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Acute kidney injury – review of stakeholder feedback
Minutes: Final  
Quoracy: The meeting was not quorate, it was agreed the actions would be agreed with standing members that gave apologies. 
Attendees

Quality Standards Advisory Committee 3 standing members:
Rebecca Payne (Chair), Deryn Bishop, Keith Lowe, Linda Parton, Umesh Chauhan, Kashif Siddiqui, Mariana Gaspar Fonseca. 
Specialist committee members:

Jonathan Murray, Tom Blakeman, Mark Devonald, Fiona Loud, Caryl Byrant
NICE staff

Mark Minchin (MM), Craig Grime (CG), Melanie Carr (MC), Jamie Jason (JJ) (notes)
Apologies

Ivan Bennett, Jane Scattergood, Jane Dalton, Christine Camacho, Shorai Dzirambe, Hazel Trender, Tim Cooper, Saran Evans.

Specialist member Andrew Lewington

1. Welcome, introductions objectives of the meeting
The Chair welcomed the attendees and public observers, 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 quality standard.
2. Confirmation of matter under discussion and declarations of interest
The Chair confirmed that, for the purpose of managing conflicts of interest, the matter under discussion was acute kidney injury specifically:
· Raising awareness in people at risk

· Identifying AKI in people in hospital

· Clinical review following AKI warning stage 2 or 3 test results

· Referral for Renal Replacement Therapy

· Clinical review after hospital discharge
The Chair asked standing QSAC members to declare verbally any interests that have arisen since the last meeting and all interests specifically related to the matters under discussion. The Chair asked the specialist committee members to declare all interests other than those on the register.
3. Minutes from the last meeting
The minutes from 23 November 2022 were not available prior to this meeting.  JJ will circulate to members when ready.  
4. Recap of prioritisation meeting and discussion of stakeholder feedback
MC provided a recap of the areas for quality improvement prioritised at the first QSAC meeting for potential inclusion in the acute kidney injury draft quality standard.
MC summarised the significant themes from the stakeholder comments received on the acute kidney injury draft quality standard and referred the committee to the full set of stakeholder comments provided in the papers.
General comments 
MC highlighted some general feedback and the additional areas. 
The committee wanted to note the importance of the statement on urine dipstick that is no longer included in the updated quality standard.  
The committee agreed that dipstick testing is important but suggested that it is frequently already current practice. It wasn’t included in the updated quality standard because it is not in the top 5 priorities. 
Discussion and agreement of amendments required to draft quality standard  
Draft statement 1: People having a medication review who are at risk of acute kidney injury are given information and advice on maintaining kidney health
The committee noted that it is not clear enough that people with a history of AKI are included. 
The committee agreed that the statement wording should be changed to emphasise the need to engage people in a discussion taking a health literacy approach.  It is also important to ensure that information is shared with families and carers.
The committee heard that the kidney failure risk equation tool is not widely used and is not currently part of clinical systems so should not be included in the statement.

The committee were concerned that the draft statement is too complex and needs to be clearer. The focus on a medication review was questioned, particularly as this can vary across different settings. It was suggested that annual health reviews may be more appropriate for some conditions, but this will vary in different settings. In secondary care it may be important to have this discussion at the time of admission.
The committee confirmed that the statement should be progressed on the basis that ‘the what’, who, when and how are clearer.  

The committee were asked to discuss the process measures.  

It was suggested that people with a previous episode of AKI could be included in the process measures and possibly people with a kidney transplant.
The committee agreed to remove process measure b on NSAIDs because although they can reduce GFR, risk is more likely to be associated with an adverse reaction rather than long-term use if people have GFR above 60.    
The committee asked if babies and children are included.  MC confirmed that children and young people are included based on the guideline recommendations. The committee were confident that babies would be picked up during neonatal care.   

The committee agreed that as there was support for the statement from stakeholders it should be progressed for inclusion in the final quality standard, with the following amendments and issues to be explored by the NICE team:
ACTION: NICE team to remove medication review from the statement. Include previous AKI or kidney transplant in measures. Remove process measure b.  Make it clearer that children, young people and adults are included and ensure the definition of risk factors is appropriate for the population,
Draft statement 2: People in hospital who are at risk of acute kidney injury have their serum creatinine level monitored
The committee noted that the majority of people admitted to hospital will have their serum creatinine measured on admission. However, what is most important is that this is rechecked if they are at risk of AKI. The committee agreed that the statement measures and definition should make it clear that monitoring includes rechecks.  

