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Apologies

Hazel Trender
Anupama Nandagudi, specialist committee member for Rheumatoid arthritis in over 16s
1. Welcome, introductions objectives of the meeting
The Chair welcomed the attendees and the quality standards advisory committee (QSAC) members introduced themselves. The Chair informed the committee of the apologies and outlined the objectives of the meeting, which was to review stakeholder comments on the Rheumatoid arthritis in over 16s quality standard.
The Chair welcomed the public observers and reminded them of the code of conduct that they were required to follow. 
2. Confirmation of matter under discussion and declarations of interest
The Chair confirmed that, for the purpose of managing conflicts of interest, the matter under discussion in the morning session was the Rheumatoid arthritis in over 16s.
The Chair asked standing QSAC members to declare verbally any interests that have arisen since the last meeting and all interests specifically related to the matters under discussion during the morning session. The Chair asked the specialist committee members to verbally declare all interests.
3. Minutes from the last meeting
The committee reviewed the minutes of the last QSAC 1 meeting held on 5 September 2019 and confirmed them as an accurate record.
4. Key questions

The committee discussed the following key questions before looking at the draft quality statements. 
1. Should the statement on assessment within 3 weeks of referral be included in the top 5 priority areas?  
2. Do we need to split draft statement 2 on treatment and monitoring? 
3. Are statements on rapid access to specialist care and annual review top 5 priorities given high achievement in the NEIAA? 
4. What is the order of priority?
The committee noted it was difficult to narrow seven statements down to five.
Rapid access is key.  Seeing people quickly, starting treatment and being reviewed regularly is a high priority.  It was agreed by the committee this was an important area.  

There were mixed views on the annual review.

It was felt this may be less important compared to the other statements but equally important to still include it.

Annual reviews gave opportunity to discuss comorbidity, impact on long term health, mental health and there was a strong support to keep this statement.

Current practice data shows 82% of people are receiving annual reviews already but it was felt that the quality or content was not clear.  
Splitting draft statement 2 is discussed below.

The statement on assessment within 3 weeks of referral was discussed.

The 2016 national audit showed 37% of people were seen in specialist services within 3 weeks.  

There is a statement (draft statement 2) for starting treatment at 6 weeks which would cover the 3-week referral so not including it as a separate statement would not change anything from a commissioning point of view.  Also, it is already in another standard (Best Practice Tariff). 
It was agreed this did not need to be included. 

In terms of narrowing down the standards to five, the committee discussed statement 3 on education.

The committee again had mixed views.  Although it was important some felt it was the least important.

Current practice data shows 67% are already offered support but the quality and way the education is delivered is variable – for example may just be handing a leaflet in some services.  Information should be tailored to the individual. It is required to allow shared decision making.
It was discussed that this statement as it is written in the draft is not measurable.    

There are already standards on patient experience.

It was noted that there must be access to telephone helplines and statement 4 was important to keep. 
5. Recap of prioritisation meeting and discussion of stakeholder feedback
CF provided a recap of the areas for quality improvement prioritised at the first QSAC meeting for potential inclusion in the Rheumatoid arthritis in over 16s draft quality standard.
CF summarised the significant themes from the stakeholder comments received on the Rheumatoid arthritis in over 16s draft quality standard and referred the committee to the full set of stakeholder comments provided in the papers.

Discussion and agreement of amendments required to quality   

Draft statement 1: Adults with suspected persistent synovitis affecting more than 1 joint, or the small joints of the hands and feet, are referred to rheumatology services within 3 days of presenting in primary care.
The committee discussed the wording persistent synovitis.

Could the statement say persistent swelling? It needs to state that it is synovitis or anyone with any swelling can present.  It is the term used in the guideline.   
Persistent is multiple presentations of synovitis and is required to indicate a definite abnormality, the committee said there may be a definition in the guideline. The committee agreed with the definition currently used in published QS33.
The statement is measurable.  The committee agreed that measurement of the time between presentation in primary care and referral to specialist services for assessment is possible. 
Further to stakeholder comments the statement should state 3 working days.    

