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Quality Standards Advisory Committee 3 standing members:
Jim Stephenson (Chair), Ivan Benett, Deryn Bishop, Amanda de la Motte, Madhavan Krishnaswamy, Keith Lowe, Ann Nevinson, David Pugh, Phil Taverner, Carolyn Chew-Graham, Christine Camacho, Mark Devonald 
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Morning session – TOPIC: Intrapartum care: existing medical conditions or obstetric complications
Mandish Dhanjal, Manjiri Khare, Helen Smith, Felicity Plaat, Sarah Fishburn 
NICE staff

Nick Baillie (NB) {1-8}, Rachel Gick (RG) {4-7}, Alison Tariq (AT) {4-7}, Jamie Jason (JJ) notes 
NICE observers

Annabel Smith, Faye Sheldon
Apologies

Hugh McIntyre, Nadim Fazlani, Malcolm Fisk, Darryl Thompson, Julia Thompson, Jane Dalton,
Specialist committee member Rebecca Whybrow
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 quality standard.
The Chair confirmed that there were no public observers joining the meeting.
2. Confirmation of matter under discussion and declarations of interest
The Chair confirmed that, for the purpose of managing conflicts of interest, the matter under discussion was the Intrapartum care: existing medical conditions or obstetric complications. 
The Chair asked standing QSAC members to declare verbally any interests that have arisen since the last meeting and all interests specifically related to the matters under discussion. The Chair asked the specialist committee members to verbally declare all interests.
3. Minutes from the last meeting
The committee reviewed the minutes of the last QSAC 3 meeting held on 18 September 2019 and confirmed them as an accurate record. 2 minor amendments were suggested for the minutes of the prioritisation meeting for Intrapartum care: existing medical conditions or obstetric complications (held 19 June 2019).
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 Intrapartum care: existing medical conditions or obstetric complications draft quality standard.
RG summarised the significant themes from the stakeholder comments received on the Intrapartum care: existing medical conditions or obstetric complications 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   
General 

The Royal College of Physicians have produced a toolkit on acute medical problems in pregnancy.  The committee suggested including a reference to this.   

The committee suggested investigating whether additional references to mental health could be incorporated into the quality standard.    

Draft statement 1: Developing care plans
Women with an existing medical condition develop their individualised intrapartum care plan with a multidisciplinary team that includes a member with expertise in managing the medical condition in pregnancy. 

The committee discussed statement 1.
It was noted that not all women with an existing condition would require a multidisciplinary team (MDT); multidisciplinary care of women with asthma, for example, would be determined by the severity of the condition.  

It was suggested that greater clarity is required regarding coordination of the MDT in the statement. As written, it could be misconstrued that the woman is responsible for coordinating the MDT. 
It should be clearer that conditions that occur during pregnancy not just existing conditions are covered.  

It was queried whether the expert should be described as a clinician.  

The committee emphasised that women need to be involved in discussions and should be regarded as an equal member of the team. Women’s expertise in managing their long-term condition, for example, should be acknowledged. It was emphasised that decision-making should be woman-centred.   
The committee felt the statement currently covers 2 issues and that it would be difficult to measure expertise. The purpose of including the multidisciplinary team is to ensure that expertise is available. It was noted that the reason for prioritising this statement was due to the number of women who died due to the lack of expert clinical input.  

It was suggested that a perinatal mental health professional could be included as part of the multidisciplinary team.  

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 to clinician with expertise in managing a medical condition.

ACTION: NICE team to refine details regarding existing medical conditions (to include those arising during pregnancy) and severity in the definitions.  
ACTION: NICE team to check if a perinatal mental health professional can be included as one of the members of the MDT.
ACTION: NICE team to review the denominator to ensure the relevant population is captured.   

Draft statement 2: Reviewing care plans
Women with an existing medical condition are involved in reviewing their intrapartum care plan with the multidisciplinary team. 

The committee discussed statement 2.
The committee queried where the involvement of the woman be measured. It was suggested that including a statement in this area within the quality standard would support improvement in this area. 
The committee suggested that the statement should focus on the women’s involvement, informed decision making and being supportive of decisions. It was queried whether aspects of shared decision-making could be incorporated into the statement.
It was agreed that the order of statements 1 and 2 should be swapped. This means that statement 1 will focus on decision-making and not the MDT; the MDT will be the focus of statement 2. It was also suggested that the population covered by statement 1 is broadened, to include women with obstetric complications.   

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 reorder the statements 1 and 2. 
ACTION: NICE team to expand the statement to additionally cover women with obstetric complications. 
Draft statement 3: Heart disease and intrapartum risk 
Pregnant women with heart disease have intrapartum risk regularly assessed.

