assessment of perioperative risk has been added to quality statement 3. 

	84
	Pharmacosmos UK Ltd
	Statement 2
	We believe there is place within this quality standard to include iron deficiency as well as anaemia. Iron deficiency has it’s own potential complications, even before a subsequent drop in haemoglobin when the patient becomes anaemic (Rossler J et al. BJA 2020;124(1):25-34). Therefore we suggest updating the present wording in the statement from:
“Adults having surgery may present with conditions that affect their overall health such as anaemia, diabetes, frailty, dementia, chronic pain, or malnutrition.”
To
“Adults having surgery may present with conditions that affect their overall health such as, iron deficiency, anaemia (iron deficiency anaemia or anaemia from other causes), diabetes, frailty, dementia, chronic pain, or malnutrition.”
We also believe reference should be made to the pillars of patient blood management as demonstrated in NG24 at the end of the rationale. Therefore we suggest adding the additional sentence of:
“As part of the clinical assessment, the pillars of patient blood management should be considered to optimise care and reduce blood use.”
We also believe that reference should be made to the additional likelihood that women of childbearing age are at higher chance of being iron deficient/ iron deficient anaemic and thus at a higher risk of potential complications in the “Equality and diversity considerations” section. (Jung J Ann N Y Acad Sci. 2019 Aug;1450(1):69-82, Milman N Am J Clin Nutr. 2017 Dec;106(Suppl 6):1655S-1662S)
We would therefore suggest the additional wording be added:
“Women of child bearing age have a higher frequency of iron deficiency/iron deficiency anaemia and consequent complications. Iron studies may be needed in addition to a full blood count to correctly diagnose and allow adequate treatment.”
	Thank you for your comment. The QSAC discussed iron deficiency and the pillars of blood management but felt that since there are already sufficient anaemia pathways, this did not need to be specified in the quality statement or the related sections.

Following your comment, the addition of women to the equality and diversity considerations for quality statement 3 has been made to highlight their increased likelihood of becoming iron deficient, and risk of surgical complications. This has also been added to the equality and health inequalities assessment. The order of quality statements 2 and 3 was reversed and clinical assessment is now quality statement 3. 


	Statement 3
	

	85
	Centre for Perioperative Care
	Statement 3
	This statement is appropriate as written. All adults having surgery should have an assessment of perioperative risk with a validated risk stratification tool before surgery. 

	Thank you for your comment. This has been noted by the QSAC.

	86
	College of Operating Department Practitioners
	Statement 3
	Assessment of perioperative risk should be undertaken at the time of decision for surgery and also repeated at the pre-operative assessment clinic.
	Thank you for your comment. The QSAC discussed multiple assessment of perioperative risk and agreed that decisions on the frequency would be actioned in line with clinical judgement. The order of quality statements 2 and 3 was reversed to position the assessment of perioperative risk before clinical assessment, and the assessment of perioperative risk is now quality statement 2.

	87
	NHS England
	Statement 3
	For the purposes of a recipient of a kidney transplant, patients who are considered at high risk are assessed with a tool called SORT; in patients considered low risk, the assessment is performed by the anaesthetic team at the time the patient is called. 
	Thank you for your comment. This has been noted by the QSAC.