The committee agreed that as there was support for the statement from stakeholders it should be progressed for inclusion in the final quality standard, with the following amendments and issues to be explored by the NICE team:
ACTION:  NICE team to amend statement wording to 3 working days.

ACTION:  NICE team to add a definition for persistent synovitis.

Draft statement 2: Adults with active rheumatoid arthritis start conventional disease-modifying anti-rheumatic drug (cDMARD) monotherapy within 6 weeks of referral, with monthly monitoring until their treatment target is met.
Monitoring was originally included in this statement as it was considered a priority area. The committee were happy to leave this as a single statement.  
The use of CRP measurement is based on evidence for monitoring. There is little evidence for use of alternatives such as ESR or plasma viscosity.
Some people have symptoms for a while before they see their GP.  
If there is not a statement on early assessment, the timeframe needs to be 6 weeks.  

There were comments that using a 6-week timeframe gives potential for slippage from the 3- week assessment target, but it was noted that the timeframe is from referral not diagnosis so that would prevent slippage.  
The committee agreed that as there was support for the statement from stakeholders it should be progressed for inclusion in the final quality standard, with the following amendments and issues to be explored by the NICE team:
ACTION:  NICE team to strengthen the rationale.  Add measure on having a specialist assessment within 3 weeks of referral from primary care.
Draft statement 3: Adults with rheumatoid arthritis are given opportunities to take part in educational activities that support self-management throughout the course of their disease.
There were mixed views for this statement. 
It was felt the statement as written lacks meaning and is not measurable. 
One committee member queried the evidence base for education provision and altered patient outcomes. 

A question on how self-management can be measured was raised.   
The measure can be that education offering happens, not the quality of what is offered.  

There was a suggestion that PROMS or PREMS be used to ensure satisfaction of services, and this can be measured.   

There was an example measure given by a committee member: “whether the person has seen a physiotherapist” – this is measurable. 
It was suggested that MDTs were included.  They are not mentioned in any of the statements and it would be the MDTs providing the education.  

Shared decision-making and care planning are a common theme now and it is happening. 
There are different levels of education needed at different stages of the disease from providing understanding to managing treatment.  It is a combined effort from many different skill levels and staff.  

It was highlighted that it is difficult to get funding from commissioners for education.  Self-management is very important and is promoted by NHSE so it should be included in the standard.  

There was strong support for the outcome measure of patient satisfaction.

The recommendation suggests that there are existing programmes (also stated in the guidance recommendation) but the committee disagreed.  

It was noted that the statement cannot be any more specific around educational activities.  Guideline recommends verbal and written information.
It was suggested that health professionals can signpost to other sources of support.

It was suggested to refer to the patient experience quality standard.  

The committee agreed that as there was support for the statement from stakeholders it should be progressed for inclusion in the final quality standard, with the following amendments and issues to be explored by the NICE team:
ACTION:  NICE team to amend statement and strengthen supporting information to be more measurable and reflect meaningful outcomes such as PROMS and patient experience. The statement should reflect the guideline in the range of educational activities offered.
Draft statement 4: Adults with rheumatoid arthritis and disease flares or possible treatment-related side effects receive advice within 1 working day of contacting rheumatology services.
This is important to prevent people presenting at primary and secondary care. 
People who contact on a Friday afternoon need to be signposted to other services.  

24-hour timeframe isn’t achievable, statement needs to reference 1-working day 

It was noted that process measure b) suggests people get contact details of the MDT but it should say a named member of the MDT.  

The committee agreed that as there was support for the statement from stakeholders it should be progressed for inclusion in the final quality standard, with the following amendments and issues to be explored by the NICE team:
ACTION:  NICE team to amend process measure b).     
Draft statement 5: Adults with rheumatoid arthritis have a comprehensive annual review that is coordinated by rheumatology services.
It was noted that annual review in primary care is currently included in the QOF.
Stakeholders suggested targeted advice for family planning.  It was noted this happens automatically earlier on and not at a review.  As only 40% of pregnancies are planned it would be worth noting contraception and preconception advice in the content.  