The committee discussed statement 3. 
Stakeholders considered the issue of the timing of assessments.  It was suggested that the reference to intrapartum risk is removed so that timing is not a factor. It was confirmed that multiple assessments would take place, before, during and after pregnancy. The key is to base assessment on the woman’s individual level of risk.
It was queried whether the definition should reference the severity of the heart disease. 
The description of a cardiologist with expertise of heart disease in pregnancy was queried.  
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 review the statement wording, rationale and definitions.   
Draft statement 4: Informed birth choices for women in labour with previous caesarean section

Women who have had a previous caesarean section and are in labour know about the potential benefits and risks of different modes of birth.

The committee discussed statement 4. 
A discussion of choice of birth mode in this population should take place antenatally, and not left until labour. The need for discussion to respond to a change in clinical circumstances was supported, but it was also felt that there are risks around potential coercion and bullying regarding decision-making. 
It was highlighted that there is already a quality standard on Caesarean sections, QS32.  The committee then discussed whether this statement was needed and whether it duplicates statement 6 from the QS32.  
It was noted that the statement was prioritised to focus on women whose clinical circumstances changed in labour, but it was again agreed this should have taken place antenatally.
It was suggested discussion and decision-making would be covered by the revised statement 1.
The committee agreed not to progress this statement for inclusion in the final quality standard.  
ACTION: NICE team to investigate incorporating respecting women’s choices throughout the care planning as an aspect of statement 1.
Draft statement 5:  Observations for sepsis or suspected sepsis 
Women in labour with sepsis or suspected sepsis have observations carried out by a multidisciplinary team at a frequency based on the level of clinical concern.

The committee discussed statement 5.
The focus of this statement is to avoid maternal mortality and to avoid overtreatment. Overtreatment through administration of antibiotics is potentially harmful to the baby. 
Women should be assessed urgently as they are a high-risk group. It was noted there is a quality standard on sepsis (QS161).   
Review by the multidisciplinary team is important, and it was suggested that this needs obstetric and critical care involvement. 
The committee would like to incorporate treatment within the statement.  

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 revise the statement to focus on multidisciplinary review and if it is possible to incorporate treatment as an aspect of the statement. 
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:

· Women with mental health conditions, multimorbidities, complex social factors - there is an existing quality standard on this area 
· Pregnant women with epilepsy – there is a lack of source guidance  
· Smoking during pregnancy as a risk factor for obstetric complications – existing quality standards cover smoking, and smoking cessation in pregnancy.
· The 4th proposed additional statement (How data on smoking at the time of delivery (SATOD) should be collected as part of intrapartum care) was highlighted as being retained in error by RG. It does not form the basis of a statement is out of scope for the same reasons as point 3.
The committee suggested amending the definition of existing medical conditions to say neurological diseases rather than specific neurological conditions.
The committee also discussed access to antenatal care.  
As there are only 4 statements progressed the committee suggested adding a statement on access to antenatal care.  After reviewing all the recommendations the committee decided to progress a statement based on recommendation 1.18.5.  Care for women without antenatal care was an area for quality improvement identified by stakeholders. 
As the above statement did not go out at consultation the committee would like to involve some key stakeholders and invite their views, including Birthrights.
ACTION: NICE team to amend the definition of existing medical conditions to say neurological diseases.

ACTION: NICE team to progress an additional statement for women with no antenatal care.
6. Resource impact and overarching outcomes
The committee considered the resource impact of the quality standard:
· There may be a cost impact to provide the expertise to the multidisciplinary team. 
· Smaller units may not be able to accept women for care. 

· There is a drive to have Maternal Medicine Networks, which are being commissioned by NHS England.  They are running a 3-year programme to train obstetric physicians.  

· Implications for members of MDT additional workload and resources required.
The committee reviewed the overarching outcomes are those presented in the draft quality standard and asked how birth experience and satisfaction with results of care differed. RG stated that some were derived from external sources and that this could be clarified in the updated standard when circulated to committee members for review.
· maternal mortality 

· maternal morbidity 

· still birth and neonatal death

· neonatal morbidity 

· maternal mental health

· health-related quality of life 

· satisfaction with results of care 

· shared decision-making and confidence in care providers 

· birth experience 

· patient safety incidents relating to intrapartum care 
7. Equality and Diversity
The committee agreed the following groups should be included in the equality and diversity considerations: 
· Age


 

· Gender reassignment 

· Pregnancy and maternity

· Religion or belief

· Marriage and civil partnership

· Disability

· Sex

· Race

· Sexual orientation

The committee also noted:

· Travellers 

· Language

· Access to antenatal 

· Ethnicity 

· Victims of domestic violence 

8. Any other business
It was noted that the next meeting is a Friday 6 December.  Members were asked to inform JJ if they were unable to attend.   
Close of meeting
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