	Statement 4
	

	88
	Centre for Perioperative Care
	Statement 4
	The statement as drafted risks leading to ‘box ticking’. At present, patients have a consultation with a surgeon who adds them to the waiting list (in elective clinics), or to the operating list (if the patient has been admitted as an emergency). The problems are:
· Surgeons often aren’t provided even basic information. 
· If further information or assessment materialises that shows an increased risk or change in the balance between the benefits and risks of surgery, there is currently no easy mechanism for them to have a further discussion with a senior decision-maker. 
It would help to add a sentence to the Commissioners section.:
“Commissioners ensure that the services they commission have sufficient resources to enable meaningful discussions to take place between the healthcare professional and the adult having surgery about the adults’ clinical assessment, perioperative risks and treatment options, before surgery; and ensure that there is a clear pathway for nurses, administrators and others in the team to access the senior decision-makers who may have further discussions with the adult having surgery.”
Additionally, while the quality statement highlights the importance of discussing perioperative risks and treatment options, it could more explicitly outline what should be covered. The BRAN framework – which prompts discussion of the Benefits, Risks, Alternatives, and option of No treatment – is commonly used to ensure patients are fully informed. We recommend explicitly referencing this framework within the quality statement. Incorporating the BRAN framework would support more meaningful shared decision making and improve the quality of care. Two separate processes may be required - one for elective patients and one for emergency patients. For example:
· Elective patients should receive a ‘BRAN’ leaflet before attending their consultation with a surgeon, and surgeons should be provided with key health and social information before adding patients to the waiting list. The BRAN discussion could then be revisited at the pre-operative assessment, with a process enabling the nurse to access a decision-maker if results, queries or additional information change the balance of risks and benefits. The pre-assessment nurse could pre-populate that a ‘BRAN’ decision occurred (and this could be ratified on the day of surgery).
· Emergency patients require a different multi-disciplinary approach, supported by pathways designed to expect and enable this. Currently, the NHS system places responsibility on the surgeon to make the decision, with the anaesthetist expected to override it if necessary. Again, the ratification could occur at the point of surgery, but in order to improve care and access to shared decision making, data on who is having the discussions should be collected in the hours or days before surgery. This will prompt organisations to have staff involved, to expect meetings, and to have standard processes including discussions.  
We also suggest making the quality measures more specific. Although many patients do have discussions with healthcare professionals, the quality of these conversations varies. For example, an adult inpatient survey reported that 25% of respondents said they were involved ‘not very much’ or ‘not at all’ in decisions about their care and treatment. https://www.nuffieldtrust.org.uk/resource/do-patients-feel-involved-in-decisions-about-their-care#:~:text=57%25%20of%202022%20Urgent%20and,about%20their%20care%20and%20treatment A validated measure of shared decision making, such as the SDM-Q-9 questionnaire – could be used to assess quality more reliably. The numerator could measure the number of adults undergoing surgery who score highly on the SDM-Q-9 scale https://www.patient-als-partner.de/media/sdm-q-9_english_version.pdf
	Thank you for your comment. In response, the audience descriptors for commissioners have been updated to ensure clear pathways are in place for healthcare professionals to access senior decision-makers, with defined routes and escalation points for concerns. The change applies to quality statements 2 to 4. 

To support more meaningful shared decision making, the QSAC discussed the use of the Benefits Risks Alternatives Nothing (BRAN) framework for Shared Decision Making (SDM). Whilst the BRAN framework was recognised as good practice, it was noted that it can be used inconsistently and alternative frameworks may be applied in practice. As a result, consideration of SDM frameworks (including BRAN) during discussions, has been added to the audience descriptors for healthcare professionals in quality statement 4. The QSAC also discussed differences between elective and emergency settings but ultimately agreed that the quality statement as written is applicable to both. A definition of shared decision making was added to the quality statement to clarify that, in emergency settings or where the adult having surgery is unable to engage in a collaborative decision-making process, a family member, carer or advocate may be involved.

Further to this, the QSAC considered a range of measures, including Patient Reported Experience Measures (PREMs), Patient Reported Outcome measures (PROMs) and the Shared Decision Making Questionnaire (SDM-Q-9). However, the QSAC concluded that the use of these measures in practice is variable, with differences between emergency and elective settings, and that they are inherently subjective. Overall, the QSAC agreed that the quality statement and corresponding quality measures were appropriate as currently written. 

	89
	College of Operating Department Practitioners
	Statement 4
	Shared decision making is routinely recorded and recorded. Key is there requires to be consistency in the decisions communicated to the patient.
	Thank you for your comment. This has been noted by the QSAC.

	90
	NHS England
	Statement 4
	For the purposes of a recipient of a kidney transplant, this discussion takes place with the transplant team (including surgeons and CNS) at the time of the workup clinics (including annual reviews) and also at the time the patient is called for a transplant
	Thank you for your comment. This has been noted by the QSAC.