It was suggested to include who would do the review and if it should be extended to primary care.  It was felt that with the current changes and the move to integrated care systems within healthcare this statement should reflect this. It was noted that specialist training is required for some aspects of the annual review, so it should remain in specialist services although cross-working may be promoted for some aspects.
It was discussed whether Orthotists be included in the MDT list.  Orthotists are used in services when podiatrists are not available.  There was concern around including this as services can be expensive and provision is variable throughout England.     

It was agreed that annual review is well defined in the guideline. 

The committee agreed that as there was support for the statement from stakeholders it should be progressed for inclusion in the final quality standard, with the following amendments and issues to be explored by the NICE team:
ACTION:  NICE team to amend supporting information.  
6. Additional quality improvement areas suggested by stakeholders at consultation
The following areas were not progressed for inclusion in the final quality standard as the committee agreed that they were not a priority in relation to the five quality improvement areas already included:

1. Increasing public awareness of rheumatoid arthritis to help reduce delay in diagnosis caused by people not seeking early medical advice.  Public awareness is important but more appropriate for other organisations/products to address it.
2. DMARD step-down strategy when treatment target is met. - Step down is in the guideline and more appropriate there than in the quality standard.
7. Resource impact and overarching outcomes
The committee considered the resource impact of the quality standard.

The committee confirmed the overarching outcomes are those presented in the draft quality standard.

· Health-related quality of life for people with rheumatoid arthritis.

· Disease control for people with rheumatoid arthritis.

· Satisfaction amongst people with rheumatoid arthritis with support to manage their condition.

· Employment of people with rheumatoid arthritis.

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


 

· Gender reassignment 

· Pregnancy and maternity

· Religion or belief

· Marriage and civil partnership

· Disability

· Sex

· Race

· Sexual orientation

9. Close of the morning session
The specialist committee members for the Rheumatoid arthritis in over 16s quality standard left and the specialist committee members for the Flu vaccination: increasing uptake quality standard joined.
10. Welcome, introductions and objectives of the afternoon
The Chair welcomed the Flu vaccination: increasing uptake specialist committee members and QSAC members introduced themselves. The Chair informed the committee of the apologies and outlined the objective of the afternoon, which was to review stakeholder comments on the Flu vaccination: increasing uptake quality standard.
The Chair welcomed the public observers and reminded them of the code of conduct that they were required to follow. 
11. Confirmation of matter under discussion and declarations of interest
The Chair confirmed that, for the purpose of managing conflicts of interest, the matter under discussion in the afternoon session was Flu vaccination: increasing uptake. 
The Chair asked both standing and specialist QSAC members to declare verbally all interests specifically related to the matters under discussion during the afternoon session.  

12. Recap of prioritisation meeting and discussion of stakeholder feedback
DS provided a recap of the areas for quality improvement prioritised at the first QSAC meeting for potential inclusion in the Flu vaccination: increasing uptake draft quality standard.
DS summarised the significant themes from the stakeholder comments received on the Flu vaccination: increasing uptake draft quality standard and referred the committee to the full set of stakeholder comments provided in the papers.

Discussion and agreement of amendments required to quality   
Draft statement 1: People in eligible groups are contacted about flu vaccination using a range of different methods.
The committee discussed the intended outcome of the statement.  Is the statement measuring the invitation or the follow up or the uptake of vaccinations? 

Vaccines carried out outside of GP settings are supposed to be notified within 48 hours.  In practice this information might not make it into the system for 6 weeks and may affect follow up invitations.  

The committee discussed whether it was important to send out an invitation which satisfies having asked people initially or to then follow up on those who had not had it.  Alternatively, was the importance aimed at what method of contact is being used? It is not clear how much follow-up of individuals should take place.   

It was suggested to change the wording to invite rather than contacted as this is stronger.
It was suggested that this should be about the uptake rather than the method.  The uptake of flu vaccination is the Outcome for this and other statements.
The committee discussed the measures.  The first invite should be measured, and the recall should be measured separately.  The different methods used should be a structure measure.  
The committee agreed that as there was support for the statement from stakeholders it should be progressed for inclusion in the final quality standard, with the following amendments and issues to be explored by the NICE team:
ACTION: NICE team to amend the wording to use ‘invite’ and to reference verbal and face-to-face discussion

ACTION: NICE team to amend the measures to focus on the number of methods used, and to separate initial invitation and follow up. 

