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NICE staff

Mark Minchin (MM), Rachel Gick (RG), Nicola Greenway (NG), Rick Keen (RK) [minutes], Edgar Masanga (EM), Lyn Davies (LD) [host]
Apologies

Jane Dalton
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 draft 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 depression in adults specifically:
· Assessment
· Discussing treatment options
· Preventing relapse
· Stopping antidepressants
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.
· Umesh Chauhan – Co-applicant on a feasibility trial for impact of Psychology Graduate on mental wellbeing in primary care. Co-applicant on a study assessing the understanding of medication and mental health in people with a learning disability. 
3. Minutes from the last meeting
The committee reviewed the minutes of the last QSAC 3 meeting held on 14 December 2022 and confirmed them as an accurate record.  
4. Recap of prioritisation meeting and discussion of stakeholder feedback
RG provided a recap of the areas for quality improvement prioritised at the first QSAC meeting for potential inclusion in the draft depression in adults update quality standard.
RG summarised the significant themes from the stakeholder comments received on the depression in adults update draft quality standard and referred the committee to the full set of stakeholder comments provided in the papers.
General comments 
The committee discussed the relationship between setting standards for optimum treatment and what is achievable in practice. The committee heard that antidepressants may, at times be prescribed due to long waiting times for psychological therapies. Challenges around long waiting times are not specific to delivering care for depression. The committee concluded that NICE should set the standard for offering different therapies, with the aspiration that over time workforce capacity and investment can be developed to meet it. 
Regarding healthcare professionals’ knowledge of psychological therapies, the committee highlighted that education could improve understanding of different psychological therapies and how they can benefit people in primary care. It was noted that NHS Talking Therapies services (formerly Improving Access to Psychological Therapies services, IAPT) could provide education to healthcare professionals working in primary care. The NICE team suggested that this issue could be highlighted in the press release at publication. 
The committee highlighted that clinical coding for depression is feasible, particularly for prescribing. The committee was aware that  the Quality and Outcomes Framework (QOF) includes depression. They noted that coding is used in NHS Talking Therapies services so it should be feasible in other services and settings.
The committee considered stakeholder comments suggesting that outcome measures should be included. It was noted that monitoring these is not routinely required in primary care and that NICE’s guideline on depression in adults (NG222) did not strongly recommend them due to a lack of supporting evidence. Recent trials have shown that the patient health questionnaire (PHQ)-9 may be useful; evidence in this area may change in the future. 
Discussion and agreement of amendments required to draft quality standard  
Draft statement 1: Adults who may have depression have a comprehensive assessment.
The committee agreed that the statement should remain in the standard given variability in the delivery of assessments. They felt that the key population for the statement is adults who have a new episode - as opposed to a new diagnosis - of depression. Otherwise, a large proportion of people with depression would be excluded. The relevant recommendations in NG222 reflect the recurrent nature of the condition. It was suggested that the statement wording “may have depression” is changed to “adults who have been diagnosed with depression” because adults without depression would nevertheless present with symptoms of depression. The NICE team highlighted the word ‘may’ aligns with its use in NG222 and that the measures were constructed to measure achievement retrospectively due to difficulties in identifying the cohort “who may have depression”. Concerns were raised that in removing “may have” from the statement there would be confusion because a person would need an assessment before being diagnosed with depression. It was suggested that the statement should focus on people who have responded “yes” to the questions used to initially identify adults with depression, and those in whom there is a high clinical suspicion of depression. The committee requested that the process measure denominator is amended to refer to each “new episode” as they will have a new diagnostic code. The committee heard that this is current practice for the QOF. 
The committee agreed that the statement definition should not include risk assessment. There are multiple risks to consider in mental health and risk assessments are covered in the source guideline and should be carried out as part of standard practice. 
The committee discussed whether the statement should include assessing for coexisting mental health conditions. It was agreed that this is already addressed in the rationale. The committee explored stakeholder concerns around communication needs. The committee felt that they are covered by the equality and diversity (E&D) section but noted that wording will be reviewed at drafting. The committee also suggested that this section refers to awareness of potential diagnostic overshadowing; specifically, the potential overlap of symptoms of depression with those of other mental health conditions such as bipolar disorder and post-traumatic stress disorder.  
It was suggested that the rationale could refer to communication needs. 
The committee next discussed whether social and environmental factors were sufficiently prominent in the statement. It was suggested that early adversity, specifically physical and-or sexual abuse and bullying are added as further examples in the definition. It was also noted that “recent” experience of stressful or traumatic life events encompasses ‘ongoing’ events in NG222.
The committee reiterated the importance of primary care health professionals understanding the range of different psychological therapies that are offered and their benefits to patients. The committee suggested that this is reflected in the healthcare professional audience descriptor. 