	91
	NIHR Bristol Biomedical Research Centre
	Statement 4
	We consider the quality measures included in statement 4 (e.g. adults who have/have not had a discussion with their healthcare professional) to be reductive and to overlook the key components of SDM. The committee will be aware that shared decision making involves professionals, patients, and others working together to choose care based on evidence, considered alongside personal preferences and values as described in NG197. Established and highly cited models of shared decision making (e.g. Three Talk Model, updated to the Implement SDM https://www.bmj.com/content/359/bmj.j4891.long https://www.sciencedirect.com/science/article/pii/S0738399119303015) stress the importance of i) clinicians understanding patients’ social/personal circumstances, ii) patients understanding that they have a choice, iii) preference elicitation, iv) tailoring options and v) checking patient understanding.
Some specific feedback:
1. Rationale: This is inappropriately professional centric with a focus on information disclosure/provision rather than patient values/preferences.
2. Quality measures We disagree that the proposed measures could meaningfully assess the quality of care for the reasons above.
3. Data source We do not consider electronic patient records are a feasible or appropriate means of data collection for the purposes of this quality standard. It is likely that the records will only documents the occurrence of a consultation. Recordings of patient values/preferences and alignment with clinical assessment, if recorded at all, is likely to be contained within text in patient notes. It will not be possible to extract in a meaningful way to support the quality standard. 
4. Adults having surgery This text does not fully align with accepted models of shared decision making as described above. See NICE guideline NG197 for more description.
We urge the committee to consider a more patient centred quality standard that aligns with established models of SDM. This may involving, as an example, routine evaluation of the shared decision making process from the patient’s perspective. Other quality standards may become available with time but are currently only appropriate for the research setting. This includes, for example, assessment of SDM using ambient artificial intelligence monitoring of clinical encounters. 
	Thank you for your comment. The QSAC explored ways to ensure the quality statement better reflects patients’ values and preferences and aligns with established models of shared decision making. In response to your comment, additional information has been added to the audience descriptors for healthcare professionals to promote a more patient-centred discussion. This includes recognising that adults may have perspectives that differ from those of their healthcare professional and encouraging the use of structured shared decision making approaches, such as the Benefits Risks Alternative Nothing (BRAN) framework. Clear and accessible communication is also emphasised, including encouraging adults to express their needs and preferences. 

Further to this, the QSAC considered a range of measures, including Patient Reported Experience Measures (PREMs), Patient Reported Outcome measures (PROMs) and the Shared Decision Making Questionnaire (SDM-Q-9). However, the QSAC concluded that the use of these measures in practice is variable, with differences between emergency and elective settings, and that they are inherently subjective. Overall, the QSAC agreed that the quality statement and corresponding quality measures were appropriate as currently written. 

A definition of ‘shared decision making’ has been incorporated into the quality statement to clarify the expected components of this discussion. This definition has been adapted from NICE’s guideline on shared decision making (NG197). 

	92
	Royal College of Speech and Language Therapists
	Statement 4
	Quality Statement 4 talks repeatedly about the need to communicate findings in an understandable way so the person understands, however there is no reference to accessible information, plain English or supported communication. We recommend adding in access to additional communication support to support this understanding in this section. 
The rationale for this statement should be strengthened by clearly recognising the need for healthcare professionals to tailor discussions for the individual’s needs. The section of the QS on diversity, equality and language, the EHIA and NG180 Perioperative care in adults, all mention that information must be made accessible for individuals, but this is not acknowledged within the statement itself. This statement should also refer to CG138 Patient experience in adult NHS services: improving the experience of care for people using adult NHS services