Draft statement 2: People in eligible groups receive invitations for flu vaccination that include information about their situation or clinical risk.
It was noted there is no measure regarding the uptake.  The uptake of flu vaccination is the Outcome for this and other statements. 

It was discussed that people may be in multiple clinical risk categories.

It was suggested that statements 1 and 2 could be combined. 

People who receive personalised invites are more likely to have the vaccine.

It was suggested the information can be given opportunistically at face to face appointments.  

It was suggested to use a measure which has the most evidence.  

It was suggested the potential benefits and harms be added to the information given.   

The committee agreed that as there was support for the statement from stakeholders it should be progressed for inclusion in the final quality standard, with the following amendments and issues to be explored by the NICE team:
ACTION: NICE team to amend the rationale to clarify the methods that can be used to give the information.
ACTION: NICE team to amend the measures to include use of multiple methods of giving information.
Draft statement 3: People in eligible groups who have the flu vaccine in a setting other than their GP surgery have their vaccination status shared with their GP.
Vaccinations that are given outside of GP practices should be noted to the person’s GP. This will stop GPs inviting people who have already had the vaccine.  

It was suggested that specifying recognised codes be used in patient records by GPs rather than free text notes would improve the quality of uptake data.  
The committee agreed that as there was support for the statement from stakeholders it should be progressed for inclusion in the final quality standard, with the following amendments and issues to be explored by the NICE team:
ACTION: NICE team to amend the definitions to include a definition of groups eligible for the flu vaccine.

ACTION: NICE team to add a structure measure to clarify the function of other providers of the flu vaccine in notifying GP practices.

ACTION: NICE team to clarify providers of the flu vaccine in the process measure denominator.  

ACTION: NICE team to amend wording to clarify that GP practices are notified rather than individual GPs, and to include reference to patient consent for information sharing.
Draft statement 4: Health and social care staff who have direct contact with people using services receive flu vaccination from their employer.
The committee discussed whether to include ‘from their employer’.  Clarification about the intention of the statement was discussed - Is it about who was paying rather than where it was from?  NHSE pay for some social care staff vaccination.  It should be clear it is the responsibility of the employer.   
There is currently no obligation on care homes to report how many of their staff have been vaccinated.  
It was suggested the wording change to ‘are offered’ rather than ‘receive’, however this could allow achievement of the quality standard through superficial offers. 

It was suggested that information regarding uptake should be recorded as a measure.  The uptake of flu vaccination is the Outcome for this and other statements.
Stakeholders suggested following up the declined offers.  It was suggested to use opt-out rather than declined.
The statement should reference accessibility for staff such as night workers.       
The committee agreed that as there was support for the statement from stakeholders it should be progressed for inclusion in the final quality standard, with the following amendments and issues to be explored by the NICE team:
ACTION: NICE team to merge the process measures on health care professionals. 

ACTION: NICE team to amend rationale and audience descriptors to reference accessibility for all staff. 
13. Additional quality improvement areas suggested by stakeholders at consultation
The following areas were not progressed for inclusion in the final quality standard as the committee agreed that they were not a priority in relation to the five quality improvement areas already included:
· Opportunistic offers by GPs
The committee suggested broadening the offer to all vaccine providers and adding into statement 2.

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

The committee confirmed the overarching outcomes are those presented in the draft quality standard.

· Patient experience of primary and community care

· Disease burden on NHS services

· Lost productivity of health and social care staff through sick leave

· Lost education opportunities due to school absence

· Flu associated mortality
The committee would like to add morbidity.  
15. Equality and Diversity
The committee agreed the following groups should be included in the equality and diversity considerations: 
· Age


 

· Gender reassignment 

· Pregnancy and maternity

· Religion or belief

· Marriage and civil partnership

· Disability

· Sex

· Race

· Sexual orientation

The committee noted the following:
· Right to privacy
· Administration of vaccines in other locations, such as street based clinics for homeless people
· Carers 

16. Any other business
None
Close of meeting
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