The committee discussed whether the statement includes people in A&E or if the focus is on identifying patients that deteriorate while they are in hospital.  The committee felt it could be both, however, agreed the focus should be on testing on admission and rechecking during their stay.  

It was suggested that it should be clearer that testing is via a blood test rather than just monitoring urine output.

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 statement to focus on hospital admissions and clarify in the definition that a blood test is required.
Draft statement 3: People with an acute kidney injury warning stage 2 or 3 test result have a clinical review within the locally agreed timeframe

The committee agreed that the statement should include primary and secondary care but accepted that there are different issues in these settings. There was some concern about the impact on out of hours services in primary care but the committee were reassured that as this is an infrequent event the impact should be manageable.
The committee highlighted that the aim of the statement is to avoid patient deterioration and the associated hospital admissions.
The committee clarified that NHS England Think Kidneys guidance for primary care is already in place.   
The committee agreed that although the statement is challenging to deliver given the current pressure on services it should still be progressed. 

The committee agreed that the purpose of the statement is to ensure blood test results are acted on and noted and there is a need to clarify that the timeframe is from test result to action.  
The committee felt that the key issue is that stage 2 and 3 patients are seen promptly within 24 hours.  It was agreed that the timeframe should be 24 hours unless the person is acutely unwell, then it should be 6 hours.
The committee highlighted the importance of encouraging monitoring of response times for stage 2 or 3 test results. The measures are not set in stone but are to be used for monitoring purposes to support QI initiatives and improve the understanding of local services.
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 timescale to within 24 hours or 6 hours if the person is acutely unwell. Also make it clear that the measures are audit measures only to encourage improvement.
Draft statement 4: People with acute kidney injury who meet the criteria for renal replacement therapy are referred immediately to a nephrologist or critical care specialist
The committee heard that data on RRT is not currently collected specifically for people with AKI but there are plans in place to improve data collection.

It was confirmed that this statement relates to secondary care.  
The committee suggested that the statement should be clearer about when a referral should be made to critical care rather than a nephrologist. A referral to critical care is only needed if the person needs intensive care.
The committee suggested that shared decision making to agree if RRT is appropriate should be included in the supporting information. 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 statement to make it clear when a referral to critical care is needed. Also, add shared decision making into the supporting information.
Draft statement 5: People discharged from hospital after acute kidney injury have a clinical review within 3 months of discharge
The committee discussed that the statement covers a variety of scenarios including people who are stable at discharge and others who are still recovering who may need to be reviewed soon after discharge.

The committee agreed that the wording should be revised to make it clear that people are seen within 3 months except those who are considered high risk. It is important to highlight that there should be risk stratification at discharge with an action plan to identify when the review should be.
The committee requested the wording to be changed so that it doesn’t say discharge twice. 

The committee discussed the resource impact.  It was suggested that people at low risk on discharge were likely to be picked up via reviews for long term conditions so there would be limited resource impact. For others, the focus is on preventing readmission so the although there will be a resource impact, the net impact should be limited. 

The committee agreed that stage 1 patients should be included as they are also at risk of poor outcomes.  
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 statement wording to make it clear that people at high risk should be seen earlier. Also include risk stratification and action planning at discharge in the supporting information.
5. Additional quality improvement areas suggested by stakeholders at consultation
The following areas were not progressed for inclusion in the final quality standard as the committee agreed that they were not a priority in relation to the five quality improvement areas already included:
Identifying the risk of AKI in the community - Included in the draft quality standard initially but removed due to concerns about inappropriate testing.
Identifying AKI in people with no obvious acute illness – This was included in the original quality standard. Discussed at workshop but not prioritised.
Urine dipstick – This was included in the original quality standard. Discussed at workshop but not prioritised. The committee had some concerns that this has been removed but on balance agreed that it is not in the top 5 priorities for improvement.
Discussion with a nephrologist – This was included in the original quality standard. Discussed at workshop but not prioritised

6. Resource impact 
The committee considered the resource impact of the quality standard and was discussed throughout the meeting.  
7. Equality and Diversity
It was agreed that the committee would continue to contribute suggestions as the quality standard is developed.

8. Any other business
The committee noted that having not been involved in the prioritisation meeting (workshop) the discussion was harder for standing members to follow.  If in future, there are other workshops can members please receive the briefing paper.  
Close of meeting
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