	Thank you for your comment. The diversity, equality and language section of the quality standard outlines requirements for accessible information and includes a reference to NHS England’s Accessible Information Standard. To avoid duplication, this level of detail is not found within individual quality statements. However, additional detail has been added to the audience descriptors for healthcare professionals in quality statement 4 to support clear and accessible communication.
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	Royal College of Speech and Language Therapists
	Statement 4
	The quality measure for this statement only measures that the healthcare professional had a discussion, not the patient’s experience of this or whether it was appropriate to their needs. Developments to recording patients’ needs such as the Reasonable adjustments flag and Accessible Information Standard should enable services to collect more detailed data about this. The quality measures would be strengthened by considering communication support e.g. 
· Proportion of adults having surgery who required communication support, who received this to enable them to have a discussion with their healthcare professional about risks and treatment options, before surgery.
	Thank you for your comment. The QSAC discussed the patient experience of the discussion, and whether it was appropriate to their needs. They considered a range of measures, including Patient Reported Experience Measures (PREMs), Patient Reported Outcome measures (PROMs) and the Shared Decision Making Questionnaire (SDM-Q-9). However, the QSAC concluded that the use of these measures in practice is variable, with differences between emergency and elective settings, and that they are inherently subjective. Overall, the QSAC agreed that the quality statement and corresponding quality measures were appropriate as currently written. Additional information has been added to the audience descriptors for healthcare professionals to promote a more patient-centred discussion, including recognising that adults may have perspectives that differ from those of their healthcare professional, and encouraging the use of structured shared decision making approaches, such as the Benefits Risks Alternative Nothing (BRAN) framework, to support the discussion. Clear and accessible communication is also emphasised, including encouraging adults to express their needs and preferences.

	Statement 5
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	Centre for Perioperative Care
	Statement 5
	Complications are more common in patients undergoing surgery with modifiable risk factors. For example, smoking is associated with an increased risk of postoperative complications. https://www.who.int/news/item/20-01-2020-smoking-greatly-increases-risk-of-complications-after-surgery 
Therefore, the word “complications” should be added to the rationale, perhaps before “an increased length of stay”. 
POPPS is spelt POPS.
The equality and diversity considerations sentence is currently worded as if people are being denied surgery. Smoking prevalence is correlated with socioeconomic inequality, with evidence showing a four-fold higher rate of smoking in the most deprived areas to the least deprived areas. Individuals living in greater deprivation often face multiple barriers, such as reduced financial resources, limited access to services, and lower efficacy to make lifestyle changes, making quitting more challenging. Therefore, it is important that the statement does not imply that people who smoke are being denied surgery. Instead, the focus should be on providing support to reduce the higher risk of surgical complications associated with surgery. The statement could be changed FROM “Adults who smoke can wait longer for surgery, and in some circumstances must stop smoking before they can access surgery.” TO: “Adults who smoke have considerably increased complications and are several times more likely to be living in areas of greater social deprivation; they may need clearer support and practicalities, such as behavioural support from trained specialists, prescriptions for NRT (nicotine replacement therapy) or nicotine-receptor partial agonists.” 
Additionally, “information” and “support” should not be treated as equivalent. The guidance recommends lifestyle modifications such as stopping smoking, exercising more and reducing alcohol consumption. However, providing verbal or written information is not as effective at achieving these outcomes. Rather, direct support such as referral to structured programmes are more effective. For example, a meta-analysis of patients undergoing abdominal surgery found that prehabilitation programmes aimed at increasing physical activity need to include more than one supervised session per week to improve patients’ functional capacity. https://www.sciencedirect.com/science/article/pii/S095281802300003X?via%3Dihub  
For the quality measure, we recommend removing the word “information” so the numerator reads as: “the number in the denominator who receive support to reduce their modifiable risk factors before surgery”. The denominator should be defined as the number of adults having surgery with identified health risks, as only these patients require support. Including all surgical patients does not accurately reflect whether those who would benefit are actually receiving targeted support.
The addition of  CPOC guidance would be helpful: https://www.cpoc.org.uk/guidelines-and-resources/perioperative-optimisation-Top-seven-interventions 
	Thank you for your comment. In response to your comment, complications has been added to the rationale, and “POPS” has been corrected to ensure the spelling is accurate.