The committee discussed suggestions that the statement includes formal rating scales such as PHQ-9. It was noted again that they are not routinely used within primary care but are within NHS Talking Therapies services. The committee again highlighted that not using them reflects NG222 and that the evidence base is evolving. The committee additionally noted that the standard need not state that formal rating scales should not be used. 
ACTIONS: 
NICE team to progress draft statement 1 for inclusion in the final quality standard.
· Statement wording to be reviewed with a potential focus on people diagnosed with depression with the process measure denominator being each new episode. 
· Rationale to refer to communication needs. 
· E&D section to additionally refer to diagnostic overshadowing and the wording around communication reviewed. 
· Include additional examples of social and environmental factors in the definition.
· Reference knowledge of psychological therapies among primary care health professionals in the audience descriptors.  
Draft statement 2: Adults with a new episode of depression discuss the full range of treatment options with their healthcare professional.
The committee suggested that the statement wording is reversed so that the emphasis is placed on the healthcare professional leading and supporting discussion of treatment options to reach a shared decision. The NICE team noted that healthcare statements are not usually aimed at professionals; the current wording supports a person-centered approach. It was noted however that an undue burden should not be placed on the patient to lead this discussion, especially given the impact of their symptoms. 
The committee suggested amending the statement wording to adults “must receive”, are “offered”, are “assessed for” or are “supported in discussing” the full range of treatment options. It was highlighted that the focus of the statement should be on informed, shared decision-making about treatment and that people should be given support in accessing treatments. The committee felt that the rationale should refer to the discussion leading to development of a treatment plan. The committee discussed whether “full” should be removed from the statement given local variation in availability of treatments, but the committee felt that specifying that the full range should be discussed as this may help address future access. A key aim of the statement is to highlight the importance of non-pharmacological treatment for depression in general. 
Members highlighted that patients’ choice of treatment was strongly supported during development of NG222; the committee agreed that this statement is very important from a patient perspective. It was agreed that the statement audience descriptors should be amended to emphasise that the discussion can take place over more than 1 appointment and in different parts of primary and secondary mental health services. This section of the statement should also highlight the importance of tailoring treatment options. 
The committee discussed whether coexisting conditions should be treated first. The committee felt that this need not be specified in the statement: if a secondary condition is contributing to depression, this condition may be treated first and is a matter for the clinician working with the individual. It was also noted that unfortunately coexisting conditions can be used as criteria for excluding access to treatments for mental health conditions. The committee discussed whether the statement should reference recovery-orientated treatments. It was noted that while the principles of recovery-orientated treatments (autonomy, support and patient choice) underpin recommendations in NG222 but evidence for recovery-oriented treatments was not reviewed for NG222. 
The team next discussed including use of outcome measure. They felt that while these are routinely used in NHS Talking Therapies services, their use is hard to replicate in other settings.
ACTION: NICE team to progress draft statement 2 for inclusion in the final quality standard. 
· Statement wording to be reviewed.
· Rationale to be reviewed, to check if it highlights treatment plans; amend to emphasise shared decision making.
· Audience descriptors to reference knowledge of psychological therapies among primary care health professionals in the audience descriptors.  
· Audience descriptors to highlight that treatment discussions can take place over multiple appointments, in different parts of primary and secondary care, and the importance of discussing tailoring of treatment options.
Draft statement 3: Adults with depression who are at a higher risk of relapse are offered relapse prevention interventions.
The committee agreed that this is an area for quality improvement as people with depression have up to a 50% risk of relapse after their first episode; this increases to around 70% if they have a second episode, and around 90% for a further episode. Concerns around workforce capacity were raised but the committee felt that this was an important area of care and recognised that quality standards may take time to achieve.  It was highlighted that addressing risk of relapse could reduce the number of patients reengaging with mental health services, and so lessening capacity issues overall. 
Concerns were raised over the lack of clarity as to when relapse prevention psychological therapies would be offered. It was noted that it would depend on the individual (including their circumstances) and their current therapy. The committee also highlighted that monitoring differs between psychological and pharmacological therapies. For psychological therapies it would be at the end of the last session.  Pharmacological therapy incorporates an acute phase (about the first 9 months) with a discussion of moving to a maintenance phase at approximately 9-12 months for a first episode of depression and after 2 years for a second episode. This is followed by another review for the discussion after 2 years. It was agreed that the outcome measure will be reviewed by the committee at drafting. 
The committee noted that a focus for development of NG222 was non-pharmacological relapse prevention therapies so that people can cease long-term antidepressant use, particularly if they are not working well. It was highlighted that the statement definition should be amended to clarify that relapse prevention interventions include continuing CBT with a relapse prevention component (as per NG222 1.8.8 to 1.8.10). The definition should also highlight that extra sessions should be given if it is showing to be effective. It was also noted that relapse prevention-focused sessions can be delivered by the existing workforce. 
The committee considered stakeholder comments on inconsistency and other issues in coding. It was noted that there is no validated tool for evaluating risk of relapse prevention. The committee considered discussed concerns around the feasibility of identifying the statement’s population. The committee discussed this and concluded that the number of episodes, existence of residual symptoms or ongoing stressors and coexisting conditions, documented in patient records, should enable the population to be identified at a local level.
ACTION: NICE team to progress draft statement 3 for inclusion in the final quality standard.
· NICE team to consult with specialist committee members on the timing of when the offer of relapse prevention therapy is made and review the outcome measure.