In addition, the equality and diversity considerations for quality statement 5 have been updated to better reflect the barriers experienced by adults living in areas of higher deprivation, which may delay smoking cessation and subsequently lead to longer waiting times for surgery.

The QSAC considered the distinction between information and support in quality statement 5 and the corresponding quality measures. Although support was seen as potentially more effective in driving change, information was considered essential and retained in both the quality statement and quality measures. The QSAC agreed to strengthen support for modifiable risk factors, which has been reflected in updates to the audience descriptors for healthcare professionals, including referral to specialist services where appropriate.

A definition of ‘information and support’ has been added and this links to Centre for Perioperative Care (CPOC) guidance on Preoperative optimisation: Top seven interventions.
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	College of Operating Department Practitioners
	Statement 5
	Information and support provided at numerous stages of the patient’s perioperative journey.
	Thank you for your comment. This has been noted by the QSAC.
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	NHS England
	Statement 5
	For the purposes of a recipient of a kidney transplant, this certainly happens in the transplant assessment clinics (including annual reviews). But as the nature of the transplant surgery for deceased donation is an emergency procedure, that discussion might not take place at the time of being called for a transplant. 
	Thank you for your comment. This has been noted by the QSAC.
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	Pharmacosmos UK Ltd
	Statement 5
	We believe there is place within the statement for anaemia to be added as a modifiable risk factor, in the bullet point list below comorbidities.
We also believe that given their overall importance to perioperative health and postoperative recovery, minerals and electrolytes should be recognised in the “Equality and diversity considerations” section (Bradley M, Obes Pillars. 2023 Sep 7;8:100087). We would suggest the wording:
“Adults with poor nutrition may present as underweight, overweight or obese which can be a further barrier to surgery”
Be updated to:
“Adults with poor nutrition may present as underweight, overweight or obese and with mineral or electrolyte deficiencies, such as iron deficiency, which can be a further barrier to surgery”
	Thank you for your comment. The QSAC discussed anaemia but agreed that it should not be added to the definition of modifiable risk factors, as it did not fall within this category.

Following your comment, minerals and electrolyte deficiencies have been added to the equality and diversity considerations for quality statement 5.
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	Yorkshire Cancer Research
	Statement 5 
	In Yorkshire Cancer Research’s initial response, the Charity recommended that all people who smoke should be automatically enrolled into smoking cessation services whilst awaiting surgery. The Charity welcomes NICE’s acknowledgement of this recommendation in section 4.2 of the briefing paper. 
Quality Statement 5 recommends that adults having surgery are given information and support to reduce their modifiable risk factors, before surgery. It explains that service providers should ensure that systems are in place to support the reduction of modifiable risk factors and that healthcare professionals are aware of local healthcare interventions. 
Yorkshire Cancer Research proposes that the Quality Statement is amended to: “Adults having surgery are given information and support to reduce their modifiable risk factors before surgery, including through the automatic enrolment of people who smoke into smoking cessation services.” The supporting guidance to different audiences should also be amended, so that both commissioners and service providers are specifically required to ensure that adults are automatically enrolled into smoking cessation services before surgery. Advice to healthcare professionals should also be amended to recognise that patients will have been automatically enrolled into smoking cessation services. 
Collectively, these amendments can ensure that all adults awaiting surgery who smoke are offered the high quality stop smoking support that they need to quit.
	Thank you for your comment. Treatment to stop smoking is referenced alongside other accessible services and interventions that support lifestyle modifications or the management of comorbidities in quality statement 5, for signposting by healthcare professionals, before surgery. Further, quality statement 5 in NICE’s quality standard on Tobacco: treating dependence (QS207), addresses that people who smoke receive treatment to stop smoking on admission to hospital. 

	99
	Royal College of Speech and Language Therapists
	Statement 5
	The rationale for this statement should be strengthened by clearly recognising the need for healthcare professionals to tailor information to the individual’s needs. Furthermore, explicitly adding in communication support would be a helpful enabler for this Quality Standard.
Rationale: The section of the QS on diversity, equality and language, the EHIA and NG180 Perioperative care in adults, all mention that information must be made accessible for individuals, but this is not acknowledged within the statement itself. This statement should also refer to CG138 Patient experience in adult NHS services: improving the experience of care for people using adult NHS services
	Thank you for your comment. Following your comment, further detail has been added to the audience descriptors for healthcare professionals in quality statement 5 to support an individualised approach, consistent with NICE’s guideline on patient experience in adult NHS services: improving the experience of care for people using adult NHS services (CG138).

The diversity, equality and language section of the quality standard outlines requirements for accessible information and includes a reference to NHS England’s Accessible Information Standard. To avoid duplication, this level of detail is not found within individual quality statements.
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	Royal College of Speech and Language Therapists
	Statement 5


	The need to ensure that information is actually accessible to the individual receiving it, should be considered in the quality measures for this standard e.g.
· Proportion of adults having surgery who receive accessible and tailored information… 
· Numerator – the number in the denominator who receive accessible and tailored information.
	Thank you for your comment. The QSAC discussed the quality measures for this quality statement, considering their measurability in practice and their alignment with the quality statement. They agreed that the quality measures were appropriate as written. Additional detail has been added to the audience descriptors for healthcare professionals in quality statement 5 to support an individualised approach. Further, a definition of information and support has been added to the quality statement, clarifying that information should be clear, accessible, and evidence‑based.

	Statement 6
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	Centre for Perioperative Care
	Statement 6
	It is useful to have the WHO surgical safety checklist as a standard. However, the rationale is incorrect in stating that “The WHO surgical safety checklist has 3 parts,”. In fact, the WHO checklist is also known as “five steps to safer surgery”. The sentence could be adjusted to “The WHO surgical safety checklist has three components that are mandatory for each patient.”
The three elements identified in this NICE draft are usually already completed in practice and including them alone risks creating a tick-box approach. To improve care, greater attention should be directed towards:
· The team brief and de-brief (before and after the whole list). 
· Adherence to the new standards relating to implants (where applicable)
· Equipment reconciliation (“the count”)
· Pre-operative planning
A focus on these will be more effective as they have a larger impact on how surgical teams function. 
Additionally, the statement should reference to the National Safety Standards for Invasive Procedures (NatSSIPs) as well as the WHO surgical safety checklist. In England, the WHO checklist has been incorporated into and replaced by NatSSIPs, which now consists of eight steps. NatSSIPs has been nationally approved and includes a range of important resources, so would be beneficial to include in this quality statement. 
See: https://cpoc.org.uk/guidelines-and-resources/guidelines/national-safety-standards-invasive-procedures-natssips 
	Thank you for your comment. Following your comment, the rationale for quality statement 6 has been changed to reflect that the WHO Surgical Safety Checklist (SSC) has 3 components. 

The QSAC considered including further aspects of the WHO SSC within the audience descriptors for this quality statement. However, acknowledging current variation in checklist completion, they agreed that a balanced approach was needed, with the mandatory competition of the WHO SSC being the key priority for patient safety. While National Safety Standards for Invasive Procedures (NatSSIPs) and Local Safety Standards for Invasive Procedures (LocSSIPs) are completed, the QSAC agreed that the WHO SSC remains the standard and should be referenced in the quality statement to reduce never events. In addition, the audience descriptors for healthcare professionals in quality statement 6 have been updated to clarify that the WHO SSC may be adapted as appropriate, provided that all three components are completed as a minimum, including the team brief and team debrief.
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	College of Operating Department Practitioners
	Statement 6
	Many NHS Trusts have adapted the WHO Surgical Safety Checklist although the key information remains the same. However adherence to completion of the checklist is good.
	Thank you for your comment. This has been noted by the QSAC
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	NHS England
	Statement 6
	For the purposes of a recipient of a kidney transplant, this is an agreed standard that takes place in theatres before the surgery is performed. 
	Thank you for your comment. This has been noted by the QSAC
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	Yorkshire Cancer Research
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