· Incorporate additional elements from recommendations 1.8.8 to 1.8.10 within the definitions section. 
Draft statement 4: Adults with depression who are stopping antidepressant medication have the dose reduced in stages.
The committee considered whether the statement should involve adding and switching medications. The committee highlighted that there are a lot of uncertainties; there is a lack of clear guidance in this area and so these should not be included in the statement. t was also suggested that a definition of tapering is included within the statement using NG222 1.4.17.
The committee suggested that the need to improve monitoring should be emphasised in the statement. The committee discussed a lack of support for patients for tapering medications: it was noted that patients may currently typically be told by GPs to halve the dose over a few weeks and then stop.  The committee highlighted that patients are sometimes left without follow-up: the committee suggested that follow-up appointments should be offered, even if by telephone. The committee proposed that NG222 1.4.18 could be highlighted and that the healthcare professional audience descriptor be amended to highlight the need for follow-up more explicitly. Capacity issues in primary care were noted by the committee but they felt that helping patients successfully withdraw from medication would, in the longer term, reduce the need to monitor them.
The committee suggested that giving advice to reduce the dose could be documented and measured; however it would not be known if patients follow this advice. It was noted that achievement could be audited indirectly using prescribing data; this would show prescription of a reduced dose over time. 
ACTION: NICE team to progress draft statement 4 for inclusion in the final quality standard. 
· Reference recommendation 1.4.18 for monitoring and reviewing patients tapering their dose of antidepressants. 
· Amend the healthcare professional audience descriptor to highlight this. 
· NICE team to explore adding a definition for ‘tapering’.  
Draft statement 5: Adults with depression from minority ethnic family backgrounds are supported to access mental health services.
The committee discussed whether the statement can be achieved in services other than NHS Talking Therapies services. It was noted that there are issues associated with access to digital therapies – not only language barriers but, for example, that some people may experience difficulty reading but not speaking English. It was highlighted that although ethnicity is recorded there is variation in how this is done across health and social care systems. The committee related that if someone desires a second language option or indicates the need for an interpreter it is more difficult for them to access talking therapies, especially if such therapies are only delivered in English. Current limitations to data collection were recognised but the committee felt that a quality statement in this area could drive improvement. 
The wording for ethnic groups was queried; the committee stated that it does not align with Government guidance which specifies ‘ethnic minority’. The NICE team agreed to check the wording against the current NICE style guide. 

The committee suggested that the statement should be more specific about “mental health services” and emphasise services that adults from ethnic minority groups experience difficulties in accessing. It was highlighted that barriers to access are multi-faceted, relating to culture, religion and language. The committee raised a concern that the statement does not capture this. The committee suggested that the statement could highlight examples of good practice. The NICE team noted that their inclusion would make it difficult to implement if the examples are too specific. They also suggested that the measures could be enhanced to be more specific to the area of focus in terms of specific mental health services. The committee highlighted that first engagement with mental health services for young black men, for example, is to be sectioned. They also highlighted cultural issues associated with depression. The committee proposed adding an outcome measure, on the ratio of appointments attended in primary care to having a first contact with mental health services in secondary care. It was noted that too wide a ratio may be confounded by wider issues such as deprivation. The NICE team highlighted that there is a new appetite for linking data sets, though this has been difficult historically. Including such a measure could support this form of data collection.

The committee discussed that coding of ethnicity is already done in NHS Talking Therapies services. It was suggested that a measure on improving coding practices in primary and secondary care could be included to drive improvement in this area.

The committee considered whether the statement should focus on ethnic groups or include other groups who are at risk. It was highlighted that the guideline promoted access for all groups who have difficulty in accessing care and who may face stigma including older men, people with learning disabilities, members of the LGBTQ+ community, and refugees. The committee felt that initially the statement should not be broadened to cover other groups, the committee was aware that the statement could be expanded at a future review. It was suggested that the statement should make a start by focusing on this important group minority but acknowledge in the rationale that other groups experience difficulty accessing mental health services.  
ACTION: NICE team to progress draft statement 5 for inclusion in the final quality standard. 
· Use of ‘minority ethnic’ to be checked against the current NICE preferred terminology . 
· Rationale to acknowledge that other groups experience barriers to access.  

· Outcome measures to be reviewed, with consideration for potential use of data linkage across primary and secondary care. 

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:
· Therapeutic relationship – Covered via QS14 and QS15 patient experience (statement 1 in both)
· Shared decision making – Covered via QS14 and QS15 patient experience (statement 2 in both)
· Identifying and treating tobacco/smoking – Covered via QS207 Tobacco: treating dependence (statements 1 to 3)
· Starting antidepressants (including discussion) - Discussing treatment covered in statement 2. 
· Recording health outcomes - Outside of scope for QS.
The committee had no comments.
6. Resource impact 
The committee considered the resource impact of the quality standard and was discussed throughout the meeting. It was acknowledged that there would initially be a challenge around workforce capacity, but that resource and capacity would be released in the longer term. 
7. Equality and Diversity
There were no comments. It was agreed that the committee would continue to contribute suggestions as the quality standard is developed.

8. Any other business
None.

Close of meeting.
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